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PREFACE. 


Thb  following  work  has   been    written  with  a  very  definite 
purpose. 

It  is  intended  to  afford  the  general  practitioner  of  medicine,  or 
the  advanced  student,  a  veiw  of  the  present  state  of  gyneecological 
knowledge  and  practice. 

Avoiding  all  personal  "hobbies,"  and,  as  far  as  possible,  all 
controversial  matters,  and  using  such  judicial  selective  skill  as  I 
could,  without  dogmatism,  bring  to  bear  upon  the  treatment  of 
every  topic,  I  have  endeavoured  to  go  over  the  whole  ground  in 
such  a  manner  as  should  be  most  practically  useful  in  those 
emergencies  which  are  daily  occurring  to  every  general  practi- 
tioner. 

I  trust  that  a  few  years  spent  in  such  practice,  and  followed 
by  twenty  more  of  class-room  and  clinical  teaching,  have  in  some 
degree  fitted  me  for  the  task. 

K  I  have,  on  the  whole,  given  such  sound,  practical,  and  fairly 
judicial  advice  as  will  enable  a  few  of  the  rising  generation  of 
practitioners  to  escape  the  errors  and  avoid  the  difficulties  of  my 
own  early  career,  I  shall  be  more  than  compensated  for  any  labour 
involved  in  the  task. 

My  sincere  thanks  are  due  to  Mr.  A.  H.  Young,  F.R.C.S.,  whose 
fiocile  pencil  has  supplied  the  original  illustrations ;  to  Mr.  Alban 
Doran,  for  some  excellent  original  wood-cuts  from  his  work  on 
ovarian  tumours  ;  to  Dr.  William  Yeats  and  Dr.  Arthur  Robinson? 
for  much  valuable  assistance  in  preparing  the  manuscript;  and  to 
my  son,  Mr.  William  Thorbum,  M.B.,  B.S.,  B.Sc.,  for  assisting 
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me  in  pasBing  the  work  through  the  prees,  and  in  varions  oilier 
ways. 

I  have  also  to  thank  Messrs.  Mp,w,  Son,  &  Thompson,  and 
Messrs.  Krohne  &  Sesemann  of  London,  and  Messrs.  Tiemann  & 
Co.  of  New  York,  for  the  courtesy  with  which  they|'plaoed  their 
catalogue  of  instruments  at  my  disposal. 

J.  THORBTTRN. 

Mahohbbtsb,  May,  1885. 
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A  Manual  of  gynaecology. 


CHAPTER  L 


The  Methods  and  Means  oommonlt  ehplotbd  nx  Diagnosis.  Manual 
Examination,  including  Abdomi|ial  Palpation,  Didtal  Examination  or 
Vaginal  toucher  Bi-manual  Examination,  Rectal  and  Vesical  Examination, 
&c.  Instrumental  Examination,  including  the  use  of  Specula,  Sounds, 
and  Tents.    Inspection  of  Morbid  Disoharobs. 

A  GREAT  amount  of  ingenuity  has  at  various  times  been  displayed 
in  the  invention  of  more  or  less  complicated  gyneecological  tables 
or  couches.  Some  of  these  are  intended  to  nicilitate  the  perfor- 
mance of  operations  of  ^reat  difficulty  and  importance ;  others, 
I  fear,  to  assist  in  throwme  the  patient,  at  ordinary  examina- 
tions, in  positions  which  she  cannot,  without  such  aid,  assume 
or  maintain.  Dr.  Chadwick's  Examininff-table  (fig.  1)  is  one  of 
the  best  known  of  these,  and  is  intended  oy  the  designer  to  serve 
^^  as  a  substitute  for  the  unsightly,  often  ill-adapted,  and  expen- 
sive chairs  which  have  been  used  by  gyneecologists  for  examina- 
tions." 

Much  of  the  ordinary  work  of  gynaecological  practice  must, 
however,  be  done  at  the  homes  of  tne  patients,  and  not,  as  with 
the  specialist,  in  consulting  rooms,  or  "offices,"  or  in  the  well  fur- 
nish^ ward  or  operating  theatre ;  but  every  consulting-room  or  sui^ 
gery  should  be  furnished  with  a  good  high  couch,  say  thirty  inches 
in  height  at  the  very  least  This  should  have  no  back  nor  foot- 
board, and  one  e^d  of  it  should  slope  gently  upwards  to  the  extent 
of  about  a  foot,  and  the  whole  surface  should  be  firmly  upholstered. 
A  movable  square  cushion,  and  a  large  thin  coverlet  to  throw  over 
the  patient,  should  also  be  at  hand.  The  couch  should  be  placed 
nearly  opposite  a  good  window  light,  or  should  be  easily 
movable. 

In  this  climate  it  is  always  necessary  to  be  provided  with  a  re- 
flecting lamp.  Many  such  have  been  invented,  and  one  of  the  simp- 
lest of  which  is  shown  by  fig.  2.  The  desiderata  of  such  a  lamp  are — 
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Fio.  1. — Dr  Chadwlck's  Table  for  Gynaecological  Examinations 
and  Operations. 

a  good  concave  reflector,  or  a  strong  lens,  and  a 
flat  stand.  A  reflecting  lamp  may  be  extempor- 
ised by  tying  a  large  silver  spoon  to  a  candle  in 
an  ordinary  flat  candlestick.  The  insertion  of  a 
couple  of  small  plugs  ot  cork  between  the 
handle  of  the  spoon  and  the  candle  is  an  im- 
provement, but  not  a  necessity,  when  the  re- 
flector is  only  wanted  for  a  short  emergency. 
I  have  endeavoured  to  procure  a  good  lamp, 
electric  or  otherwise,  which  could  be  aflixed  to 
the  forehead,  but  I  find  that  all  these,  and  also 
the  forehead  mirrors  used  foi;  the  laryngoscope, 
are  very  inconvenient  in  gynaecology.  I  am 
much  indebted,  however,  to  the  following  sug- 
gestions of  Mr.  Broughton,  dentist,  of  Man- 
chester:— A  small  hollow  pencil,  8  inches  long 
by  J  inch  in  diameter,  is  fitted  at  one  extre- 
mity with  a  Swan  incandescent  lamp,  of  rather 
less  than  its  own  circumference,  and  connected 
with  a  bichromate  battery,  which  stands  be- 
low the  usual  couch.  For  the  dentist's  pur- 
poses this  is  invaluable.  It  perfectly  lights 
up  the  mouth  and  fauces, and  unless  the  minia- 
ture lamp  comes  into  actual  contact  with  the 
Fig.  2.— Colin'sLamp  soft  parts,  it  gives  no  sensation  of  heat.  By 
slightly  modified.  "^  a  spring  clip,  which  t,akes  up  no  room  (fig.  3, 
a),  the  illuminating  pencil  can  be  retained  at 
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any  ^vt  of  the  internal  wall  of  a  tubular  specalum,  giving  perfect 
illumination,  and  fallowing  of  the  use  of  both  nanus.  The 
pencil  can  also  be  placed  in  the  hollow  of  the  duck-bill  speculum, 
and  fixed  there  by  a  button  and  slit  (fi^.  4,  b),  and  the  firm  but 
flexible  connecting  wires  being  bent  paraflel  with  the  shank,  it  is 
easily  held  in  situ  by  the  same  hand  which  hold  the  speculum.   A 


KieB.  3  and  4.-^ Application  of  the  Electric  Light  to  A,  the  Tabular, 
B,  the  Duck-bill  Speculum. 

Eortable  accumulator  of  electricity,  which  will  give  light  for  an 
our,  can  easily  be  carried  in  an  outside  pocket  forborne  practice. 
Mr.  Broughton  has  also  provided  a  more  complex  mechanism  for 
keeping  the  lamp  cool  by  water  irrigation  during  long  opera- 
tions. 

In  most  cases  some  female  friend  accompanies  the  patient,  or  is 
to  be  found  at  her  home.  She  is  of  little  use  as  an  assistant,  ex- 
cept occasionally  as  a  lamp  holder ;  but  a  female  attendant,  with 
more  or  less  training,  at  his  consulting-rooms,  is  invaluable  to  one 
who  has  much  practice  in  the  diseases  of  women. 

Manual  Examination. 

•  Under  no  circumstances  should  the  use  of  instrumental  means 
of  diagnosis  ever  precede  a  careful  manual  examination.  The 
preliminary  information  which  is  obtained  in  this  way  is  abso- 
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4  ABDOMINAL   PALPATION. 

lately  essential  to  the  safe  use  of  instruments,  and  the  only  guide 
as  to  their  necessity ;  and,  moreover,  tor  diagnostic  purposes,  if  a 
choice  had  to  be  made,  the  hand  is  infinitely  superior  to  any  in- 
strument, or  probably  to  all  of  them  combined.  As  a  genera 
rule,  it  is  advisable  to  commence  with 

Abdominal  Palpation. — If  the  patient  is  in  bed,  she  is  pro- 
bably lying  on  her  back,  the  most  suitable  position,  and  the  hand 
is  passed  at  first  lightly  over  the  abdominal  surface  in  search  of 
swelling,  tumour,  or  painful  localities.  While  the  patient  is  en- 
gaged in  conversation,  the  fingers  are  then  pressed  more  firmly 
downwards  within  the  brim  of  the  pelvis.  The  existence  and 
exact  locality  of  any  abnormal  fulness  or  tenderness  is  thus  made 
out.  Should  any  prominent  swelling  be  found,  it  is  now  care- 
fully investigated  by  percussion,  ausculation,  and  otherwise ;  or, 
if  the  patient  is  in  the  consulting-room,  it  is  decided  whether 
there  is  a  necessity  for  removing  the  corset,  and  otherwise  pro- 
viding tor  a  complete  abdominal  investigation.  I  prefer  always 
to  commence  a  more  complete  examination  in  this  way  by  abdo- 
minal palpation,  having  found  that,  with  nervous  or  timid 
patients,  it  breaks  the  ice,  as  it  were;  and  leads  up  to  an  internal 
examination,  which  would  otherwise  be  less  freely  accorded.  No 
deference  to  the  natural  modesty  and  shrinking  of  women  from 
such  examinations  should  ever  be  neglected.  Moreover,  this 
simple  palpation  is  sometimes  suflScient  in  itself,  and  there  may 
be  no  necessity  for  going  further,  as,  for  instance,  in  many  cases 
of  amenorrhoea  in  tne  unmarried ;  while  the  information,  positive 
or  negative,  thus  gained,  is  invaluable  in  enabling  us  to  direct  our 
future  steps  straight  to  the  points  of  the  case. 

Unless  the  symptoms  point  manifestly  to  some  affection  of  the 
external  genitals,  the  next  and  most  important  step  is  the 

Digital  Examination  by  the  Vagma,  or  "  Toucher,"— Un- 
til recently,  this  was  nearly  always  made,  in  this  country,  in  the 
ordinary  midwifery  position,  the  patient  being  turned  upon  her 
left  side,  with  her  breach  as  near  to,  and  her  head  as  far  from,  the 
examiner  as  is  conveniently  possible,  her  hip  and  knee  joints  be- 
ing well  flexed.  Of  late  years,  however,  the  great  superiority  of 
the  position  on  the  back,  with  the  knees  mcSerately  flexed,  has 
been  stoutly  maintained  by  some  writers,  and  the  advocates  of 
each  plan  have  cast  not  a  little  unnecessary  contumely  on  their  op- 
ponents. The  fact  is,  that  a  practioner  who  has  had  the  requisite 
experience  can  make  out  perfectly  well,  in  either  way,  all  that 
is  ordinarily  required,  and  that  in  diflicult  or  doubtful  cases  he 
will  often  feel  compelled  to  use  each  position  in  succession.  When 
the  patient  is  on  her  back,  she  is  more  favourably  placed  for  sub- 
sequent examination  with  both  hands,  while  in  the  other  position 
we  are  more  ready  for  the  use  of  instrumental  means  of  examina- 
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tion.  I  am  certain  that,  for  various  reasons,  the  lateral  position 
is  less  repugnant  to  the  mtyority  of  wotnen.^ 

The  student  should  endeavor  to  acquire  ambidexterity,  and  fpr 
this  purpose  should  examine  with  the  right  or  left  hand  impar- 
tially ;  but,  contrary  to  the  opinion  of  Dr.  Barnes  and  others,  I 
am  satisfied  that  the  right  han<l  is,  for  ordinary  purposes,  the 
most  useful  to  the  practitioner  and  the  least  uncomfortable  to  the 
patient  Nevertheless,  I  consider  that  when  instruments,  such  as 
the  sound,  tent-holder,  and  the  like,  are  to  be  introduced,  the  left 
hand  furnishes  the  most  satisfactory  guide,  while,  with  most  men, 
the  right  wields  the  instrument  with  greater  precision  and  tact. 
The  forefinger  alone  should  be  used,  until  it  has  been  ascertained 
that  the  case  requires  two  or  more,  and  that  the  parts  are  lax 
enough  to  permit  of  their  introduction.  Vaseline  impregnated 
with  carbolic  acid  (1  in  40),  or  thymol  (gr.  xv  ad  Si),  forms  a  bet- 
ter lubricant  than  oils  or  fats,  ana  free  lubrication  must  never  be 
neglected  ;  it  saves  the  patient  from  much  discomfort,  and  'dimin- 
ishes the  danger  to  the  practitioner  of  specific  infection.  The 
finger  is  first  placed  upon  the  perineum,  and  then  gently  hooked 
round  its  anterior  border  into  the  vulva ;  it  is  next  carried  slowly 
along  the  posterior  va^nal  wall  till  it  reaches  the  cervix  uteri  or 
the  culrde-sdc  behind  it.  The  cervix  and  os  uteri  are  then  care- 
fully examined,  and  afterwards  the  upper  end  of  the  vagina 
around  them.  While  withdrawing  the  finger,  the  anterior  vaginal 
wall  is  traced,  and  if  any  special  pain  has  been  noticed  while 
passing  the  vulva,  its  site  is  now  det'nitely  ascertained.  For 
these  ends  the  front  of  the  finger  must  be  turned  backwards,  for- 
wards, or  laterally  as  required,  and  to  any  one  who  has  a  fore- 
finger of  sufficient  length,  and  who  has  been  accustomed  to  use  it, 
i^  seems  almost  childish  to  discuss  the  question  which  hand  is 
preferable  from  this  point  of  view ;  there  is  no  difficulty  with 
either.  Hands  differ  much  in  size  and  shape,  and  I  find  it  therefore 
best  to  give  no  specific  instructions  as  to  the  disposal  of  the  other 
fingers,  lurther  than  to  keep  them  folded  tightly  out  of  the  way 
as  much  as  possible,  and  not  to  hurt  the  patient  with  them.  The 
thumb  is  generally  least  in  the  way  when  firmly  extended. 

Let  us  now  see  what  are  the  points  ascertainable  by  a  single  sys- 
tematic digital  examination.  In  such  a  summary  we  must  per- 
force refer  to  affections  not  yet  described,  and  it  will  be  founa  of 
great  service  to  tuni  back  to  it  at  a  later  stage,  or  to  refer  to  it 
when  considering  any  special  diagnosis. 

1st,  We  note,  externally,  the  state  of  the  perineum,  hymen, 

1  Dr.  Paul  Mande  aays — *'  Tbe  comfort  of  feeling  that  the  patient  is  not  watchim? 
one'6  every  expression  and  movement  has  but  to  be  experienced  to  be  appreciated,^* 
and  this  applies  with  tenfold  force  to  clinical  work,  where  several  students  hare  to 
examine  In  succession. 
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6  INFORMATION  OBTAINED  BY  THB  "  TOUCHER." 

and  OBtium  vaginse  generally,  and  the  pain  due  to  vascular  growths, 
vulvitis,  and  other  affections  mentioned  in  Chapter  II. ;  we  also 
perceive  whether  any  substance  protrudes  through  the  vulva  or 
blocks  the  opening,  such  as  a  prolapsed  uterus,  a  polypus,  or  a 
malignant  growth. 

2nd.  We  mark  the  condition  of  the  vagina  as  regards  heat, 
moisture,  and  tenderness,  the  existence  of  any  bulging  of  its  walls, 
or  of  any  contractions  of  its  passage,  or  foreign  bodies  within  it. 

3rd.  We  ascertain  the  presence  of  any  fsecal  accumulation  in 
the  rectum,  or  foreign  body  within  the  rectum  or  bladder. 

4th.  We  can  estimate  the  various  diameters  of  the  bony  pelvis, 
and  the  existence  of  bony  or  other  growths  therefrom. 

5th.  We  learn,  what  no  instrument  can  tell  us  with  certainty, 
the  exact  position  and  direction  of  the  cervix  uteri — its  length, 
shape,  and  consistence — together  with  any  fissures,  indentations, 
or  excrescences  upon  its  surface. 

6th.  We  ascertain  the  state  of  the  external  os  uteri — its  shape, 
whether  round,  oval,  or  irregular — its  patency  to  the  finger,  and 
the  existence  of  any  protruding  substance,  such  as  fungoid  excres- 
cences, hard  or  soft  polypi,  a  projecting  ovum,  or  an  inverted 
uterus.  A  delicate  sense  of  touch  is  required  to  ascertain  the 
presence  of  small  soft  polypi,  or  of  the  granular  and  velvety  state 
of  the  mucous  membrane,  so  common  in  chronic  inflammation 
of  its  surface. 

7th.  We  may  learn  much  about  the  uterus  as  a  whole.  If  the 
06,  as  sometimes  happens,  is  widely  dilated,  we  may  es^plore  the 
whole  cavity  of  the  uterus.  Or  we  may  gain  the  important 
information  whether  it  is  fixed  in  its  place,  or  moveable  when 

Eoised  on  the  tip  of  the  finger,  or  merely  heavier  than  usual.  In 
ealth,  we  cannot,  with  one  hand,  examine  the  body  of  the  uterus^ 
except  to  a  slight  extent  in  front ;  but  when  enlarged  by  preg- 
na^py  or  disease  it  can  be  traced  through  the  vaginal  roof,  and  we 
learn  whether  the  expansion  is  uniform  or  in  one  direction  only. 
But,  when  the  womb  is  displaced,  or  bent  upon  its  long  axis,  we 
can  reach  its  bv>dy  or  even  its  fundus,  and,  comparing  this  with 
the  direction  of  its  cervix,  make  a  near  approach  to  diagnosis  of 
the  exact  affection. 

8th.  We  ascertain,  moreover,  not  least  in  importance,  what  is 
the  state  of  matters  surrounding  the  uterus  and  vagina,  what  there 
is  abnormal  before,  behind,  laterally,  or  extending  upwards 
towards  the  brim  of  the  pelvis.  In  fact,  so  many  grave  and  im- 
portant deviations  from  health  are  ascertained  under  this  head 
that  it  seems  advisable  to  sub-classify  them. 

Behind  the  vagina  we  may  find  certain  abnormalities. 

(a)  The  rectum  may  be  loaded  with  fsecal  accumulation,  some- 
times enormous  in  quantity ;  sometimes  there  are  only  one  or  two 

Digitized  by  VjOOQIC 
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hard  nodules,  which  may  be  mistaken  for  malignant  growths,  in- 
flammatory exudations,  or  a  diseased  and  prolapsed  ovary.  On 
steady  pressure  through  the  vaginal  wall,  ftecal  masses  pit  and 
are  displaeeable,  and  if  their  nature  is  still  doubtful,  an  examina- 
tion by  the  rectum  will  make  it  clear.  The  rectum  may  also  be 
occupied  by  a  polypus,  a  mass  of  hfemorrhoids,  a  malignant 
growth,  or  a  foreign  body,  ditterentlation  being  eiFected  by  direct 
exploration  of  its  cavity.  ^ 

In  the  pouch  of  peritoneum  which  dips  downwards"behind  the 
uterus  and  upper  end  of  the 
vagina,  and  in  front  of  the  rec- 
tum, most  of  the  other  post- 
vaginal  abnormal  substances 
are  found.  This  very  impor- 
tant Douglas's  pouch  is  shown 
at  fig.  5,  and  is  capable  of  great 
distension  downwards.  We' 
have  here  occasionally 

(6)  A  knuckle  or  semi-her- 
nial  protrusion  of  the  bowel. 
The  obstetrican  remembers 
this  as  a  possible  obstruction 
to  the  passage  of  the  head, 
though  it  is  an  infrequent  one. 
Its  comparative  painlessness, 
its  repressibility  upwards  in 
ordinary  circumstances,  and  its 
pitting  on  pressure  like  a  fsecal 
mass,  though  found  to  be  an- 
terior to  and  not  within  the 
rectum,  are  its  chief  diagnostic 

features,  though  it  must  oe  admitted  that  it  is  not  always  easy  of 
diagnosis  except  by  the  exclusion  of  other  conditions. 

(e)  The  bo<ly  of  the  uterus,  gravid  or  non-gravid,  when  thrown 
backwards — retroversion  or  retroflexion — is  perhaps  the  most  fre- 
quent abnormal  substance  met  with  in  Douglas's  pouch,  and  is 
found  as  a  firm  but  elastic,  smooth,  and  generally  movable  body. 

(rf)  With  great  frequency  also  we  have  the  products  of  inflam- 
raatiori  of  the  peritoneum  itself— firm,  solid,  fixed  exudation  of 
coagulated  lymph,  which  has  exuded  in  this  site,  or  has  trickled 
down  in  its  first  fluid  state,  as  all  fluids  will,  to  the  lowest  possible 
level,  and  which  may,  though  fortunately  not  often,  return  to  the 
fluid  state  as  abscess. 

{e)  Very  similiar  in  its  physical  characters  is  the  exudation  due 
to  the  escape  of  blood  into  the  peritoneal  cavity  (hsematocele). 
This  also  tends  to  gravitate  into  this  low-lying  pouch,  undergoes 
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Fio.  5. — Diae^rumraatic  view  of  Douglas's 
Peritoneal  Pouch  (after  Ranne.v).  P.  P, 
Peritoaeum  ;  R,  Rectum  ;  U,  Uterus ;  B, 
Distended  Bladder  ;  S,  Symphysis  pubis. 


8  ABNORMALITIES   BEHIND  THE   VAGINA. 

there  a  similar  hardening  process,  and  ends  similarly  in  absorp- 
tion or  puriform  softening.  Similar  exudations  of  lymph  or  of 
blood  occur  in  the  pelvic  cellular  tissue,  but  for  obvious  reasons 
they  have  not  the  special  tendency  to  accumulate  chiefly  behind 
the  vagina.  They  may,  however,  be  found  in  part,  or,  though 
veiT  rarely,  wholly  in  this  site.  See  Perimetritis,  Parametritis, 
ana  Hsematocele  (Chap.  XIX.). 

(/)  Cancerous  or  tubercular  deposits  are  found  in  this  site, 
though  more  rarely,  especially  as  a  primary  affection.  They  are, 
or  at  least  the  former  is,  usually  accompanied  by  ascites,  and  is 
often  found  only  in  searching  for  the  cause  of  the  dropsy. 

(g)  Firm,  hard,  and  often  nodulated  outgrowths  from  the 
uterus,  of  non-malignant  character  (fibro-myomata),  are  not  in- 
frequently encountered  in  this  site,  and  we  may  thus  reach  either 
large  tumours,  which  are  perceptible  above  the  pelvic  brim,  or 
small  ones,  which  tend  by  their  weight  to  drag  back  the  uterus 
towards  the  sacral  holjow,  or  by  their  presence  to  push  it  forwards 
or  to  one  side. 

(A)  Small  tumours  of  the  ovary  tend  also  to  descend  here,  more 
or  less  laterally,  though  the  common  cystic  tumours  do  not  gen- 
erally attract  attention  until  so  large  that  they  rise  above  the 
pelvic  brim,  and  may  be  quite  out  of  reach  per  vaginam.  The 
ovary  itself,  healthy  or  somewhat  diseased,  usually  the  latter, 
may  be  found  here,  much  lower  than  in  its  normal  site,  giving 
rise  by  its  prolapse  to  troublesome  symptoms,  and  the  distended 
Fallopian  tubes  are  also  met  with  more  frequently  than  was,  un- 
til recently,  supposed  to  be  the  case. 

[i)  The  fluid  of  ascites.,  if  sufficient  to  render  the  abdomen 
tense,  may,  through  Douglas's  pouch,  press  forward  the  upper 
part  of  the  vagina,  but  this  bulging  recedes  on  pressure  with  the 
nnger.  The  experienced  touch  recognises,  however,  the  receding 
pouch,  as  it  also  does  that  which^is  caused  by  quite  recent  effusion 
of  fluid  lymph  or  blood. 

(A)  Lastly,  that  fatal  though  happily  rare  error  of  nature,  an 
extra-uterine  foetation,  occupies,  in  some  instances,  this  site,  being 
almost  always  lateral  as  well  as  posterior. 

In  front  of  the  vagina  we  may  find — 

(a)  The  body  or  fundhs  of  the  utorus,  when  it  is  abnoi^noally 
bent  forwards  (ante version  or  anteflexion).  To  a  slight  extent  we 
may  trace  the  body  here  in  perfect  health,  and  stiff  more  so  in 
early  pregnancy. 

(6)  Intra-peritoneal  exudations,  similar  to  those  discovered  behind, 
though  very  rarely  extending  so  low  down,  owing  to  the  non- 
existence of  so  deep  a  peritoneal  pouch.  Exudations  into  the  cel- 
lular tissue  are,  however,  not  uncommon  in  this  situation. 
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{c)  Uterine  fibroid  or  fibro-myomatouB  outgrowths,  leas  com- 
monly than  behind. 

{d)  The  ovary  is  stated  to  have  been  found  displaced  in  this 
direction,  and,  as  it  may  undoubtedly  protrude  through  the  in- 
guinal canal,  the  possibility  of  its  appearing  in  such  a  situation 
cannot  be  denied.    I  have  never  met  with  it  here,  however. 

(e)  General  enlargement  of  the  lower  segment  of  the  uterus. 

(/)  Calculus,  fungoid  growths,  Ac,  of  the  bladder,  or  the  dis- 
tended organ  itself. 

Laterally  we  may  find — 

(a)  Exudation  of  coagulated  lymph  or  blood,  continuous  with 
that  behind  or  in  front,  or  confined  to  the  -lateral  situation,  or  one 
or  both  sides.  When  this  is  unilateral,  the  uterus  is  more  or  less 
pushed  to  the  opj^osite  side.     See  Parametritis. 

(6)  The  body  of  the  uterus,  either  pushed  laterally  by  exuda- 
tion, or  pulled  by  cicatrisation,  or,  very  rarely,  bent  laterally  with- 
out any  apparent  cause  of  inflammatory  origin. 

(e)  The  ovary,  if  enlarged  or  hardened,  and  yet  remaining  about 
its  natural  situation,  tnay  be  reached  almost  at  the  level  of  the 
pelvic  brim  ;  but  unless  tender,  or  enlarged,  or  unduly  depressed, 
a  mere  digital  examination  will  not  easily  ascertain  its  where- 
abouts. 

(rf)  We  may  also  discover  here  the  presence  of  perityphlitic, 
nephritic,  or  perinephritic  abcess,  or  of  abscess  due  to  disease,of 
the  hip  or  sacroiliac  joints  or  of  other  organs. 

Bi-manual  Examination. — The  difficulty  of  reaching  the 
upper  level  of  the  pelvic  cavity  by  a  digital  examination,  or  of 
fixing  the  structures  there  so  as  to  allow  of  their  careful  investi- 
gation, suggests  the  necessity  for  exerting  counter-pressure  by  the 
other  hand ;  this  again  suggests  the  simultaneous  use  of  both  hands 
as  investigators,  and  this  constitutes  bi-manual  examination.  By 
this  method,  while  exploring  the  pelvic  cavity  with  one  hAd(say 
the  right)  from  below,  we  not  only  bring  within  it»  reach  the 
organs  contained,  but  the  fingers  of  the  other  hand  can  be  slowly 
and  gently  pressed  downwards  from  above  the  brim,  so  that,  in 
women  who  are  not  very  stout,  they  will  meet  tjiose  which  are  in  the 
vagina,  unless  any  normal  structure  or  abnormal  product  inter- 
vene. In  this  way  a  clear  map  of  the  parts  at  the  brim  of  the 
pelvis  can  be  obtained,  and  tne  position  and  condition  of  the 
uterus,  ovaries,  Fallopian  tubes,  or  of  any  abnormal  exudations 
or  growths,  can  be  made  out  with  a  very  near  approach  to  abso- 
lute certanity.  It  is  thereforeimperative  that,  in  every  examina- 
tion for  diagnostic  purposes,  the  bi-manual  method  should  to  some 
extent  be  used.  In  difficult  cases,  and  with  the  aid  of  ansesthesia, 
we  thus  have  it  >n  our  power  to  realise  the  physical  condition  of 
these  pelvic  viscera  more  completely  that  we  can  that  of  any 

Digitized  by  VjOOQIC 


10 


Bt-MANUAL    EXAMINATION. 


others  in  the  body.  In  a  thin  woman  it  is  quite  possible  to  make 
a  fairly  accurate  bimanual  examination  while  she  retains  the  left 
lateral  position,  the  left  hand  pressing  upon  the  abdomen;  but  if  ' 
the  patient  be  stout,  or  the  diagnosis  difficult,  while  retaining  the 
intra-vaginal  finger  in  place,  she  can  easily  be  turned  upon  her 
back,  whereby  a  more  complete  control  of  the  abdominal  wall  is 
obtained.  This  external  pressure  must  be  slow  and  persistent,  not 
losing  any  ground  once  gained.  To  relax  the  muscles,  the  patient 
should  be  made  to  converse,  the  fingers  sinking  a  little  deeper  at 
each  relaxation  of  the  abdominal  wall,  and  the  thighs  must  be 
com^etely  flexed,  though  occasionally  nothing  but  an«esthetics 
will  suffice  to  allow  of  the  necessary  relaxation  of  all  parts.     The 

combined  examination 
(fig.  6)  must  be  methodi- 
cal, the  uterus  being  ex- 
amined with  the  internal 
finger,^  placed  first  in  front 
of  the  cervix,  then  be- 
hind it,  and  then  on  the 
OS  externum,  while  the 
other  hand  clearly  defines 
its  position  from  above  in 
each  instance.  The  con- 
dition of  the  ovaries  and 
other  lateral  structures  is 
similarly  ascertained  at 
various  angles,  and  the 
contour  of  exudations  and  growths  is  clearljr  defined.  This  bi- 
manual examination  is  inadvisible,  except  with  very  great  care, 
during  the  presence  of  acute  inflammatory  disease ;  on  the  other 
hand  it  obviates  the  necessity  for  the  use  of  the  uterine  sound  in 
cases  ^here  pregnancy  cannot  be  positively  excluded,  or  when 
there  are  other  objections  to  the  use  of  that  instrument.  I  would 
insist  that  the  value  and  necessity  of  bi-manual  examination  can- 
not easily  be  over-estimated,  for  in  favorable  cases  we  may  thus 
gain  almost  as  cleai;a  picture  of  the  position,  size,  and  shape  of 
the  organs  at  the  pelvic  brim  as  by  a  post-mortem  inspection. 
However  useful  the  lithotomy  position  may  be  in  certain  cases  of 
operative  interference,  it  is  seldom  necessary  to  subject  the  patient 
to  it  for  the  purpose  of  a  mere  bi-manual  examination,  and  only 
in  very  exceptional  cases  is  the  introduction  of  the  whole  hand 
into  the  vagina  required,  as  in  the  case  for  instance,  of  tumours 
which  cannot  otherwise  be  fiilly  explored. 

Digital  examination  in  the  erect  position,  or  with  the  patient 
upon  her  knees  and  elbows,  or  knees  and  chest,  is  so  seldom 
had  recourse  to  for  mere  diagnosis,  that  it  need  only  be  referred 

Digitized  by  VjOOQ  IC     ' 
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EXAMINATION   BT   THB   RECTUM.  11 

to  when  discussing  those  special  instances    in   which    it  is  re 
quired.     But  undoubtedly  the  various  degrees  of  prolapse  may 
sometimes  be  made  out  most  clearly  in  the  erect  position,  when 
the  end  warrants  the  means. 

Examination  per  BecMim— Bectal  ^^Tonoher."— In  man^ 
cases,  much  light  may  be  thrown  upon  diagnosis  by  an  exami- 
nation of  the  pelvis  with  the  left  forefinger  passed  into  the 
rectum.  The  posterior  surface  of  the  uterus  and  the  contents 
of  Douglas's  pouch,  as  well  as  the  ligaments  surrounding  it,  can 
be  thus  more  minutely  examined,  especially  if  the  abdomen  is 
well  compressed  by  the  other  hand,  and  a  complete  recto-ab- 
dominal oi-manual  examination  is  thus  performed.  If  the 
patient  is  on  her  back,  and  the  practitioner  at  her  right  side,  the 
ri^ht  hand  is  most  suitable  for  rectal  examination,  the  left  if  she 
is  in  the  left  lateral  position. 

To  estimate  clearly  the  state  of  the  parts  between  the  rectum 
aud  vagina,  the  thumb  and  forefinger  of  one  hand  may  be  passed 
into  the  two  cavities,  or  both  forefingers  may  bo  used ;  I  prefer  the 
latter  plan  as  a  general  rule.  In  young  virgins,  when  an  exami- 
nation is  imperative,  say  for  suspected  hsematocele  or  retroversion, 
the  rectal  should  at  first  be  substituted  for  the  vaginal  toucher^ 
and  in  all  cases  of  obstructed  genital  passages  we  have  in  this  a 
useful  alternative  means  of  diagnosis.  It  is  also  of  special  value 
in  cases  of  intra-vaginal  tumours,  when  we  desire  to  ascertain 
their  relations  to  the  uterus  above,  e.  ^.,  in  the  diagnosis  of 
polypus  from  inversion  of  the  uterus.  It  is  well  for  the  student 
to  learn  early  that  the  cervix  uteri  can  be  clearly  felt  through  the 
rectum,  but  that  it  appears  there  much  larger  than  it  does  per 
vaainam.  I  have  seen  rather  absurd  mistakes  arise  from  forget- 
fuTness  of  this.  I  have  no  personal  experience  of  Simon  of 
Heidelberg's  method  of  introducing  gradually  the  whole  hand 
into  the  rectum  during  ansethesia,  and  then  bi-manually  examin- 
ing the  pelvis  and  loweiyibdomen  as  high  as  the  kidney.  It  can 
doubtless  .oe  done  with  satisfactory  diagnostic  results,  but  at  the 
risk  of  death  from  rupture  of  the  peritoneum  in  the  left  flank.  It 
is  occasionally  forgotten  by  enthusiastic  clinical  observers  that  an 
accurate  diagnosis  may  be  purchased  too  dearly,  and  that  an  ap- 
proximate one  may  be  preferable,  if  it  is  more  consistent  with 
the  recovery  of  the  patient.  Care  should  be  taken  in  all  cases  of 
rectal  examination  to  cle^anse  the  fingers  afterwards  antiseptically, 
and  in  addition  to  lubrication,  to  previously  fill  the  space  below 
the  nail  with  soap.  If  the  uterus  be  drawn  down  by  a  hook  or 
vulsellum,  such  as  is  used  with  the  duck- bill  speculum,  the  ex- 
amination of  Douglas's  pouch  and  the  back  of  the  uterus  pro 
reetum  is  much  facilitated. 

Examination  per  Vesicam. — The  canal  of  the  urethra  may  be 
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explored  by  the  little  finder  without  much  difficulty,  under 
anaesthetics,  but  the  introduction  of  the  forefitiger  into  the 
bladder  is  difficult,  or  may  involve  previous  dilatition  by  expand- 
ing or  conical  dilators,  and  though  necessary  in  certain  diseases  of 
the  bladder  itself,  I  hardly  thinic  it  is  justified,  merely  for  the 
light  it  may  throw  on  the  state  of  the  anterior  wall  of  the  uterus, 
or  on  pelvic  exudations  between  the  bladder  and  vagina.  But  the 
ordinary  vesicle  catheter  or  sound  is  of  great  value  if  used  in  ap- 
position to  the  finger  in  the  rectum  or  vagina.  We  can  thus 
ascertain  very  Qlearly  the  presence  or  absence  of  the  uterus  above 
a  vaginal  tumor  of  doubtful  nature,  or  obtain  other  information 
which  the  obesity  of  the  patient  prevents  us  from  acquiring  bi- 
manually. 

Instrumental  Methods  of  Examination. 

Specula, 

The  use  of  specula  of  various  kinds,  for  the  purpose  of  inspect- 
ing the  vagina  and  cervix  uteri,  for  the  application  of  remedies, 
and  for  the  performance  of  operations,  is  now  such  an  acknowl- 
edged necessity  that,  previous  to  their  introduction,  gynaecology 
could  hardly  be  said  to  have  commenced  its  career.  Yet  medical 
opinion  is  still  somewhat  divided  as  to  the  kind  of  speculum 
which  is  most  useful  under  viar^ing  circumstances.  The  educated 
touch  alone  can  do  wonders  in  the  way  of  diagnosis ;  but  it  is 
nearly  always  necessary  to  verify  by  sight  the  results  obtained, 
when  morbid  conditions  of  the  cervix  uteri  of  vagina  exist,  or 
when  the  source  of  sanguineous,  purulent,  or  other  discharges  has 
been  ascertained.  Great  care  must  be  exercised  in  the  case  of 
malignant  disease,  and  the  presence  of  the  hymen,  or  the  exist- 
ence of  painful  affections  of  the  vulva,  may  entirely  preclude  the 
use  of  the  speculum,  unless  with  anaesthesia. 

Specula  are  usually  divided  into  thr|^  types — (1)  The  tuMdar 
or  original  type,  as  far  as  modern  practice  is  concerned;  (2)  the 
valvu&r^  a  modification  of  this;  and  (3)  the  dtwk-bill  or  Sims's 
speculum,  the  latest  and  best  type  in  many  respects,  but  some- 
what unfortunately  named,  for  a  duck's  bill  is  certainly  bi- 
valvular. 

1.  The  tubular  form  is,  as  its  name  implies,  ^sentially  a  tube, 
which  can  be  pushed  along  the  vagina,  and  which  exhibits  the 
parts  at  its  inner  extremity.  It  has  been  made  of  a  great  variety 
of  materials,  and  with  many  slight  modifications  in  shape.  Of 
these  varieties,  in  my  opinion,  all  must  yield  to  the  Fergusson's 
speculum  (fig.  7),  a  simple  glass  tube  coated  with  reflecting  mer- 
cury and  covered  with  hard  black  rubber.  Its  sole  drawback — 
its  fragility — is  more  than  compensated  for  in  every  other  way. 
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The  white  pori^lain  specula  common  in  Germany,  and  nearly  all 
those  made  of  metal,  are  inferior  in  illuminating  power,  and 
tail  to  represent  with  equal  fidelity  the  true  colour  of  the  parts, 
while  the  former  are  almost  equally  liable  to  chip,  and  the  latter 
are  injured  by  almost  every  substance  used  in  treatment.  The 
so-called  unbreakable  glass,  tried  for  a  time,  was  a  complete  fail- 
ure. The  size  and  shape  of  the  instruments  are  of  great  import- 
ance, and  at  least  three  should  always  be  at  hand.  These  should 
have  a  circumference  of  3,  4,  and  5  inches  respectively.  They 
should  measure  fully  six  inches  at  their  longest  side,  and  even  a 
little  addition  to  the  length  is  no  disadvantage,  if  the  practitioner 


Fio.  T.^Fei^guseon't  Tubular  Speculum. 

does  not  require  use  them  for  the  introduction  of  greatly  curved 
instruments,  as  he  need  not  do.  The  outer  extremity  is  trumpet- 
8ibaped,  and  the  other  should  be  bevelled  off.  This  facilitates 
introduction,  and  gives  a  larger  field  of  vision  with  the  same 
diameter  of  instrument.  A  fourth  speculum,  of  the  largest  di- 
ameter, but  not  more  than  five  inches  long,  will  occasionally  be 
found  useful  in  applying  remedies.  The  maker's  name,  or  a  little 
patch  of  white  paint  on  the  outer  end,  should  always  indicate  the 
longer  side  of  the  instrument,  as  this  is  difficult  to  ascertain  after 
introduction,  if  once  lost  sight  of. 

There  are  two  methods  of  introducing  the  instrument.  In  the 
one  the  patient  is  placed  in  the  ordinary  left  lateral  position,  not 
forgetting  the  necessity  of  approximating  her  breech  to  the  oper- 
ator, and  of  removing  as  far  as  possible  from  him  her  head  and 
shoulders.  The  position  of  the  cervix  uteri  must  be  carefully 
noted  by  digital  examination,  and  indeed  the  whole  condition  of 
matters  must  alwavs  be  previously  ascertained  in  this  manner,  as 
far  as  possible.  The  perineum  is  now  gently  retracted  and  the 
labia  are  separated  by  the  left  forefinger  or  fingers,  and  the  point 
.of  the  well-lubricatea  speculum  is  placed  just  within  the  ostium 
vaginse.  The  instrument  is  first  held  so  that  the  poi»  t,  or  ex- 
tremity of  its  longer  side,  lies  against  one  of  the  labia,  and  it  is 
then  gently  pushed  along  the  perineum,  till  the  bevt  lied  part  is 
wholly  introduced.  The  point  is  then  turned  backwards,  and  the 
onward  progress  is  continued,  with  the  point  always  directed 
well  towards  the  hollow  of  the  sacrum,  till  the  summit  of  the 
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vagina  appears  to  be  reached.     A  glance  throusch  the  instrnment 
will  now  generally  show  the  cervix  uteri,  which  by  a  little  man- . 
agement  is  made  to  project  within.     But  if  the  cervix  is  not  thus 
visible,  one  of  two  things  has  happened,  either  the  instrument  has 

been  pushed  too  far  into  the  culrde 

^^    sac  behind  the  cervix,  or  the  point 

^^    has  not  been  kept  sufficiently  back- 

Mm  ik    ^'^^^^^'  ^^^  ^'^  S^^  ^^  front  of  the 
SfW   P    cervix.     In  either  case  the  remedy 
^^r    f      isjobyious;  the  instrument  is  witb- 
m         j        drawn  a  little,  and  if  the  cervix  is 
m  1  not  then  seen  in  front  of  it,  the 

■  m  point  is  again  directed  as  far  back- 

wards as  possible,  and  so  pushed 
behind  and  beyond  the  cervix;  a 
little  rotatory  movement  assists  in 
this,  but  the  direction  of  the  point 
must  not  be  lost  sight  of.  if  an 
instrument  of  sufficent  calibre  has 
been  used,  the  difficulty  requires 
but  a  little  easily  acquired  tact  to 
overcome  it,  and  with  gentleness 
and  skill  at  the  commencement 
the  largest  size  may  often  be  used 
when  even  the  smallest  would 
otherwise  give  pain.  If  the  cervix 
be  distorted  in  any  direction  this 
will  have  been  ascertained  pre- 
viously, and  it  may  be  necessary 
to  hook  it  down  into  the  instru- 
ment with  a  probe  or  booklet. 
Along  with  the  speculum  there 
^P^jPjH  |-|  '^^       must  always  be  at  hand  some  ab 

^^TfigL  J|l  sorbent  cotton>wool,  or  tenax,  this 

\^^  M         ■■  latter  being  an  exceedingly  useful 

~^^^         ^P  preparation    of  oakum  with  fine 

tar.  This  is  required  for  the  pur- 
pose of  removing  secretions  of  pus, 
mucus,  or  blood,  the  os  uteri  being 
frequently  filled  with  thick  tenaceous  mucus  which  adheres  very^ 
persistently.  A  speculum  forceps  (fig.  8),  and  one  or  more  Play-* 
fair's  probes  (fiff.  9),  form  therefore  an  essential  part  of  the  arma- 
mentarium. T^he  former  is  used  to  introduce  the  wool  in  pled- 
gets, which  are  renewed  as  often  as  necessary ;  the  latter  consists 
of  a  lonff  wooden  handle,  terminating  in  a  roughened  wire,  which 
can  be  bent  at  will.     The  wool  is  easily  twisted  around  the  wire 
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Fio.  8. — Specnlum 
Forceps. 


Fig.  9.— UterlDe 
Application. 
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BO  as  to  adhere  firmly,  aud  thus  armed,  the  instrument  constitutes 
an  admirable  means  of  clearing  out  the  cervix  and  of  applying 
remedies  within  it,  or  to  the  uterine  cavity.  The  speculum  for- 
ceps has  many  modifications.  It  is  well  for  the  student  to  learn 
how  to  use  the  tubular  speculum,  while  looking  carefully  what 
he  is  iloing  at  every  stop,  but  after  a  time,  no  exposure  of  the 
person  is  necessary,  the  coverlet  not  being  raised  till  the  instru- 
ment is  in  sitUj  and  then  draped  round  its  extremity.  The  vaginal 
wall  is  best  examined  during  the  slow  and  gradual  withdrawal 
rather  than  during  the  introduction  of  the  instrument. 

The  other  method  of  introducing  the  specular  tube  is  with  the 
patient  in  the  dorsal  position.  As  it  would  be  impossible  to  sec 
anything  otherwise,  she  must  also  be  brought  to  the  end  of  the 
couch  or  side  of  the  bed,  with  her  knees  reared  in  air,  and  sup- 
ported by  an  assistant  in  lithotomy  fashion,  unless  she  is  very 
muscular  and  energetic.  It  may  simply  be  said  of  this  position, 
that  it  is  opposed,  except  under  strong  necessity,  to  the  more  than 
"insular"  prejudices  of  our  English  women,  and  of  the  great  ma- 
jority of  tneir  advisers. 

2.  The  Valvu^ 
lar  Specula  are 
those  which,  by  a 
more  or  less  simple 
mechanism,  are  ca- 
pable of  being  ex- 
panded at  their  in- 
ner extremity  after 
introduction,    and 

in   many    instances  ^^  lO.-Bames's  Bl-valvular  Speculum. 

of  bemg  compress- 
ed before  introduction.  For  these  it  is  pleaded  that  they  are  less 
painful,  that  they  afford  a  wider 
field  of  viow,  and  that  they  are 
more  self-retaining  than  the  sim- 
ple tube,  while  they  allow  of  a 
freer  use  of  the  sound  and  other 
instruments  while  the  uterus  is 
in  view  or  within  reach.  I  doubt 
the  greater  painlessness  very 
much,  and  I  prefer  in  most  in- 
stances the  more  brilliant  view 
obtainable  by  a  Forgusson's  spec- 
ulum to  the  possibly  wider  view 
obtained  by  a  valvular  one.  The 
self-retention  is  exceedingly  un- 
stable,  and    the   sound    can    be 


Fig.  11 . — CuBco's  Bl-valvular  Speculum . 


better   used   without  the  aid 
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of  either,  in  ways  about  to  be  mentioned.  A  valvular 
instrument  is  therefore  not  ^a  necessity,  though  it  is  oc- 
casionally useful,  when,  owing  to  the  want  of  assistance, 
and  to  the  resilient  force  of  the  vagina,  the  simple  tube  is 
liable  to  be  forced  out,  and  the  duck-bill  is  not  avail- 
able. So  many  in- 
struments of  this 
kind  have  been  in- 
troduced at  various 
times,  and  by  au- 
thorities whom  I  so 
much  esteem,  that  it 
is  almost  as  difficult 
to  select  one  for 
approval  as  it  is 
impossible  to  men- 
tion   all.     Barnes's 

Fig.  12.— Meadows's  Speculnm.  (fig.    10)     most     re- 

sembles the  simple  tube  in  everything  but  the  quality  of  expand- 
ing. Cusco's  (fig.  11)  resembles  more  the  duck-bill,  with  its  ac- 
companying vaginal  repres- 
sor.^ Meadows's  qiiadri valve 
(fig.  12),  and  Knott's  tri valve 
specula  (fig.  13),  have  each 
their  admirers,  but  the  most 
useful  instrument  of  the  sort 
with  which  I  am  acquainted 
is  one  introduced  byReidof 
Glasgow  (figs.  14  and  16). 
It  IS  capable  of  some  pamllel 
and  external,  as  well  as 
Flo.  i3.-Knott'8  Speculum.  j^erely  internal,  expansion, 

and  it  is  clean,  simple,  and  portable  in  the  highest  degree.  It  is 
described  and  figured  in  the  Am.  Jour,  of  Obstetrics  for  1881,  p. 
276,  I  should  perhaps  also  mention  Scanzoni's  instrument  (fig. 
16),  useful  when  the  main  object  is  to  examine  the  vaginal  wall. 
8.  The  third  type  of  speculum,  the  Duck-bill  (fig.  17),  is  of 
comparatively  recent  introduction.  We  owe  it,  and  along  with 
it,  the  greatest  possible  advances  in  gynaecology,  to  Dr.  Marion 
Sims.    The  principal  action  of  the  instrument  is  this — if  a  woman 

^  Galabin  strobgly  iDslsts  on  the  advisability  of  having:  tbe  blades  of  Cusco's  and 
other  bi-valvular  specula  of  equal  length.  "The'aris  of  the  uterus  is  thereby  brought 
nearly  into  coincidence  with  that  of  the  vagina.''  There  are,  however,  some  advan- 
tages also  in  making  the  anterior  blade  to  resemble  the  vaginal  repressor  used  with  a 
duck-bill,  rather  than  the  movable  anterior  half  of  a  tube. 
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be  placed  upon  her  knees  and  chest,  or  knees  and  elbows,  so  that 
her  abdomen  is  underneath  her,  but  unsupported,  the  abdominal 


F108. 14  and  15.-»Reld'B  Speculum. — Closedland  Open. 


viscera,  by  their  own  weight,  fall  away  from  the  back  and  pelvis. 
If  an  istrument,  or  even  the  finger,  ue  now  introduced,  so  as  to 


Fio«  16. — Scanzoni's  Speculum, 

open  the  vulva  freely,  and  repress  the  perineum,  air  will  enter  the 
vagina,  and  it  becomes  an  open  cavity,  its  anterior  and  posterior 
wdls  separating  wide- 
ly, and  allowing  in- 
spection of  its  con- 
.  tents,  and  free  mani- 
pulation of  instru- 
ments. The  story  of 
his  first  discovery  of 
this  is  graphically  told 
by  Sims  in  his  Ulinical 
Jyotes  on  Uterine  Sur- 
gery.  If,  however,  the 
position  just  mentioned  were  always  required,  the  use  of  the 
instrument  would  be  very  limited  ;  fortunatelv  this  is  not  so.  If 
the  patient  be  first  placed  in  the  ordinary  left  laterel  position, 
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Fio.  17.— Sim's  Duck-blU  Speculum. 


18  THB  DXTOK-BILL  SPBC0LUM. 

and  Iftienj  if  the  left  arm  be  carefully  drawn  backwards  from  be- 
neath her,  while  the  right  leg  is  passed  over  the  left  one,  so  that  the 
right  knee  touches  the  couch,  while  both  knees  are  well  flexed, 
the  patient  will  lie  as  in  fig.  18.  Her  thorax  and  abdomen  will 
face  towards  the  couch,  while  the  width  ot  the  pelvis  prevents  the 
contact  of  the  abdomen  with  it,  and  allows  of  the  traction  by 
gravitation  of  the  abdominal  viscera  away  from  the  back  and 
pelvic  cavity.  The  right  trochanter  is  further  away  from  the  opera- 
•  tor  than  the  left,  and  the  posterior  commissure  of  the  vulva  lies 
backwards  and  slightly  upwards.  This  position  is  so  essential  to 
the  right  use  of  tne  instrument  that  the  student  should  depend 
on  no  written  description  or  diagram,  but,  as  one  of  his  first  and 


Fio.  18. — Position  for  the  use  of  the  Duck-Bill  Speculum. 

most  important  clinical  experiences,  should  learn  the  necessary 
steps  under  the  eye  of  a  competent  teacher'.  A  wrong  position  in 
using  the  tube  means  clumsiness,  discomfort,  and  delay ;  in  using 
the  duck-bill  it  means  absolute  failure.  The  instrument,  as  fig- 
ured above,  consists  really  of  two  specula  of  diflferent  sizes,  and 
attached  by  the  intervening  shank ;  either  may  be  used,  or  others 
of  greater  or  less  size,  and  each  might  be  attached  to  a  separate 
handle,  but  there  exists  a  pretty  general  consensus  in  favour  of 
retaining  the  original  pattern.  One  blade  is  passed  within 
the  permeum,  with  precisely  the  same  precautions  as  the  tube, 
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the  convexity  backwards.  The  convex  surface  only  is  lubricated 
the  concave  being  kept  as  bright  as  possible.  The  point 
must  pass  well  into  the  posterior  fornix  vaj^nse.  The  perineum 
is  then  slowly  but  firmly  retracted,  while  the  point  of  tne  specu- 
lum, behind  the  cervix,  pushes  it  somewhat  forward  into  view, 
though  the  point  is  still  kept  somewhat  behind  the  portion  in 
contact  with  the  perineum.  The  necessary  amount  of  this  manoeu- 
vre diifers  in  individual  cases,  and  can  be  learned  only  by  expe- 
rience. Under  favourable  circumstances  the  vagina  now  opens 
up  well  to  view,  exposing  its  interior.  But,  generally,  another 
instrument  is  required  to  press  forward  the  anterior  vaginal  wall, 
and  give  a  better  view  of  the  higher  interior.  The  handle  of  a 
sound,  a  blunt  curette,  a  copper  spatula,  or  many  other  things 
would  serve.  There  are  alrc^ady  a  score  of  vaginal  repressors  with 
author's  names  at- 
tached to  them,  but 
something  like  that 
shown  in  fig.  19  is 

the     most    efficient.  Fio.  19.— Vagliua  Repressor  (Sims). 

Having  now  ob- 
tained a  fairly  clear  view  of  the  cervix,  the  aid  of  an  assistant 
generally  becomes  necessary.  To  him  or  to  her  is  entrusted  the 
speculum,  placed  exactly  as  we  wish.  He  stands  directly  behind 
the  patient,  and  must  hold  the  instrument  steady  and  firm  with- 
out jerking.  To  hold  the  instrument  by  the  second  blade  rather 
than  bv  the  shank  is  preferable,  but  requires  more  training.  The 
vaginal  repressor  may  still  be  held  by  the  physician,  if  one  hand 
is  sufficient  for  what  remains  to  be  done,  if  not,  the  assistant  must 
lean  over  the  patient's  pelvis  and  hold  the  repressor  also,  leaving 
both  the  practitioner's  hands  at  liberty.    One  other  movement  of 


c 


r 


Fio.  20.^nterliie  TenaeaU. 


the  speculum  is  very  serviceable,  and,  indeed,  in  many  cases  is 
quite  necessary ;  instead  of  drawing  the  perineum  directly  back- 
wards, the  blade  is  slightly  rotated  so  as  to  draw  it  also  a  little 
upwards,  and  to  aid  in  repressing  with  the  shank  the  uppermost 
buttock.  The  cervix  uteri  can  now  be  freely  inspected,  but  to 
obtain  a  perfect  view  it  must  be  fixed  and  more  or  less  drawn 
downwards.  For  this  purpose,  either  a  hook  (fig.  20)  or  a  vxdsel- 
lum  (fig.  21)  must  be  used.    Those  who  practice  uterine  surgery 
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to  any  considerable  extent  will  be  furnished  with  a  variety  of 
these,  but  it  is  sufficient  to  say  here,  that  a  hook  bent  almost  at 
right  angles  is  the  most  efficient  for  an  ordinary  inspection,  that 
more  curved  hooks  are  more  effective  for  drawing  asunder  the 
lips  of  the  cervix  when  swollen,  everted,  or  torn,  and  that  a  vul- 


FiG.  21.— Fine  Uterine  Vulsellum ;  also  portion  of  one  opening  ontwards,  to  display 
the  interior  of  the  Ceryix  Uteri. 

sellum  ensures  a  more  permanent  hold,  when  considerable  traction 
is  required,  and  tedious  operations  are  necessarv. 

Moditications  of  the  duck-bill  are  becoming  almost  as  numerous 

as  valvular  specula,  but  few  of  them 
are  improvements,  and  still  fewer 
seem  to  commend  themselves  to 
the  profession  for  diagnostic  pur- 
poses. The  repressor  has  been  at- 
tached to  the  speculum  by  a  hinge 
(fig.  22),  forming  really  a  sort  of 
bivalve,  and  most  complicated  ar- 
rangements have  been  attempted  for 
fixing  the  instrument  in  sitUy  and  so 
avoiding  the  necessity  of  an  assist- 
ant in  ordinary  practice.  Of  these, 
Emmet's  perineal  retractor,  as  he 
terms  it  (fig.  23),  is  the  only  one 
which  has  made  any  way  in  British 
practice.  I  have  occasionally  found 
it  useful,  and,  when  the  vulva  is  not 
too  rigid,  tl|e  wide  phlange  aids 
materially  in  keeping  back  the 
buttock. 

Neugebauer's  speculum  (fig.  24)  is 
figured  by  nearly  all  writers.  It  may 
be  used  as  a  duck-bill  or  as  a  species 
of  bivalve,  but  I  fail  to  see  any  superiority  in  it  to  those  in  ordi- 
nary use. 


Fig.  22. — Duck-bfU  Speculum  and 
Vaginal  Repressor  combined. 
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.  28.— Emmet'b  Self-retaining 
Speculum. 


One  feels  some  trepidation  in  venturing  to  advise  the  student  or 
general  practitioner  as  to  the  relative 
value  of  these  types  of  speculum  for 
various  purposes.  It  is  a  little  puzzling 
to  be  told  that  Fergusson's  tubular  spec- 
ulum "has  done  probably  more  to  retard 
the  advance  of  gyneecolofiry  than  any 
other  cause"  (Qoodell,  Lessons  in  Gynce- 
cdogy^  Philadelphia,  1880),  -while  the 
same  author  elsewhere  states  that  "  it 
possesses  the  great  advantage  of  throw- 
ing more  light  on  the  cervix  than  does 
any  other  speculum,  and  for  that  reason 
is   excellent  for  the  examination    and 

treatment   of  patients  at  their  own   homes."     The  generation 
which  under  the  guidance  of  Simpson,  Barnes,  Hewitt,  Wells,  or 
M'Clintock,  has  seen  advances  in  the  surgery  of  the  female  organs, 
almost  as  striking  as  the  still  more  recent  acliievements 
of  Sims,  Simon,  Emmet,  and   their  followers,   hardly 
welcomes  the  description  of  itself  given  by  Emmet  as 
'*  the  older  members  of  the  profession  who  have  become 
dexterous  in  the  use  of  some  special  instrument,"  and 
who  "  cannot  be  expected  to  change  it  for  a  new  one,  or  to 
appreciate  the  necessity  for  doing  so"  {Prin.  and   Prac. 
of  Gyncecol.,  2d  ed.,  1880).     To  adopt  what  is  new  and 
and  good  does  not  compel  p^, 
Urf  to  discard  what  is  older  \  \/*.,^ 
and  also  good.     I  hope  to    \\    *"••-.., 
do  full  justice  to  the  duck-      \\ 
bill  speculum.      Many   of 
our  most   valuable  recent 
improvements  in  gynaeco- 
logical surgery  were  impos- 
sible  without  it.      Many 
common  affections  of  the 
cert-ix  can  be  best  seen  by 
its  use,  and  the  specialist, 

when  he  can  be  aided  by  a  skilled  male  or  female  assistant, 
is  irresitably  impelled  to  substitute  it  more  and  more  for 
every  other  form  of  instrument,  even  is  ordinary  exami- 
nations; but  the  practitioner.'.who  is  compelled  to  work  unaided, 
will  find  his  wants  fulfilled  in  a  large  number  of  cases  by  the 
tabular  instrument,  while  he  is  prepared  to  use  the  more  modern 
one,  with  such  assistance  as  he  can  procure,  whenever  he  is  satis- 
fied that  he  cannot  otherwise  obtain  «uch  a  view  of  the^'parts  as  is 
necessary  for  diagnosis  and  treatnjent.     He  is^  not  likely,  to  be 
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Fig.  24.— Neugebauer's  Speculum. 


24  MODE   OP  ITSING   THB  SOUND. 

should  at  first  be  passed,  and  the  handle  will  always  assure  us  how 
the  point  lies  afterwards,  if  the  guiding  finger  fail  to  do  so.  Once 
introduced  for  even  half  an  inch  into  the  cervix,  the  sound  assists 
in  steadying  it.  The  instrument  is  now  gently  urged  onwards  in 
the  direction  of  the  cervix  until  it  meets  with  some  obstacle.  In 
ordinary  cases  this  will  be  at  the  os  internum,  and  it  requires  only 
a  gentle  retraction  of  the  handle  towards  the  perineum,  and  a 
little  tiring  of  the  obstruction,  to  overcome  the  difficulty.    The 

Kint  must  now  be  gently  turned  backwards,  however  it  may  have 
en  introduced  at  first,  if  it  is  believed  that  the  uterus  is  so 
turned;  and  in  cases  of  supposed  flexion,  either  backwards  or 
otherwise,  the  finger  of  the  left  hand  must  be  used  to  tilt  up  the 
body  of  the  uterus,  thus  diminishing  the  necessity  for  unduly 
bending  the  sound.  In  no  case  must  any  more  force  be  used  than 
in  passing  the  male  metallic  catheter,  and  it  is  far  better  to  fail, 
and  try  again  and  again,  than  to  use  any  greater  force.  The 
fewei^  tours  de  maitre  the  operator  uses  the  less  danger  will  there 
be  of  producing  mischief.  In  some  instances  the  digital  exami- 
nation may  have  suggested  a  uterine  displacement  which  does  not 
really  exist,  the  position  of  the  suj>po8ed  uterine  body  being  occu- 
pied by  a  tumour  or  otherwise ;  and,  as  one  object  of  the  pound  is 
to  correct  error  of  this  kind,  a  gentle  attempt  at  passage  must 
next  be  made  in  other  directions  than  that  which  is  supposed  to 
be  the  right  one.  No  written  directions  can  confer  the  requisite 
tactiLs  eruditus^  and  the  student  or  tyro  is  advised  not  to  abstain 
from  the  use  of  the  sound  in  suitable  cases,  but  to  be  content  with 
safe  and  cautious  attempts,  and,  in  case  of  failure,  to  remember 
that  bi-manual  examination  can,  in  many  cases,  supply  nearly  all 
the  requisite  diagnostic  information.  No  laboured  argument  is 
required  to  dispose  of  this  as  an  objection  to  the  use  of  the  sound 
in  general.  When  the  sound  has  passed  the  os  internunci,  or  the 
bend  of  a  flexed  uterus,  or  any  small  obstacle,  it  glides  along  to 
the  fundus,  unless  the  cavity  is  obstructed  or  twisted  by  morbid 
conditions.  If  these  are  believed  to  exist,  owing  to  the  presence 
of  haemorrhage  or  increased  uterine  size,  a  good  deal  of  "coaxing" 
in  different  directions  is  allowable,  but  no  force.  In  such  cases  a 
thin,  flexible,  male  bougie  may  be  tried ;  but  for  this,  as  for  the 
use  of  the  probe,  in  great  contraction  of  the  cervix,  it  is  better  to 
expose  the  part&  bv  the  duck-bill  speculum,  and  to  use  the  instru- 
ment as  one  would,  probe  any  sinus  in  other  situations. 

The  use  of  the  sound  is  not  without  danger,  even  in  skilful  and 
cautious  hands.  The  most  frequent  source  of  danger  lies  in  the 
induction  of  abortion,  and  abortions  thus  induced  are  infinitely , 
more  likely  than  those  which  are  spontaneous  to  be  followed  by 
septicfismia  or  other  forms  of  metria.  I  fear  that  I  am  not  alone 
among  those  practising  gynaecology  as  the  possessor  of  some  sad 
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confessions  hereanent  This  danger  can  only  be  obviated  by  ob- 
serving the  golden  rule — Never  pass  the  sound  till  you  can  elimi- 
nate pregnancy  as  a  possible  conaition.  The  very  strictest  inqui- 
ries are  necessary,  and  in  every  case  where  there  can  be  a  doubt, 
in  the  married  or  unmarried,  pre^ancy  should  have  the  benefit 
of  it.  There  is  no  doubtftil  case  m  which  a  little  time  will  not 
clear  up  the  difficulty,  and  either  permit  the  use  of  the  sound  or 
do  away  with  the  neceflsity  for  it. 

Perforation  of  the  uterus  is  another  possible  accident,  and  one 
which  has  happened  in  able  hands,  when  the  uterus  was  softened 
by  disease.  Most  gynsecologists  have  heard  of  or  seen  cases 
where  the  sound  has  passed  a  great  deal  further  than  it  should 
have  done,  and  the  cnari table  explanation  of  a  dilated  Fallopian 
tube  receiving  the  instrument  will  rarely  hold  good.  Fortunately, 
if  the  sound  is  clean  and  a-septic,  the  result  is  seldom  formidable, 
though  none  the  less  to  be  deprecated. 

Inflammation  of  the  uterus  or  of  its  surroundings  is  occasion- 
ally produced  by  the  sound,  even  when  ihe  manipulation  is  per- 
fect. Whether  it  is  that  sometimes  the  uterus  is  so  sensitive  that 
no  precaution  will  avail,  or  whether  the  sound,  like  the  catheter, 
conveys  septic  fluidfi  or  living  septic  germs,  it  must  be  borne  in 
mind  that  this  is  a  real  dangler,  imposing  the  necessity  of  absolute 
antiseptic  cleanliness,  and  of  being  sure  that  the  information  to  be 
acquired  by  the  use  of  the  sound  is  worth  the  risk,  however  in- 
frequently that  may  be  encountered. 

What,  then,  are  the  diagnostic  facts  ascertainable  by  the  sound  ? 
These  may  be  conveniently  given  under  seven  heads. 

Ist.  The  patency  or  otherwise  of  the  cervical  canal,  especially 
at  its  extremities.     The  patency  is  diminished  by 

(a)  Congenital  contraction  or  complete  atresia,  or  the  perma- 
nently infantile  state  of  the  organ,  or  the  long  conical  cervix. 

(6)  Contraction  from  inflammation  or  other  accidents. 

(c)  Small  polypi  or  fibroid  growths  in  the  cervix. 

(a)  Flexion  of  the  uterus  at  or  close  to  the  cervix. 

{e)  Spasm  of  the  internal  os,  which  is,  however,  a  condition  de 
nied  by  some  authorities. 

The  cervix  is  unduly  patent  in  many  cases  of  chronic  inflam- " 
mation  or  sub-involution,  when  it  has  been  torn  during  labour, 
and,  to  some  extent,  during  a  menstrual  period.      It  may  be 
widely  dilated  by  intra-uterine  tumours,  or  less  so  by  haemorrhages. 

2nd.  The  size,  or  at  any  rate  the  length,  of  the  whole  uterine 
cavity.  The  normal  length  is  2J  inches,  and  the  first  nick  upon 
the  sound  should  therefore  lie  close  to  the  os  externum  when  the 
point  is  at  the  fundus.  The  average  post-parous  uterus  is  a  trifle 
longer  than  the  average  nulli-parous  one.  The  chief  causes  of  in- 
creased length  are 
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(a)  Pregnancy,  in  which  condition,  the  sound,  of  course,  should 
not  be  used. 

(6)  Fibroid  uterine  tumours,  which  may  twist  as  well  as 
elongate  the  canal. 

(c)  Sub-involution  after  delivery  or  abortion. 

{d)  Chronic  inflammation. 

(e)  Intra-ut^rine  polypi,  malignant  or  other  growths. 

(/)  Retained  products  of  conception. 

The  length  of  the  cavity  is  sub-normal  in 

(a)  Infantile  development. 

(6)  Senile  atrophy. 

(c)  Super-involution,  not  common  to  a  high  degree. 

(d)  Inversion  of  the  uterus. 

3rd.  The  direction  in  which  the  uterus  is  lying — forwards, 
backwards,  or  to  one  side.    (See  Uterine  Displacement,  Chap.  XI.) 


Fio.  27.— Retroverted  Uteras  tied  down  by  adhesions. 
(  from  a  Photograph  by  Wlnckel ) . 

4th.  The  mobility  of  the  uterus.     This  is  diminished  by 

{a)  Exudations  of  coagulated  lymph  or  blood  in  its  neighbour- 
hooa,  or  old  adhesions  resulting  therefrom  (fig.  27), 

(6)  Cancerous  deposits  in  or  around  the  uterine  body  or  cervix. 

{eS  Large  tumours  of  the  uterus  or  neighbouring  parts. 

(a)  The  sacral  promontory  or  the  utero-sacral  ligaments,  ^in 
some  cases  of  backwards  displacement. 

The  uterine  mobility  is  increased  by  many  of  the  causes  which 
lead  to  its  displacement  {q.  v.). 
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5th.  The  relation  of  the  uterus  to  neighouring  parts  or  abnor- 
mal growths,^  and  its  adhesion  to  them  or  the  contrary. 

6th.  The  form  and  location  of  growths  or  substances  within  the 
uterus,  more  or  less  approximately, 

7th.  Tenderness  of  the  internal  uterine  wall  when  touched  by 
the  sound  ' 

Sometimes,  though  rarely,  the  only  clear  evidence  of  endomet- 
ritis is  obtained  in  this  way,  though  when  once  ascertained,  it  is 
prohibitive  of  the  further  use  of  the  instrument. 

Of  the  above  conditions,  it  will  be  noted  that  the  calibre  of  the 
cervical  canal  can  only  be  ascertained  by  the  sound  ;  the  length  of 
the  cavity  may  be  surmised  from  bi-manual  measurement,  but 
cannot  be  certainly  arrived  at,  owing  to  the  varying  thickness  of 
the  fundal  wajl.  The  form  of  intra-uterine  growths,  and  the 
tenderness  of  the  intra-uterine  lining,  are  beyond  the  range  of  bi- 
manual examination.  The  other  conditions  can  be  ascertained 
bi  manually,  in  some  cases  more,  in  others  less  easily  than  by  the 
sound.  The  uses  of  the  instrument  as  a  means  of  treatment  will 
be  referred  to  when  speaking  of  the  methods  of  replacing  the  dis- 
placed uterus.  , 

I  cannot  conclude  this  notice  of  the  sound  without  mentioning 
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Fio.  28.— JennisoD'B  Flexible  Uterine  Sound. 


a  very  ingenious  American  instrument,  patented  by  Messrs. 
Codman  &  Shurtleff,  of  Boston,  as  Jennison's  ^fig.  28).  By  skil- 
ful use  of  fine  parallel  steel  rods,  united  at  their  extremities,  and 
enclosed  in  an  India-rubber  sheath,  every  bend  of  the  instrument 
which  occurs  at  the  intra-uterine  end  is  reproduced  in  an  opposite 
direction  at  the  other,  and  thus  made  visible  to  the  eve ;  an  inten- 
tional bending  of  the  outer  end  produces,  on  the  other  hand,  an 
opposite  bending  of  the  intra-utrine  extremity  and  uterus.     In  its 
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present  form  it  is  too  mobile,  but  it  contains  the  rudiments  of  a 
useful  invention  for  both  diagnostic  and  therapeutic  purposes. 
Other  flexible  sounds  have  been  proposed  to  meet  the  difficulties 
when  the  uterine  cavity  is  twisted  as  well  as  elongated ;  but  in 
such  cases,  where  it  is  necessarv  to  be  precise,  the  elastic  gum 
bougie,  or  silver  probe,  with  the  aid  of  the  duck-bill  speculum, 
meets  all  wants. 

Another  means  of  diagnosis,  invaluable  in  some  instances, 
though  less  seldom  required  than  the  speculum  or  sound,  is  the 
tent.  This  is  used  for  the  purpose  of  dilating  the  cervix  uteri, 
and  so  permitting  the  passage  of  th,e  finger  into  the  uterus  to  ex- 
plore its  cavity,  or  for  the  introduction  of  instruments  or  medi- 
caments which  are  otherwise  unavailable.  For  this  means  we  are, 
as  in  so  many  other  instance,  indebted  to 
Simpson,  although  he  admits,  or  rather 
exults,  in  having  derived  the  necessary 
inspiration  from  a  very  remarkable  source 
— Mr.  John  Hall  of  Stratford-on-Avon, 
the  son-in-law  of  Shakespeare,  who  wrote 
a  medical  treatise  in  Latin,  wherein  he 
perfectly  forecasts  the  modern  sponge- 
tent.  At  his  death,  his  wife,  Susannah 
Shakespeare,  sold  the  Xatin  manuscript 
to  Mr.  Cook  of  the  neifijhboring  town  of 
Warwick,  who  published  an  English 
translation  in  1637.  From  this  Simpson 
got  the  idea — not  the  only  instance  in 
which  he  turned  to  practical  account  his 
favorite  hobby  of  antiquarian  research. 

A  tent  isf  a  small  pencil,  capable  of  be- 
ing introduced  into  the  cervix  uteri.  It 
is  composed  of  materials  which,  absorb- 
ing moisture  from  the  fluids  about  it,  ex- 
pands, and  so  dilates  the  canal  of  the 
cervix.  Compressed  sponge  was  the  sub- 
stance originally  used  by  Hall  and  Simp- 
son, and  this  has,  as  yet,  been  only  par- 
tially superseded  by  the  Laminaria  digitata^  or  sea-tangle,  of  Dr. 
Sloan  of  Ayr,  or  by  the  tupelo  wood  of  Dr.  Sussdora  of  New 
York.  The  sponge  tent  is  now  made  by  machinery,  and  well 
saturated  with  carbolic  acid  or  other  antiseptic,  but  it 
should  be  less  tapering  in  form  than  is  commonly  the 
case.  Fig.  29  shows  the  usual  sponge,  laminaria,  and 
tppelo  tents.  Each  kind  varies  somewhat  in  the  amount  of  its 
expansion  power,  but,  according  to  my  experience,  there  is  also  a 
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Fio.  29.— Uterine  Teute. 
A,  Sponge.  B,  Laminaria. 
C,  Tupelo. 


SPONGE,  LAMINARIA,  AND  TUPXLO. 
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great  variety  in  this  respect  among  dif- 
^rent  specimens  made  of  the  same  sub- 
stances. Fig.  30  shows  the  fuH  expan- 
sion of  tupelo  tents  of  good  construction. 
All  tents  should  be  perforated  longi- 
tudinally, except  at  their  apex,  and  m 
case  of  the  vegetable  tents  this  adds  to 
their  power  and  rapidity  of  expansion, 
and  it  permits  of  the  easy  insertion  of  a 
probe  or  wire  to  guide  them  into  place. 
They  must  alsol>e  furnished  with  a 
strong  thread  well  attached  to  them, 
for  the  purpose  of  removal. 

Many  instruments  have  beea  devised 
for  the  introduction  of  tents.  Forceps 
of  every  kind  are  usually  a  mistake ;  the 
more  steady  their  hold,  the  more,  liable 
are  they  to  adhere  to  the  tent,  and  wholly 
or  partially  to  withdraw  it  again. 
Barnes's  instrument  (fig.  31)  I  find  the 
most  useful ;  but  it  is  better  to  have  the 
tubular  part  of  the  metal  than  softer 
material.  The  tent  is  impaled  on  wire 
which  projects  beyond  the  tubular 
sheath,  and  the  whole  is  then  used  as  if 
it  were  a  uterine  sound.  The  tent  is 
passed,  if  possible,  nearly  up  to  its  full 
length,  just  projecting  beyond  the  os 
externum.  Sometimes,  however,  one 
has  to  be  content  with  a  less  complete 
insertion,  to  be  followed  up  afterwards 
by  a  second  instrument.  Whle  the  wire 
is  withdrawn  the  sheath  is  pressed  against 

the  tent,  and  so  prevents  its  being  retracted  in  the  slightest  degree. 
All  forms  of  tent  mav  be  introduced  in  the  same  way,  but  when 
very  small  ones  of  laminaria  or  tupelo  are  required,  they  may 
necessitate  the  use  of  the  duck-bill  speculum  to  allow  of  the  tent 
being  carefully  probed  in,  as  it  were.  In  all  cases  it  is  well  to 
use  the  largest  size  that  can  be  insinuated  without  force,  in  order 
to  avoid  if  possible  the  necessity  for  a  second  dilatation.  The 
free  use  of  antiseptics  is  necessary  in  every  case.  All  profuse 
secretions  should  be  washed  away,  to  begin  with,  by  injections  of 
carbolised  warm  water.  In  place  of  one  large  tent,  several  small 
ones  of  tupelo  or  laminaria  may  be  inserted  with  advantage  side 
by  side ;  the  action  obtained  seems  to  be  more  equable,  out,  of 
course,  the  introduction  is  a  little  more  tedious  and  troublesome. 
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Fig.  30.— Expansion  of  Tupelo 
Tent  (a»'ter  Muode).  The 
larger  figure  shows  the 
amount  of  expansion  of 
which  the  smaller  is  cap- 
able. The  effect  of  the 
constriction  by  the  inter- 
nal OS  is  also  shown. 
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Several  hours  are  usually  required  to  obtain  the  full  effect,  and  it 
is  most  convenient,  and  generally  quite  sufficient,  to  allow  twelve 
hours — from  night  till  morning,  or  morning  till  night  During 
this  time  the  patient  must  be  in  bed,  and  as  quiet  as  possible ; 
this  is  a  sine  qua  non.  After  introduction,  a  vaginal  plug  of 
cotton  or  tenax,  thoroughly  soaked  in  carbolic  solution,  will 
tend  to  prevent  slipping,  and  afford  the  necessary-  moisture  for 
expansion,  if  that  is  deficient.  Immediately  on  removal  of  the 
tent  a  free  vaginal  antiseptic  washing  is  imperative,  before  any 
attempt  at  further  examination.  As  there  is  sometimes  consid- 
erable pain  during  the  process  of  dilatation,  it  is  well  to  insert  a 
morphia  suppository  into  the  rectum,  or  to  give  a  subcutaneous 
injection  of  morphia  soon  after  the  tent  is  introduce.  If  the 
first  tent  does  not  expand  sufficiently  for  the  oWect  in  view,  it 
must  be  followed  up  by  a  second  or  a  third.     Dr.  Qoodell  (op.  ciL^ 


Fio.  81.— Barnes's  Tent  Introducer. 

p.  154)  calls  special  attention,  however,  to  what  I  have  long  felt 
to  be  the  fact — that  is  is  not  usually,  with  due  precaution  a  first 
tent,  but  a  second,  or  still  more  a  third,  which  produces  mischief. 
The  reason  is  obvious  enough  ;  there  is  much  greater  danger  of 
septic  poisoning  in  dilating  a  cervix  already  somewhat  cracked 
and  fissured. 

The  dangers  of  the  tent  are  real  enough  to  cause  every  con- 
scientious phvsician  to  weigh  well  the  necessity  before  having 
recourse  to  them.  Metritis,  or  inflammation  of  the  surrounding 
tissues,  occurs  every  now  and  again,  and  is,  I  suppose,  almost 
invariably  of  septic  character.  But  severe  shock,  and  even 
tetanus  have  been  met  with  as  a  result  of  the  mere  dilatation.  The 
old-fashioned  hand-made  sponge-tents  became  so  horribly  foetid  in  a 
very^short  time  that  it  was  wonderful  how  seldom  they  were  follow- 
ed b^  serious  results ;  the  machine-made  ones,  saturated  with  anti- 
septics, are  less  objectionable.  I  have  never  met  with  any  serious 
inflammatory  trouble  from  the  use  of  tents  in  private,  though  I  have 
seen  several  very  severe  cases  of  pelvic  cellulitis  in  hospital  prac- 
tice, and  the  danger  may,  I  believe,  be  minimised  to  a  very  great 
extent  if  one  can  depend  on  the  following  conditions  being 
strictly  adhered  to: — The  antiseptic  washings  already  mentioned 
must  be  matter  of  invariable  routine — the  tCLt  itself  must  be 
thoroughly  smeared  with  carbolic  glycerine  or  vaseline — or,  as 
Albert  Smith  recommends  in  the.  case  of  sponge-tents,  they  may 
be  first  well  soaped  and  then  sprinkled  with  salycilic  acid.     If 
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possible,  one  dilation  mnst  be  made  to  suffice,  and  in  the  event  of 
more  being  necssary,  it  is  well  to  avoid  sponge  for  the  later  ones. 
One  further  precaution  consists  in  being  especially  chary  of  using 
tents  at  all  when  the  patient  has  previously  suffered  from  uterine 
or  pelvic  inflammations. 

Every  consulting  physician  must  often  have  met  with  cases 
where  he  has  been  called,  perhaps  twenty  or  thirty  miles  into  the 
country,  to  pronounce  upon  the  nature  of  uterine  disease,  which 
cannot  be  discovered  with  certainty  until  the  cervix  is  dilated  and 
the  finger  introduced  into  the  uterus.    He  cannot  wait  for  the 

Srocess  of  dilation,  in  this  manner  at  any  rate,  nor  return  next 
ay  without  much  extra  trouble  and  oxpense;  it  is  very  desirable, 
therefore,  that  the  practitioner  in  charge  of  the  case  should  know 
under  what  circumstances  dilatation  is  required,  and  arrange  to 
have  it  previously  accomplished.  I  have  often  seen  much  disap- 
pointment from  this  source  that  I  think  it  necessary  to  call  special 
attention  to  it. 

Authorities  are  by  no  means  agreed  as  to  the  relative  value  of 
the  three  forms  of  tent  in  varying  circumstances.  My  experi- 
ence of  the  tupelo  tent  is  not  yet  of  verv  long  duration,  but  I 
am  inclined  to  think  that  it  may  in  time  be  substituted  for  both 
the  other  varieties,  unless  a  still  superior  material  is  found ;  there 
must  be  very  many  suitable  vegetable  products  yet  untried.  The 
metallic  tube,  however,  with  which  they  are  frequently  perforated, 
is  apt  to  protrude,  and  might  be  a  source  of  danger  in  introduc- 
tion, but  in  other  respects  they  seem  to  me  to  possess  the  best 
qualities  of  both  sponge  and  laminaria.  Like  tne  latter  they 
should  always  be  momentarily  soaked  in  hot  water  before  intro- 
duction; this  renders  them  more  pliant  and  easy  to  introduce, 
seems  to  cause  them  to  be  less  painful,  and  ensures  their  speedily 
commencing  to  dilate,  thereby  preventing  their  slip^-ing. 

The  sponge-tent,  however,  carefully  made,  has  the  undoubted 
disadvantage  of  being  more  liable  to  produce  fcetor,  and  although 
fcetor  or  sapros  and  sepsis^  are  not  interchangeable  terms,  the 
alliance  between  them  is  perilously  close.  In  expanding,  the 
sponge  becomes  closely  associated  with  the  surrounding  tissues, 
interpenetrating  them  to  a  certain  extent,  and  thus  giving  rise  to 
minute  h»morrnages  when  forcibly  removed ;  the  bearing  of  this 
on  septicsemic  risks  is  obvious  enough,  but  there  may  be  some 
counterbalancing  advantages  when  the  tents  are  used  as  a  curative 
means.  One  other  disadvantage  of  the  sponge  tent  is  its  liability 
to  tear  when  being  withdrawn;  either  a  small  portion  only  may 
remain,  or  the  thread  may  be  detached,  leaving  nearly  the  whole. 
Removal  by  forceps' is  easv  enough  in  theory,  but  not  always  so 
easy  in  practice,  even  with  the  aid  of  further  dilatation.  I  use 
the  sponge  tent  therefore  only  when  the  os  uteri  is  already  pretty 
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large,  or  when  I  am  desirous  of  aiming  at  absorption  of  cervical 
growths,  as  well  as  at  dilatation.  Great  antiseptic  precautions  are, 
of  course,  necessary,  and  I  hope  ere  long  to  be  able  to  substitute 
the  tupelo  or  other  vegetable  form  even  in  such  cases. 

The  curative  uses  of  the  tent  depend  on  the  fact  that  its  pres- 
sure within  the  cervical  canal  will  not  infrequently  cause  the  ab- 
sorption of  granulations  or  small  mucous  polypi,  or  even  fibroid 
growths,  or  chronic  thickening  of  the  cervix ;  so  that  it  is  no  un- 
common event  to  pass  a  tent  for  the  purpose  of  diagnosing  the 
source  of  uterine  hemorrhage,  to  find  little  or  nothing,  and  yet  to 
cure  the  patient  of  symptoms  which  have  have  lasted  a  very  long 
time. 

Other  mechanical  means  than  tents  for  dilating  the  cervix,  will 
be  referred  to  later  on,  when  treating  of  dysmenbrrhoea  or  other 
affections  which  require  dilatation  for  curative  purposes. 

The  diagnostic  oBjects  attained  by  tent  dilatation  are  more  im- 
portant than  numerous.  There  are,  however,  several  affections, 
especially  those  accompanied  by  uterine  hsemorrhagic  discharges, 
with  more  or  leas  enlargement  of  the  body  of  the  uterus,  which 
we  may  suspect,  or  even  diagnose  with  some  amount  of  confi- 
dence, but  about  which  we  cannot  be  absolutely  sure,  or  which  we 
cannot  certainly  ditierentiate  from  one  another,  unless  the  cervix 
uteri  will  permit  us  to  pass  at  least  a  finger  into  the  cavity  of  the 
uterus.     Among  these  are — 

1.  Polypus  of  the  nterus  or  within  the  cervical  canal. 

2.  Fibroid  growths  of  the  same. 

i\.  Chronic  inflammatory  granulations  of  the  endometrium. 

4.  Cancer  or  sarcoma  of  the  uterine  body. 

5.  Retained  products  of  conception,  moles,  &c. 

6.  Retained  iion  conceptional  clots  or  decidua. 

The  eftect  of  the  pressure  of  a  tent  in  producing  absorption, 
may  also  furnish  a  clue  to  the  differentiation  of  early  cancer  of 
the  cervix  from  chronic  inflammatory  thickening.  My  attention 
was  first  called  to  this  diagnostic  means  by  Munde  {Minor  Surgi- 
cal Gryn(Bcclogy^  p.  68),  and  I  have  since  been  able,  on  more  than 
one  occasion,  to  satisfy  myself  of  the  non-existence  of  malignant 
disease,  from  the  fact  that  very  considerable  absorption  took  place 
after  the  introduction  of  a  tupelo  tent,  an  effect  which  has  re- 
mained permanently. 


Digitized  by  VjOOQIC 


IHSPBCTIOK  OF  MORBID  DI80HABGES  88 


Inspection  of  Morbid  Discharges. 

This  must  be  included  among  the  general  means  of  diagnosis, 
although  but  a  cursory  mention  of  the  various  form  of  discharge 
met  with  is  required  here.  The  information  gathered  from  this 
source  is,  for  the  most  part,  merely  of  a  prirrid  facie  kind,  sug- 
gesting in  most  cases  the  necessity  for  further  investigation, 
although  occasionally  we  may  he  called^  in  the  case  of  young 
patients  or  those  who  are  unwilling  to  undergo  further  investiga- 
tion, to  act  upon  the  imperfect  data  thus  afforded.  Whenever 
curative  means  are  adopted  merely  on  the  ground  of  the  dis- 
charges observed,  the  practitioner  must  never  forget  that  he  is 
acting  entirely  in  the  dark,  and  that  he  may  be  ignoring  serious 
or  fatal  diseases,  during  the  only  period  at  which  any  steps  could 
be  taken  for  their  removal.  Tne  existence  of  discharges  may  be 
recognized  either  by  the  patient's  own  description,  by  inspection 
of  the  genitals,  or  by  the  use  of  the  speculum.  In  perfect  health 
there  is  just  sufficient  mucous  discharge  to  lubricate  the  passages, 
preventing  dryness  or  discomfort,  but  nardly,  if  at  all,  appearing 
externally.  This  discharge,  apart  from  the  menstrual  period, 
may  be  increased,  diminished,  or  altered  in  various  ways.  We 
may  have — 

1st.  A  wkiteyflocculmt^  or  curdy  discharge^  sometimes  seen  with 
the  speculum  in  considerable  quantities.  This  is  purely  vaginal, 
aijid  shows  increased  desquamation,  and  over-activity  of  the 
vaginal  glands. 

2d.  Purulent  or  muco-j>urulent  discharge.  This  may  come  from 
the  vulva,  vagina,  or  uterus,  or  from  abscess  opening  into  any  of 
these.  If  very  profuse  externally,  it  is  probably  from  the  vagina, 
or,  especially  if  quite  purulent,  from  abscess.  In  the  latter  case 
we  shall  have  a  history  of  pelvic  or  other  inflammations ;  in  the 
former  we  may  have  one  of  gonorrhoea  or  acute  vaginitis,  or  the 
symptoms  may  be  chronic  and  of  gradual  invasion.  Acute 
vulvitis  tells  its  own  tale.  Vaginal  discharge  is  acid  in  reaction, 
and  freely  mixed  with,  or  almost  composed  of,  the  tesselated 
epithelium  of  the  part,  while  uterine  discharge  is  alkaline,  and 
contains  columnar  epithelium ,  but  although  this  is  repeated  from 
text-book  to  text-book,  the  physician  does  not  rely  on  his 
aiicroscoi)e  or  his  test  papers  for  information  which  he  can 
acquire  by  Ihe  eye,  aided  when  necessary  by  the  speculum.  The 
marked  acidity  of  the  vaginal  secretion  is,  however,  of  import- 
ance, as  its  influence  on  the  speroDiatozoa  is  sometimes  a  cause  of 
sterility. 
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8d.  Clear  glutinous  discharge,  like  unboiled  white  of  egg.  This 
is  seldom  met  with  externally,  except  on  the  rupture  ot  a  cyst, 
but  with  the  speculum  it  may  frequently  be  seen  oozing  from  the 
cervix  uteri,  and  is  a  sign  of  one  stage  of  chronic  inflammation  of 
the  uterine  mucous^  membrane,  generally  of  its  cervical  part. 
Each  of  the  foregoing  three  discharges  is  generally  described  as 
ieucorrhoea  or  "whites,"  unless  pus  be  present  in  very  large 
quantities. 

4th.  Water)/  discharges  are  most  frequently  met  with  in  can- 
cerous disease,  and  should  always  excite  suspicion  of  this,  whether 
foetid  or  not;  but  they  are  also  met  with  during  pregnancy,  es- 
pecially in  molar  pregnancy,  or  in  the  presence  of  benign  tumors, 
or  of  that  rare  affection  known  as  hydrometra. 

5th.  Foetid  discharges  may  be  caused  by  want  of  ordinary 
cleanliness,  or  by  neglected  pessaries;  but,  especially  if  of  a 
watery  and  sanguineous  character,  they  should  always  lead  to  an 
examination  to  ascertain  the  presence  or  absence  of  cancer.  I 
have  never  been  quite  able  to  satisfy  myself  as  to  the  specific 
smell  of  cancerous  discharge,  and  I  have  known  a  case  where  a 
retained  sponge  tent  satisfied  more  than  one  acute  physician  that 
cancer  was  present.  Generally  the  odor  of  cancer  is  distinctive 
enough,  but  the  retained  products  of  conception,  polypi,  or  in  fact 
anything  which  keeps  back  the  intra-uterine  discharges,  may  give 
rise  to  foetor  which  I  at  least  cannot  distinguish  from  it. 

6th.  Sanguineous  dischargCjOther  than  menstrual,will afterwards 
be  treated  of  as  metrorrhagia.  Its  occurrence  from  slight  causes, 
or  after  the  menstrual  age  is  past,  shpuld  never  be  overlooked.  It 
is  an  occasional  symptom  of  so  many  diseases  that  it  is  hardly 
possible  to  attempt  tneir  enumeration  now.  It  may  occur  in  the 
most  common  forms  of  chronii  uterine  inflammation,  in  slight 
vascular  growths  of  the  vulva,  and  in  other  minor  affections,  and 
yet  it  is  the  most  common,  and  often  the  most  fatal  disease.  The 
only  possible  deduction  from  this  is,  never  to  neglect  a  careful 
local  examination  when  this  symptom  is  present. 

The  solid  discharges  which  are  occasionally  met  with  are,  for  the 
most  part  either  blood-clots  or  the  products  of  conception,  great 
care  being  required,  as  every  obstetrician  knows,  to  distinguish  be- 
tween the  two.  Abnormal  conception  may  furnish  either  the 
fleshy  mole  or  the  vesicles  ot  the  hydatiginous  mole.  In  addition 
to  these  we  may  have  the  un  impregnated  decidua,  afterwards  to 
be  referred  to  when  speaking  of  dysmenorrhoea,  or  much  more 
rarely,  complete  blood  casts  of  the  uterus,  which  are  independent 
of  pregnancy,  or  polypi  which  have  become  separated  and  are  ex- 
pelled by  the  unaided  contractions  of  the  tumors  which  have 
undergone  enucleation  and  expulsion,  subsequent  to  more  or  less 
degeneration  of  their  structure,  or  casts  of  the  vaginal  wall. 
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whose  microscopic  character  is  safficient,  if  such  evidence  is  re- 
quired, to  attest  their  nature. 

Other  means  or  methods  not  now  referred  to  may  occasionally 
serve  diagnostic  purposes.  The  endoscope^  for  instance,  is  worthy 
of  mention,  but  the  information  derived  from  its  present  develop- 
ments is  meagre  in  the  extreme.  The  curette  serves  the  purpose 
of  obtaining  substances  scraped  from  the  uterus  for  microsopic 
investigation  ;  but  it  will  be  more  appropriately  described  as  an 
instrument  for  treatment  (Chap.  HI.).  Tne  same  remark  applies 
to  the  aspirator  and  exploring  needle. 
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CHAPTBR  n. 


Diseases  op  the  External  Genital  Organs  op  the  Female.  Aphtha?. 
Herpes.  Diphtheria.  Lichen.  Acne.  Parasites.  Pruritus.  Syphilis. 
Cancer.  Lupus.  Noma.  Vulvitis.  Abscess.  Cysts.  Varicocele.  Thrombus. 
Hernia.  Hydrocele.  Labial  tumours.  Hypertrophy.  Vascular  caruncles 
and  degeneration.  Fissures.  Adhesions.  Abnormalities  of  the  Hymen. 
Coccygodynia.  Ruptured  perineum,  &c. 
♦ 

The  diseases  of  the  external  organs  of  generation  are  deserving  of 

more  attention  than    they  some- 
times  receive    from    students    of 
gynaecology.     I  do  not  so  much  re- 
fer to  those  which,  like  cancer, 
compel  attention  by  their  danger- 
ous or  fatal  character,  or  to  those 
which,  like    ruptured    perineum, 
have  a  special  interest  for  the  oper- 
ating surgeon,  but  to  many  com- 
mon   ailments    which    by     their 
chronicity  tend  to  produce  much 
constant  and  unbearable  suffering, 
and  thus  embitter  the  lives  of  not 
a  few  women.     This  chronicity  is 
not  always  due  to  the  nature  of  the 
affections  themselves,  but  depends 
also  on  the  fact  that  many  women 
have  a  greater  reluctance  to  seek 
for  early  advice  in  such  cases,  where 
they  l^now  that  a  visual  examina- 
tion  will  be  required,  than  they 
have  in  the  diseases  of  the  internal 
organs,  where  there  is  more  of  the 
unknown  and  therefore  of    that 
which  is  dreaded,  and  when  they 
hope  that  a  mere  digital  examina- 
tion will  suffice.     This  mental  con- 
dition certainly  exists,  especially 
in  private   practice,  and  I  have 
known  ladies  driven  almost  to  the 
verge  of   insanity  by  simple  and 
curable  eruptions  before  they  would  apply  for  advice.    Little 
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tion of  the  Virgin  FemdU.  1,  la- 
bia majoria ;  2,  fourchette  ;  8, 
labia  miuora ;  4,  clitoris ;  5,  ure- 
thral openlnfc;  6,  vestibule;  7, 
Vaglnia ;  8,  hymen  ;  9,  openings 
of  ducts  of  glands  of  BartoUnus ; 
10,  mons  veneris. 
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need  be  said  as  to  the  method  of  examination  necessary  in  these 
case^i.  The  ordinary  position  on  the  side  is  most  unsatisfactory 
for  a  minute  inspection  of  the  external  organs  If  the  seat  of 
suffering  is  very  definitely  localised  by  the  patient,  we  may  ex- 
amine in  this  wa^  in  the  first  instance,  but  in  all  cases  where  there 
is  the  slightest  difficulty  or  doubt  about  the  nature  of  the  disease, 
the  patient  must  be  examined  in  the  dorsal  position  and  opposite 
to  a  good  light.  The  vulva  can  thus  be  easily  exposed  to  view 
by  the  fingers  of  the  left  hand,  while  the  right  is  at  liberty  to 
search  for  painful  points  or  to  use  remedies.  I  have  known  much 
tedious  suftering  result  from  the  neglect  of  this  precaution.  A 
common  silver  probe  and  a  good  magnifying  glass  are  frequently 
of  use  to  minutely  localise  pain  or  to  inspect  small  hyper»sthetic 
points. 

Superficial  Affections  of  tiie  Skin  or  Mucous  Membrane. 

Almost  every  skin  affection  may  affect  the  vulva  or  its  surround- 
ing, but  it  will  suffice  to  mention  those  of  common  occurrence,  or 
which  have  any  special  characters  when  here  met  with. 

Aphthae  are  not  infrequent  on  the  mucous  surfaces  of  the  vulva. 
They  have  the  same  histological  characters  as  those  of  the  mouth, 
and  to  the  eye  present  the  appearance  of  one  or  more,  generally  many, 
white  raised  spots,  with  more  or  less  angry  redness  surrounding 
them.  They  cause  much  itching  and  smarting,  especially  the  lat- 
ter. I  have  never  been  able  to  identify  or  associate  them  with 
any  particular  condition  of  system  or  ill  health,  having  met  with 
them  in  those  who  were  perfectly  robust,  and  who  had  no  irri- 
tating uterine  or  vaginal  discharges.  They  readily  yield  to 
treatment  by  a  saturated  chlorate  of  potash  lotion,  or  a  weak 
solution  of  carbonic  acid  (1  in  40),  or  one  of  hyposulphite  of 
sodium  (3i.  ad  5i.) 

Herpes,  similar  in  character  to  herpes  preputialis,  I  have  seen 
occasionally  in  the  neighbourhood  of  the  clitoris,  and  the  same 
care  is  required,  as  in  the  male,  not  rashly  to  mistake  this  for 
chancre.  If  the  part  is  kept  well  smeared  with  vaseline  to  pre- 
vent friction,  or  the  contact  of  irritating  discharges,  the  herpes 
isoon  disapj)ears.  Herpes  Zoster  of  the  groin  and  flank  sometimes 
•  extends  to  the  labium  externum  (Tait). 

Diphtheiitic  exudation  on  the  vulva  and  vagina  is  merely 
mentioned  here  as  occasionally  occurring  in  connection  with  the 
systemic  disease  of  which  it  is  the  exantnem.  In  the  post-partum 
Btute  I  have  occasionally  seen  an  exudation  closely  resembling 
diphtheria,  but  not  necessarily  accompanied  by  fever  or  prostra- 
tion.   Schroeder  {Ziemssen's  CydopcBdui,  vol.  x.  p.  494)  speaks  of 
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this,  ajid  of  a  diphtheritic  aflfection  accompanying  wounds  of  the 
vagina.  I  have  had  no  opportunity  of  microscopically  studying 
it ;  but  I  think  it  is  more  allied  to  aphthfe,and  it  certainly  yields 
to  the  same  treatment. 

Lichen  often  occurs  on  and  around  the  pubes,  and  is  best 
healed  by  dustinff  with  a  fine  powder  of  starch  and  boracic  acid, 
kept  free  from  all  admixture  with  moisture.  If  acute,  as  it  fre- 
quently is,  it  will  require  the  same  constitutional  treatment  as 
when  occurring  elsewhere. 

Acne  is  very  common  on  the  pubes,  and  extends  downwards 
on  the  External  surface  of  the  labia,  even  encroaching  on  the  mu- 
cous edges.  It  is  often  very  painful  in  this  position,  and  simu- 
lates or  runs  into  the  inflammatory  condition  of  true  furuncle  or 
boil.  I  have  not  found  the  application  of  sulphur  in  powder,  or 
as  a  gljcerole,  so  useful  here  as  it  undoubtedly  is  in  acne  of  the 
face  or  bust.  The  sufferers  are  generally  out  of  health  and  re- 
quire tonic  regimen.  I  have  found  eucalyptus  oil  and  vaseline 
(3i.  ad  5i.)  of  service  externally,  but  probably  any  antiseptic  that 
was  not  too  irritating  would  have  the  same  effect  in  preventing 
suppuration,  and  leading  to  absorption. 

Eczema  is  by  far  the  most  common  of  the  skin  affections  which 
attack  the  external  organs ;  and  whether  it  affects  the  mucous 
surface  of  the  labia  or  their  outer  surface,  or  spreads  to  the  abdo- 
men, perineum,  nates,  or  thighs,  it  is  usually  a  source  of  intolerable 
discomfort.  The  itching  it  produces  is  sometimes  sufficient  to 
drive  the  patient  from  society ;  and  when  by  scratching,  which  is 
utterly  uncontrollable,  and  by  the  drying  up  of  the  discharges, 
crusts  and  cracks  are  formed,  and  these  again  are  rendered  sod- 
den by  fresh  discharge  from  the  eczema  itself,  or  from  the  mu- 
cous tracts  above,  the  condition  of  the  patient  becomes  most 
pitiable.  The  diagnosis^  when  eczema  has  lasted  long,  may  present 
some  difliculty,  and  yet  is  of  great  importance ;  but  fortunately 
can  always  be  arrived  at  by  a  careful  inspection  of  the  outer  parts 
of  the  diseased  surface.  The  centre  may  be  converted  into  a 
cracked,  bleeding,  and  even  suppurating  mass,  but  the  circum- 
ference will  exhibit  the  characteristic  appearances  of  eczema.  It 
is,  of  course,  not  uncommon  to  have  an  eczematous  rash  surround- 
ing any  affection  of  the  vulva ;  but  the  gradual  shading  of  the 
outer  into  the  inner  parts,  and  the  absence  of  signs  of  syphilis  or 
cancer,  will  prevent  mistakes  in  diagnosis.  When  eczema  occurs 
on  the  pubes,  abdomen,  or  thighs,  there  are  occasionally  the  same 
diflBculties  that  meet  us.  in  other  regions  in  distinguishing  it  from 
lichen  or  impetigo.  Fortunately,  they  are  frequently  diflBculties 
of  nomenclature  rather  than  of  any  more  important  nature. 

The  treatment  of  eczema,  when  developed  to  any  extent  in 
these  regions,  is  often  most  diflicult ;  and  the  tendency  to  recur- 

Digitized  by  VjOOQIC 


TREATMENT   OF   BCZEMA — PARA8ITB8.  89 

rence  or  exacerbation  is  most  exasperating,  bat  patienoe  on  the 
part  of  doctor  atd  patient  is  ultimately  followed  by  success.  The 
existence  of  diabetes  as  a  frequent  cause  should  not  be  overlooked. 
Above  all  things,  constant  attention  to  cleanliness  is  required. 
Simple  soap  ana  water  can  do  wonders  here,  as  in  so  many  other 
affections,  but  the  soap  must  be  of  the  blandest  kind  that  can  be 
procured.  Premising  that  we  insist  on  at  least  two  or  three 
ablutions  daily,  and  more  if  there  is  any  free  vaginal  discharge, 
there  are  innumerable  local  remedies  recommended  for  eczema  in 
works  on  Dermatology,  to  which  I  mus^  refer  my  readers.  Here 
I  will  mention  only  those  which  have  especiallv  commended 
themselves  to  myself,  or  to  others  engaged  in  the  practice  of 
gynaacology.  Whatever  applications  are  used,  any  adherent 
crusts  must  first  be  removed  by  bathing,  poulticing,  and  softening 
with  olive  oil. 

Lime  water  applied  warm  will  often  afford  the  relief  which 
alkalies  generally  do  in  eczema  elsewhere.  Solutions  of  opium, 
morphia,  or  belladona  may  be  added  to  any  of  the  following  local 
applications.  Dilute  hydrocyanic  acid  (Itlv.-x.  ad  5i.)  is  also 
highly  comforting  to  the  patient.  The  glycerole  of  acetate  of 
lead  (gr.  x.-xx.  ad  Si.)  will  often  in  a  verv  short  time  produce  a 
satisfactory  change  in  the  appearance  of  the  rash,  and  should  have 
a  foremost  trial ;  any  of  the  glyceroles  used  should  be  carefully 
painted  on  the  surface  with  a  soft  brush.  Zinc  ointment,  made 
with  vaseline  instead  of  lard,  is  another  useful  and  soothing  ap- 
plication ;  or,  still  better,  Zinci  oleat,  5i.  ad  vaselin.  alb.  5ii.  Oil 
of  stavesacre  (1  pt.  in  8  of  vaseline)  has  been  highly  recommended, 
but  is  apt  to  be  too  irritating  in  many  cases ;  it  is  of  more  use  in 
the  itching  of  pruritus.  When  there  is  much  inflammation  sur- 
rounding Sie  parts,  demulcent  lotions,  not  too  thick,  of  slippery 
elm  or  marsh  mallow,  must  prepare  the  way  for  more  active 
remedies. 

One  could,  of  course,  fill  a  page  with  the  mere  names  of  reme- 
dies which  have  from  time  to  time  been  lauded,  but  the  following 
must  suffice : — Vaseline  simply  ;  the  glyceroles  of  the  following : 
tar,  boracic  acid,  carbolic  acid  (weak) ;  salicylic  acid  ;  the  oleate 
of  lead  or  of  zinc,  diluted.  ^  above ;  chloral  (S83.-5i.  ad  5i. 
glycerinse)  and  unguentum  acid,  chrysophanic.  Sss.  ad  5i.  It 
need  hardly  be  said  that  the  same  attempt,  as  in  other  forms  of 
eczema,  must  be  made  to  reach  any  constitutional  causes  by 
tonics,  arsenic,  anti-rheumatic  or  anti-arthritic  remedies,  &c. 

Parasites — the  acarus  scabiei,  and  the  various  forms  of  lice — 
are  not  infrequently  met  with,  especially  in  old  people.  One 
form — the  pediculus  pubis — ^by  no  means  confined  to  the  aged, 
makes  this  part  its  especial  seat,  and  partially  buries  itself  be- 
neath the  cuticle.    The  result  of  any  of  these  parasites  is  to  pro- 
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duce  itching,  and  they  will  be  referred  to  a^in  when  speaking  of 
pruritus.  The  pediculus  pubis  is  speedily  destroyed  by  any 
mercurial,  3  or  4  grs.  of  bichloride  in  the  ounce  of  water  being 
the  cleanest. 

Warts* — Simple  warts,  independently  of  gonorrhoea,  are  occa- 
sionally found  on  the  vulva,  but  they  are  then  usually  an  indica- 
tion of  great  want  of  cleanliness.  The  reniedy  lies  in  the  use  of 
scissors  and  the  reform  of  the  personal  habits.  Gonorrhoeal  warts 
will  yield  to  cleanliness  and  an  occasional  touch  with  the  concen- 
trated solution  of  permanganate  of  potash  or  tincture  of  iodine, 
or  they  must  be  clipped  off. 

Boils. — True  furuncles  are  apt  to  occur  on  the  external  genitals. 
As  elsewhere,  they  not  infrequently  depend  on  the  inflammation 
set  up  in  a  hair  follicle  by  the  avulsion  of  its  hair ;  they  are  occa 
sionally  also  developed  within  a  spot  of  acne,  spreading  from  it 
into  the  connective  tissue.  Although  poulticing  gives  relief, 
there  is  the  usual  danger  of  its  spreading  the  disease  to  other  hair 
follicles  or  scratches.  Tincture  of  iodine  applied  at  once  seems 
sometimes  to  arrest  them,  and  failing  that,  a  paste  of  chalk  and 
oil  freely  saturated  with  carbolic  acid  or  eucalyptus  seems  to 
prevent  undue  suppuration. 

(Edema  of  the  vulva  occurs  in  connection  with  dropsy  of  the 
lower  extremities.  It  is  ako  met  with  during  pregnancy,  and, 
when  great,  should  always  lead  to  suspicion  of  renal  disease,  and 
an  examination  of  the  urine.  -  During  the  occurrence  of  vulvitis 
or  vaginitis,  it  is  also  not  infrequently  encountered  ;  and  I  men- 
tion this  here  especially  because  some  authorities  have  looked 
upon  oedema  of  the  labia  under  these  circumstances  of  affording 
a  diagnostic  point  between  gonorrhoeal  and  simple  inflammation. 
I  am  satisfied  that  it  occurs  more  frequently  in  the  former;  but 
I  would  «*trongly  advise  that  too  much  importance  should  not  be 
attached  to  the  circumstance,  especially  when  character  or  any 
legal  decision  is  at  stake. 

Pmritua — I  have  included  this  among  the  affections  of  the 
vulva,  not  as  a  special  skin  disease,  described  by  Willan  and  his 
followers  as  prurigo, — but  considering  it  to  be,  like  pruritus  ani, 
a  mere  symptom,  depending  on  a  great  variety  of  causes,  though 
in  individual  cases  the  search  for  the  cause  is  sometimes  com- 
pletely baffled.  It  is  met  with  at  all  aces,  though  most  frequently, 
m  extreme  degrees,  in  the  old.  All  that  has  oeen  said  with  re- 
gard to  the  misery  produced  by  eczema  is  applicable  to  pruritus 
in  a  still  greater  degree ;  and  the  two  things  are  not  infrequently 
met  withtoecether,  as  cause  and  effect,  or  as  mutual  effects  of  some 
other  affection,  but  they  should  not  be  confounded  It  should  be 
clearly  understood  that  pruritus  may  exist,  and  that  for  years, 
without  the  appearance  of  any  eruption  of  the  parts  affected.     I 
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had  such  a  case  in  a  young  lady  in  whom  I  tried  every  remedy 
that  I  could  devise  or  hear  of,  for  several  years,  without  effect. 
It  was  what  would  be  termed  a  pure  hypereesthetic  neurosis. 
Suddenly  she  was  attacked  with  acute  lichen  of  the  chest,  back, 
and  abdomen.  I  treated  this  with  the  simplest  soothing  applica- 
tions and  an  occasional  purge.  At  the  end  of  three  weeks,  it  and 
her  four  or  five  years'  tormentor.were  gone.  In  popular  language, 
it "  came  out." 

Causes. — No  one  can  be  long  in  general  practice  without  en- 
countering this  troublesome  affection,  and  the  practitioner  should 
therefore  DC  prepared  to  recognize  the  very  various  causes  on 
which  it  may  depend.  Much  patient  attention  will  be  required, 
and  snccess  will  depend  on  occasionally  reviewing  the  list,  io 
make  sure  that  no  probable  factor  has  been  overlooked.  '  Such  a 
list  should  include  the  following : — 

(1)  Leucorrhoeal  discharges  from  the  vagina,  uterus,  or  vulva. 

(2)  Watery  discharges  of  cancer. 

(3)  Incontinence  of  urine,  with  or  without  fistula. 

(4)  Diabetes  mellitus. 

(5)  Lithiasis,  oxaluria,  or  other  irritating  conditions  of  the 
urine. 

(6)  Cystitis,  or  urinary  calculus. 

(7)  External  parasites — pediculi  and  scabies. 

(8)  Ascarides  or  other  parasites  of  the  vagina  and  rectum. 

(9)  Stunted  or  broken  hairs. 

(10)  Eczema  or  other  local  eruptions. 

(11)  Varicose  or  lymphatic  enlargements  of  the  vulva. 

(12)  Pregnancy. 

(13)  The  menstrual  period. 

(14)  Chronic  metritis,  polypi,  or  displacements  of  the  uterus. 
(16)  Diathetic  states — gout,  rheumatism,  &c. 

(16)  A  hypersesthetic  state  of  the  nervous  system. 

The  treatment  of  most  of  these  possible  causes  of  pruritus 
either  has  been  or  will  be  separately  referred  to  elsewhere,  and  can 
only  be  cursorily  dealt  with  here. 

Leucorrhoeal  discharge  from  the  vulva  or  vagina  must  be  kept 
down  by  frequent  ablutions  and  injections  of  medicated  fluids.  If 
of  a  an  inflammatory  nature,  these  injections  must  be  bland  and 
tepid,  otherwise  they  must  be  astringent  and  antiseptic,  as  recom- 
mended for  chronic  vaginitis.  The  irritation  dependent  on 
uterine  dischargees  can-be  mitigated  by  applying  a  small  pad  of 
cotton- wool,  moistened  with  the  glyceroles  of  tannin  and  carbolic* 
acid,  to  the  cervix  uteri,  twice  or  thrice  daily.  It  is  removed  by 
a  thread  which  is  tied  around  it  before  introduction,  and  left 
hanging  from  the  vulva,  and  the  syringe  is  freely  used  after  its 
removal.  The  same  applies  to  the  discharges  of  uterine  cancer  as 
long  as  they  are  in  moderate  quantity.  Digitized  by  LiOOgle 
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Dribbling  of  urine  must  be  treated  on  general  principles,  if  not 
due  to  any  rent  of  the  bladder  or  urethra.  It  is  frequent  in 
elderly  women  who  suffer  from  a  lax  condition  of  the  vaginal 
wall.  Local  astringent  lotions  or  pessaries,  strychnine,  or  other 
nerve  tonics,  and  careful  attention  to  the  wants  of  nature  are  in- 
dicated, and  the  catheter  may  be  temporarily  required  until  a 
healthier  state  of  the  external  parts  is  brought  about  {see  Chap. 
XXI).  In  every  case  of  continued  pruritus  the  urine  should  be 
carefully  examined,  and  sometimes  a  very  little  attention  to  the 
correction  of  common  abnormalities  will  be  followed  by  good 
results.  But  the  state  of  diabetes  mellitus  especially  produces 
some  of  the  most  troublesome  cases  of  pruritus,  and  that  even  in 
instances  where  the  urine  is  not  materially  increased  in  quantity. 
Nervous  erythism  is  much  increased  in  diabetes,  but  it  would 
appear  to  be  the  saccharine  urine  which  is  chiefly  at  fault,  not 
only  by  its  irritating  crystals,  but  doubtless  on  account  of  some 
degree  of  fermentation.  Add  to  this  the  tendency  to  eczema 
which  it  induces,  not  only  locally,  but  in  other  parts  of  the  body, 
and  we  have  no  want  of  causation  for  diabetic  pruritus.  Fre- 
quent tepid  syringing  and  bathing  are  the  chief  resources,  and, 
in  aggravated  cases,  the  use  of  the  catheter  may  be  required  if 
the  urethra  is  not  too  tender. 

The  possibility  of  the  the  existence  of  external  parasites, 
especially  of  the  pediculous  pubis  or  vestimenti,  or  of  the  acarus 
scabiei,  must  not  be  forgotten.  The  bichloride  of  mercury  solu- 
tion will  speedily  destroy  the  former  source  of  trouble,  but  in 
some  old  people  there  is  a  strong  tendency  to  recurrent  attacks. 
Scabies  must  be  treated  by  pulpnur  or  carbolic  acid  in  the  form 
of  ointment.  Ascarides  may  act  by  mere  reflex  irritation  con- 
veyed to  the  superficial  nerves,  but  they  may  pass  into  the  vagina 
and  vulva,  and  thus  become  more  direct  agents.  Infusion  of 
quassia,  lime-water,  or  iron  ^T.  ferr.  perchlor.,  Sss.  ad  Oi.)  injec£ed 
into  the  rectum  will  get  rid  of  these.  The  vagina  itself  often 
harbors  the  oidium,  leptothrix,  trichomonas,  and  various  infusoria, 
which  are  doubtless  highly  irritating,  and  nearly  all  the  specific 
remedies  which  have  a  reputation  in  pruritus  are  antiseptics  or 
parasiticides.  Occasionally  the  presence  of  stunted  or  broken 
hairs  around  the  margin  of  the  vulva  has  been  noted  as  a  cause. 
Such  cases  are  hardly  of  frequent  occurrence,  but  would,  when 
recognized,  demand  the  administration  of  anaesthetics  and  the 
careful  and  complete  epilation  of  all  offending  hairs.  Eczema, 
.  lichen,  and  other  eruptions  are  'frequently  accompanied  by  an 
amount  of  itching  out  of  all  proportion  to  their  extent  or  severity, 
and  this  symptom,  as  pruritus,  may  precede  or  succeed  this  ap- 
pearance.    Their  treatment  has  already  been  referred  to. 

Pregnancy   is   frequently    accompanied    by    very    distressing 

Digitized  by  VjOOQIC 


TRSATMBNT   OF   PRURITUS.  43 

pruritus,  and  this  may  be  due  either  to  irritatiug  discharge,  to  the 
swollen  and  varicose  state  of  the  pudenda  so  often  produced  bv  it, 
or  to  a  simple  hypersesthetic  slate  similar  to  that  produced  in 
other  organs.  Tepid  bathing,  and  syringing  with  one  or  other 
of  the  lotiona  given  below,  and  attention  to  the  bowels,  or 
the  use  of  an  abdominal  belt  to  diminish  engorgement  of 
the  pelvic  viscera,  are  the  suitable  precautions.  Occasionally  the 
menstrual  discharge  is  peculiarly  irritating,  and  gives  rise  to 
temporary  pruritus.  I  know  of  no  waj^  of  altering  this,  or  the 
similar  condition  in  pregnancy,  by  mternal  remedies ;  tepid 
syringing  is  the  only  resource.  Chronic  metritis  is  a  freauent 
cause,  by  the  irritation  of  its  discharges ;  but,  independently  of 
that,  it  and  uterine  displacements,  and  even  fibroid  tumours,  are 
sometimes  the  causes,  much  as  pregnancy  is,  by  their  effect  on  the 
pelvic  circulation,  or  by  reflex  irritation.  A  careful  examination 
for  recognisable  disease  of  the  uterus  or  its  appendages,  and  cor- 
responding treatment,  must  therefore  precede  all  but  the  most 
simple  attempts  to  cure  pruritus.  We  cannot  enter  here  into  the 
subject  of  the  vanous  diathetic  diseases.  Gout,  or  those  general 
states  which  are  recognised  as  belonging  to  the  same  class,  may  be 
suspected,  as  in  so  many  other  neuroses  and  skin  affections,  if 
there  is  a  family  history  pointing  to  it,  and  its  antidotes,  medi- 
cinal, dietetic,  and  hydro- therapeutic,  may  be  tried. 

Do  what  we  will,  however,  to  place  the  treatment  of  pruritus 
on  a  certain  basis  by  ascertaining  its  causes,  we  are  driven  some- 
times, as  with  jaundice,  or  dropsy,  or  menstrual  disorders,  which 
are  but  symptoips,  to  fall  back  on  pure  empiricism.  Bromides, 
chloral,  or  even  opiates  internally  have  their  place,  but  the  two 
latter  should  only  be  used  under  a  sense  of  deep  responsibility. 
Everything  that  is  included  in  the  widest  definition  of  tonic 
treatment  is  generally  in  the  right  direction,  and  a  list  of  only  a 
few  of  the  local  remedies  that  have  been  used  empirically  must 
conclude  these  therapeutic  suggestions.  Some  of  these  will  be 
found  useful,  even  while  attempts  are  being  made  to  get  at  the 
disease  by  removing  its  cause.  For  vaginal  injections  the  follow- 
ing  substances  are  recommended,  ana  they  may  be  combined 
when  their  chemical  nature  will  allow.  The  figure  attached  to 
each  of  the  first  five  refers  to  the  quantity  to  be  used  per  ounce : — 

Ac.  carbolic,  gr.  x.  and  upwards. 

Liq.  plumbi  acetat.,  5ss. 

Acid,  boracic,  ad  sat. 

Acid,  hydrocyanic,  dil.,  Tlftx.' 

Sulpho-carbolate  of  zinc,  gr.  x. 

Tobacco  I  have  never  ased,  but  it  is  recommended  by  many — one  drachm 

infused  in  a  pint  of  water. 
Borax  ad.  sat.,  and  sulphurous  acid  5i.  ad  ^'i. 
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Glycerine  is  in  some  cases  found  too  irritating  as  a  solvent  for  outward 
applications ;  when  that  is  found  to  be  the  case,  olive  oil  must  be  sub- 
stituted, and  all  the  above  substances  may  thus  be  applied  to  the 
itching  surface  frequently  during  the  day. 

Mercurial  lotions,  such  as  black  wash,  or  a  lotion  of  bichloride 
of  mercury  and  hydrocyanic  acid,  or  chloroform  (1  pt.  to  10  of 
olive  oil),  and  01.  Staphisag.  5i.  ad.  vas.  alb.  Si.,  may  be  added  to 
our  list  of  local  applications,  which  might  be  almost  indefinitely 
extended,  but  those  substances  now  named  are  the  most  reliable. 

Syphilis. 

Few  cases  of  primary  syphilis  come  under  the  notice  of  the 
gynaecologist,  and  in  general  practice,  while  secondary  forms  of 
the  disease  are  by  no  means  rare,  primary  affections  are  uncom- 
mon in  the  female.  We  will  therefore  follow  the  example  of 
most  writers  on  gyneeoology,  and  leave  those  more  conversarft 
with  the  subject  to  discuss  the-  various  forms  of  chancre,  their 
supposed  duality  of  type,  and  the  like  questions  concerning  them. 
Even  the  special  syphilologist  sees  the  primary  chancre  much  less 
frequently  in  woman  than  in  man ;  it  has  most  frequently  healed 
before  the  case  comes  under  his  notice.  The  site  is  rarely  on  the 
cervix  uteri,  where  it  could  easily  be  seen  by  the  speculum. 
Amid  the  folds  or  rugse  of  the  vagina  detection  is  often  very  diffi- 
cult, and  when  a  hard  chancre  occurs  on  the  vulva,  it  frequently 
resembles  so  much  to  the  patient  a  spot  of  acne  that  she  waits 
complacently  for  its  disappearance.  The  sore  may  be  even  at  a 
considerable  distance  from  the  vulva,  on  the  mons  veneris  or 
thigh — ^the  infectious  matter  having  reached  the  seat  of  a  scratch 
or  a  pimple,  or  a  torn  hair  follicle.  There  should  seldom  be  any 
great  difficulty  in  deciding  on  the  diagnosis  of  a  primary  chancre 
when  it  is  seen.  Lupus  or  cancer  might  for  a  time  be  mistaken 
for  a  small  cup-shaped  ulcer  with  its  hardened  base,  or  for  the 
more  widely  ulcerating  or  phagedaenic  form.  But  the  progress  is 
essentially  different;  the  soft  chancre  is  frequently  multiple, 
Avhereas  cancer  springs  usually  from  one  centre,  and  in  case  of 
necessity  we  can  fall  back  on  the  test  by  inoculation.  A  due 
knowledge  of  chancre  as  it  occurs  in  the  male,  and  a  little  of  that 
mother-wit  which  is  required  in  all  cases  where  there  are  motives 
for  concealment,  should  avoid  error.  ^ 

The  possible  influence  of  the  syphilitic  dyscrasia  on  all  chronic 
affections,  especially  those  of  a  hypertrophic  character,  must  ever 
be  borne  in  mind  in  every  branch  of  practice,  and  especially  by 
the  gynaecologist. 

Condyloma)  or  mucous  tubercle,  is  a  form  of  soft  flattened 
warty  excrescence  without  pedicle,  met  with  ^If^^^^i^UxjfeT^W^^ 
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of  uncleanly  habits.  These  growths  are  of  a  reddish-grey  colour, 
varying  according  to  the  amount  of  their  vascularity.  Micro- 
scopically they  are  very  similar  to  warts,  but  less  firm  in 
texture — more  papillary,  less  fibrous.  They  may  exist  as 
separate  patches,  or  sprout  over  the  whole  vulva,  and  invade 
the  surroundinff  skin.  Opinions  differ  as  to  whether  they 
are  always  specific ;  but  setting  aside  one  or  two  cases  which 
might  be  more  properly  described  as  soft  warts,  I  have 
never  seen  one  where  I  had  any  doubt  as  to  its  real  syphilitic 
character.  GonorrhcBa  or  uncleanliness  will  cause  warts;  they  will 
also  materially  aggravate,  but  not  alone  cause  condylomata.  These 
growths  are  also  undoubtedly  infectious  to  the  male,  probably  a 
much  more  frequent  source  of  infection  than  the  primary  chancre, 
and  I  think  I  can  say  with  almost  positive  certainty  that  I  have 
seen  both  what  is  termed  a  hard  infecting  and  a  soft  non-infecting 
chancre  derived  from  this  source.  Considering  the  strongly  in- 
fecting properties  of  these  growths,  it  is  astonishing  how  rapidly 
curable  they  are  in  the  majority  of  cases.  Soap  and  water,  liber- 
ally and  frequently  used,  act  almost  like  a  charm.  A  little  calo- 
mel and  oxide  of  zinc,  in  equal  parts,  carefully  applied  to  the  sur- 
face, will  usually  complete  the  cure  in  a  very  short  time. 

But  the  constitutional  disease  is  still  existent,  and  must  be  met 
by  antisyphilitic  treatment,  or  the  affection  speedily  returns.  I 
may  venture  here  to  express  my  own  opinion  as  to  the  relative 
value  of  iodine  and  mercury  in  the  treatment  of  secondary  or  even 
tertiary  syphilis,  as  we  meet  with  it  now-a-days.  Commencinff 
practice  as  a  pupil  of  Syme  and  Hughes  Bennett,  I  was  opposed 
to  the  use  of  mercury,  and  thought  that  I  could  easily  demon- 
strate the  efficiency  of  a  non-mercurial  treatment.  The  patient 
got  well,  but  being  for  some  years  in  a  more  or  less  general  prac- 
tice, I  was  able  to  trace  their  subsequent  career,  and  I  had  ample 
evidence  that  the  dyscrasia  was  left  more  untouched  than  in  those 
who  were  treated  by  mercury  in  small  and  long-continued  doses. 
In  secondary,  and  still  more  in  tertiary  syphilis,  iodide  of  potas- 
sium in  full  doses  will  certainly  often  produce  the  most  immediate 
and  striking  results,  a  very  important  matter  when  brain  or  other 
delicate  tissues  are  involved;  but  permanent  results  are  still  more 
thoroughly  attained  by  small  and  long-continued  doses  of  mer- 
cury, combined  with  quinine  and  iron. 

In  very  obstinate  cases  of  condyloma  the  application  of  strong 
escharotics^  such  as  nitric  acid,  acid  nitrate  of  mercury,  or  the 
actual  cautery,  may  be  required,  but  such  cases  must  be  very  rare. 
The  true  condylomata  are  too  extended  in  their  attachments  to  be 
amenable  to  excision  by  scissors,  therein  differing  from  simple 
warts,  which  have  a  firmer  basis  of  connective  tissue,  constituting 
more  or  less  of  a  distinct  pedicle. 
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Cancer. 

Cancer  of  the  vulva  almost  invariably  assumes  the  form  of 
epithelioma  Other  forms  when  met  with  are  nearly  always  ex- 
tensions from  the  parts  above.  The  clitoris  is  perhaps  the  most 
common  site  of  commencement, .the  disease  spreading  thence  to 
the  nymphse  or  labia  majora,  but  it  may  originate  in  any  part. 
The  first  phenomenon  is  that  of  a  small  irritable  tubercle  which  . 
ulcerates  in  a  very  short  time.  There  may  be  an  attempt  at  scab- 
bing, but  in  spite  of  this  the  sore  rapidly  extends,  and  the  thick 
indurated  edge,  hanging  over  the  angry  advancing  ulcer,  is  most 
diagnostic.  When  commencing  on  the  inside  of  the  labia,  there 
is  sometimes  at  the  first  a,  condition  of  the  mucous  membrane 
which  might  be  mistaken  for  granular  or  follicular  inflammation  . 
There  is,  however,  an  indurat^  base  underneath,  and  after  a  short 
time  true  ulceration  shows  itself.  This  form  usually  occurs  in  el- 
derly women,  and  I  have  known  it  treated  for  a  considerable  time 
as  vulvitis  or  vaginitis.  Another  form,  consisting  of  a  sort  of 
cauliflower  excrescnce  of  the  labium,  with  free  watery  discharge, 
ife  occasionally  found  in  old,  feeble  women,  and  has  been  named 
''oozing  tumor  of  the  labium."  In  all  forms  the  ingjuinal  and 
pelvic  glands  become  speedily  affected.  Continuous  pain,  hsemor- 
rhagic  and  foetid  watery  discharges,  in  time  lead  to  the  death  of 
the  patient,  but  this  is  more  often  due  to  the  secondary  invasions 
elsewhere  and  to  the  general  cachexia  thus  resulting. 

Treatment^  to  be  of  any  use,  must  follow  immediately  and  ener- 
getically on  diagnosis.  Excision  of  the  whole  diseased  surface, 
whenever  there  is  the  remotest  chance  of  reaching  healthy  tissue, 
must  be  performed,  and  the  patient  should  have  the  benefit  of  any 
doubt  that  may  exist  on  the  point.  The  knife  is  attended  with 
considerable  risk  of  haemorrhage,  which,  though  it  may  be  ar- 
rested by  styptics  and  pressure,  diminishes  the  already  failing 
strength  of  the  patient.  Chain  or  wire  ecraseurs  are  too  clumsy, 
and  tne  sharp  cutting  heated  platinum  wire  of  the  galvanic  cau- 
tery (fig.  66^  is  by  far  the  most  efficient  instrument.  The  heated 
knife  of  a  raquelin's  cautery  (fig.  57)  is  also  very  effective  in  ex- 
cision of  such  parts.  The  local  application  of  bromine  QL  part  in 
6  of  spirit)  or  of  nitrate  of  mercury,  or  of  salicylic  acia  and  col- 
lodion (5i.  ad  5i.)  niay  for  a  tinie  arrest  progress  and  give  tempo- 
rary relief,  but  in  any  case  where  there  is  the  faintest  hope  of  cure 
or  of  any  long  suspension  of  activity,  excision  by  the  cautery 
knife  or  ecraseur  is  to  be  performed. 
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Lupus  {Eathiomene.) 

Lupus  of  the  external  organs  of  generation  is  hardly  so  common 
as  the  same  disease  affecting  the  face.  It  oecars  in  badly  nour- 
ished strumous  women,  generally  between  the  ages  of  twenty  and 
thirty.  Without  attempting  here  to  discuss  its  pathology,  it  has 
always  appeared  to  me  to  be  one  of  those  affections  whose  careful 
study  would  serve  to  throw  light  on  the  evolution  of  disease,  so 

{gracefully  discussed  by  Sir  James  Pagftt  in  the  first  Bradshaw 
ecture.  Its  resemblance,  and  also  its  dissimilarities  to  syphilis, 
scrofula,  and  epithelial  cancer,  point  to  a  possible  intermediate 
stage  in  development.  The  ma}ority  of  writers,  however,  con- 
sider it  to  be  only  a  manifestation  of  scrofula.  Clinically  we 
have  a  sore  which  alternately  ulcerates  and  heals,  creeping  round 
the  vulva,  and  leaving  a  depressed  white  scar  to  mark  each  step 
in  its  continuous  progress.  The  sores  are  preceded  by  flattish  dis- 
coloured tubercles,  which  are  often  very  slow  in  ulcerating.  As 
a  rule,  there  is  not  much  pain.  Progress,  though  slow,  is  only  too 
sure,  and  large  tracts  are  covered  with  cicatricial  contracted  tis- 
jBues  before  the  disease  comes  to  an  end,  if  it  does  so  during  the 
life  of  the  jyatient. 

As  regards  treatment^  tonics,  cod-liver  oil,  iodine,  and  arsenic 
appear,  under  good  hygenic  conditions,  to  exert  a  somewhat 
favourable  influence.  They  tend  to  induce,  and  may  perpetuate, 
the  cicatricial  stage.  Thou^  removal  by  galvanic  cautery,  or 
by  the  most  powerful  escharotics,  often  fails  to  arrest  progress, 
yet  it  may  temporarily  check  the  disease,  and  give  time  for  con- 
stitutional treatment.  Of  late  years,  most  successful  results  have 
been  obtained  by  Volkmann,  Yeats,  and  others,  by  thoroughly 
scraping  oft'  the  surface,  but  I  have  as  yet  had  no  experience  of 
this  in  lupus  of  the  vulva.  Should  the  cicatrices  threaten  to 
occlude  the  canal,  the  frequent  passage  of  a  large  bougie  may  to 
some  extent  obviate  this  danger. 


Noma. 

Under  this  name  has  been  described  a  gangrenous  condition 
which,  as  a  sequel  of  the  zymotic  diseases,  or  of  the  septic  or 
pysemic  puerperal  affections,  or  as  a  manifestation  of  epidemic  or 
sporadic  erysipelas,  sometimes  attacks  the  external  parts  of  gen- 
eration, as  it  may  also  do  the  face.  Dr.  Hermann  records  some 
cases  of  each  kind  in  the  Obstetrical  TransactionSj  vol.  xxv.  p.  141. 
It  seems  to  be  a  mistake  to  have  given  the  this  affection  special 
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Dame.  It  is  simply  gangrene,  a  sign  of  low  vitality  and  embolic 
changes.  Antiseptic  poultices  and  liberal  nutrition,  with  wine, 
as  it  may  be  thought  desirable,  are  our  only  resource.  If  suffic- 
ient vitality  can  be  maintained  to  permit  of  separation  of  the 
slough  before  a  vital  part  is  reached,  tne  patient  may  be  saved. 


Vulvitis. 

The  v^ulva  is  not  infrequently  the  seat  of  acute  inflammation, 
and  this  may  either  be  simply  catarrhal,  from  cold  or  injury,  or 
it  may  ensue  from  the  spreading  of  vaginal  inflammation  down- 
wards, or  it  may  be  gonorrhoeal.  In  each  case  the  symptoms 
present  so  much  similiarity  that  it  is  most  difficult  by  these  alone 
to  diagnose  between  the  specific  and  non-specific  cases.  General 
redness  of  surface,  with  perhaps  temporary  dryness,  heat,  tingling, 
itching,  and  smarting,  speedily  followed  by  swelling  and  profuse 
muco-purulent  or  purulent  discharge,  constitute  the  common 
symptoms.  In  the  adult  the  acute  cases  are  mostly  gonorrhoeal, 
and  there  are  a  few  points  which,  though  separately  insufficient 
to  prove  anything,  by  their  combination,  render  the  diagnosis  of 
gonorrhoea  moderately  certain.  Great  acuteness  and  suddenness 
of  onset,  the  absence  of  other  recognisable  causes,  much  scalding 
urination,  the  presence  of  pus  in  the  urethra,  ascertained  by  for- 
ward pressure  with  the  finger,  and  cedema  of  the  labia  as  before 
mentioned,  are  characteristic  of  the  specific  form,  while  a  naore 
free  admixture  of  mucus  with  the  pus  points  rather  to  iJie  other. 
Additional  aids  to  diagnosis  are  the  foe  tor  of  the  discharge  in  the 
specific  form ;  its  transmission  to  the  male  (which  may,  nowever, 
occur  in  the  simple  form) ;  the  greater  frequency  of  abcess  of  the 
vulvo-vaginal  glands,  and  of  buboes.  But  no  matter  how  con- 
vinced the  practitioner  may  feeU  these  symptoms  will  never  justify 
him  in  asserting  that  he  has  positive  proof  of  gonorrhoea  when 
such  a  statement  must  be  held  as  evidence  of  unchasity.  As  an 
occasional  cause  of  acute,  sub-acute,  or  chronic  vulvitis,  we  may 
also  note  irritating  vaginal  or  other  discharges.  Nearly  every 
one  of  those  circumstances  mentioned  at  page  41  as  among  the 
occasional  causes  of  pruritus  may  also  induce  vulvitis. 

Vulvitis  is  not  infrequently  met  with  in  young  children  or  even 
infants,  and  here  there  is  a  necessity  for  still  greater  caution. 
Want  of  cleanliness  alone  will  suffice  to  produce  the  aflPection,  so 
may  injuries  of  a  perfectly  innocent  character,  so  may  the  pres- 
ence of  ascarides,  though  Matthews  Duncan  throws  donbt  pn  this, 
and  in  scarlatina  or  other  zymotic  diseases,  rather  acute  vulvitis 
sometimes  occurs.     Let  the  young  practitioner  beware  of  such 
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cases,  and  remember,  that  however  circumstantial  the  accounts  of 
criminal  assaults  given  by  the  youne  patient  herself,  or,  at  second 
hand,  by  her  friends,  purulent  vulvitis  is  no  proof  of  such  assaults, 
and  has  most  commonly  nothing  to  do  with  them.  The  evidence 
derivable  from  injury  to  the  perineum,  &c,,  is,  of  course,  stronger. 
Occasionally  the  inflammation  of  vulvitis  spreads  to  the  subja- 
ceut  connective  tissue,  giving  rise  to  abscess  or  furuncles.  It  may 
also  pass  into  the  ducts  of  the  glands  of  Bartholinus  (fig.  82), 
with  the  same  result  as  to  abscess, — it  may  spread  upwards  to  the 
bladder,  giving  rise  to  cystitis, — and  it  may  pass  alon^  the  vagina 
to  the  uterus,  or  Fallopian  tubes,  or  peritoneum,  giving  rise  to 

Kinful  diseases  of  these  organs,  or  even  to  fatal  issues,  which  will 
subsequently  referred  to.  ^^sss=s-di 

When  vulvitis  becomes  chronic,  it  is  often  exceedingly  ob- 
stinate, may  by  continual  irritation  give  rise  to  considerable 
hypertrophy,  especially  of  the  nymphse. 

One  form  deserves  special  mention.  Like  the  inflammations  o£ 
other  mucous  surfaces,  vulvitis  ma}'  assume  sl  follicular  from,  that 
is  to  say,  the  mucous  or  sub- 
mucous glands,  may  be  chiefly 
affected  (fig.  38).  Such  cases 
are  usually  subacute;  they 
occur  not  infrequently  during 
pregnancy,  and  they  have 
rarely  a  specific  origin.  The 
redness  and  swelling  or  puru- 
lent contents  of  the  inflamed 
glands  give  to  the  surface  a 

f granular  appearance — there  is 
ess   purulent   discharge,  and 
this  is  often  mixed  with  or  re- 

f)laced  by  a  white  cheesy- 
ooking  secretion  from  the 
follicles.  These  cases  tend  to 
a  chronic  condition. 

Diagnosis  in  vulvitjs  should 
be  free  from  any  difficulty  ex- 
cept that  of  differentiating  the 
specific  and  non-specific  forms. 

The  treatment  in  all   cases  ._    „ 

may  require  to  Jbe  antiphlo-      i^g..38.~Foiiicniar  vmyitia  (ThomaB). 

gistic  at  first,  necessitating  low  diet  and  cooling  purgatives,  and 
avoidance  of  every  kind  of  stimulant.  In  the  acute  stage  con- 
stant warm  fomentation  is  required,  and  the  common  lead  and 
opium,  or  borax  and  hydrocyanic  acid  lotions,  are  most  service- 
able.   I  have  no  experience  of  the  heroic  treatment  byjvery 
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strong  solutious  of  nitrate  of  silver^  painted  on  (luring  this  sta^e^ 
and  1  do  not  think  I  dare  try  it  As  the  acute  stage  subsides,  the 
applications  must  become  more  astringent.  Sulphate  of  zinc  (gr. 
iii.  X.  ad  Si-O  Bulphocarbolate  and  chloride  of  zinc  in  the  same 
strength,  but  not  stronffer,  and  permanganate  of  potash  so- 
lution gradually  inoreased  from  1  or  2  grs.,  ad  Si*)  according 
to  the  result,  are  among  the  most  reliable  of  them,  but 
others  will  be  mentioned  when  speaking  of  vaginal  inflaoi- 
mation.  I  prefer  waterv  solutions  to  glyceroles  or  more  solid 
applications,  but  in  the  chronic  granular  or  follicular  form  I  have 
seen  much  benefit  accrue  from  wiping  the  diseased  surface  care- 
fully with  cotton-wool,  and  then  painting  it  with  the  tincture  of 
iodine  (B.  P.)  A  few  applications,  at  internals  of  one  or  more 
days,  according  to  the  tenderness,  will  sometimes  promote  a  rapid 
cure  in  cases  that  have  been  very  tedious.  Persulphate  of  iron 
(1  pt.  to  8  of  glycerine),  and  ardent,  nit.  (gr.  x.  ad  aq.  Si*)  &re 
used  in  the  same  way ;  I  prefer  tne  iodine.  The  larger  projecting 
follicles  may  also  be  punctured  with  advantage. 


I  have  already  referred  to  the  occasional  production  of  abEceas 
of  the  vulva  by  the  extension  of  the  connective  tissue  of  the  in- 
flammation of  vulvitis,  gonorrhoeal  or  otherwise.  Extension  may 
likewise  take  place  into  the  ducts  pf  the  numerous  small  glands 
which  open  on  this  surface.     But  abscess  may  also  occur,  and  very 

frequently  does,  without  previous  at- 
fection  of  the  mucous  surface.  A 
slight  blow  or  contusion,  or  the  septic 
effect  of  absorbed  uterine  or  other 
discharges,  may  be  the  efficient 
causes.  Not  infrequiently  the  ab- 
scess is  apparently  spontaneous,  but 
in  such  cases  the  blocking  up  of  a 
glandule  by  its  own  secretion,  the 
evulsion  of  a  hair,  or  some  such  cause, 
is  doubtless  the  .precursor. 

A  common  site  is  in  one  of  the 
labia  malora  (fig.  84),  sometimes  in 
both,  and  the  contents  of  these  labial 
abscesses  have  often  the  peculiar  fcetor 
observed  also  in  facial  abscess.  The 
next  most  common  site  is  in  the  duct 
of  one  of  the  two  vulvo-vaginal 
glands  (fig.  32,  9).  These  two  small 
structures  lie  at  the  junction  ot  the 
vulua   and   vagina;    they    are  com- 
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pressed  backwards  by  the  constrictor  vaginae,  but  their  ducts 
emerge  in  fixmt  of  the  'hymen,  hence  it  is  the  occluded  and 
inflamed  ducts  which  chiefly  figure  as  vulvular  abscess,  while  the 
glands  themselves  not  infrequently  give  rise  to  vaginal  cysts. 
Corresponding  to  CJowper's  glands  in  the  male,  they  are  some- 
times named  after  him,  also  occasionally  after  Duvemay  or  Mor- 
gagni,  but  most  frequently  after  Bartholinus.  This  gland  or  its 
duct  is  also  a  frequent  site  of  chronic  abscess. 

After  a  vulvar  abscess  has  burst  or  been  opened,  and  has 
apparently  quite  disappeared,  it  is  apt  to  recur  at  a  more  or 
leas  distant  period  without  apparent  cause,  and  this  recurrence 
may  be  so  frequent  as  to  be  a  source  of  great  trouble  and  pain. 
When  this  is  the  case,  the  wall  of  the  abscess  is  to  be  regarded 
as  that  of  a  suppurating  cyst.  True  cystic  growths  may  have 
been  originally  present,  or  the  wall  of  a  dilated  gland  or  duct, 
or,  according  to  some,  of  a  dilated  Vein,  may  constitute  the  af- 
fected surface.  The  nvmpee  are  more  rarely  the  seat  of  abscess.  I 
have  rec^tly  treated  a  case  where  for  over  four  vears  vulvar 
abscess  constantly  recurred,  driving  the  patient  out  of  an  excellent 
situation  as  a  school-mistress.  Six  months  before  I  saw  the  case 
it  was  treated  in  vain  by  a  seton.  No  abscess  was  present  when  I 
saw  her,  but  the  two  surfaces  of  the  right  nympha,  otherwise 
healthy -looking,  could  be  pulled  widely  asunder  by  forceps,  and 
on  cuttinjg  through  the  inner  one  a  white-walled  cavity  -showed 
itself,  quite  empty,  but  capable  of  holding  a  large  filbert  «  This 
cavity  was  laid  open  from  end  to  end  and  compelled  to  granulate, 
£rom  the  bottom,  and  the  disease  is  now  cured. 

The  treaimejU  of  vulvar  abscess  is  that  of  abscess  in  general — 
warm  fomentation  and  poultices  at  first,  and  free  evacuation  when 
pus  is  fairly  made  out.  The  labial  form  should  always  be  opened 
on  the  mucous  side,  but  the  possibility  of  a  hernia  m  this  situa- 
tion must  not  be  forgotten  on  account  of  its  infrequency.  I  have 
no  experience  of  antiseptic  aspiration  in  these  abscesses.  When 
recurrence  takes  place,  tne  exact  site  of  the  abscess  must  be  very 
carefully  made  out;  it  must  be  freely  opened  and  stufied  with 
lint  soaked  in  carbolic  or  eucalyptic  oil,  to  compel  granulation 
from  the  bottom.  If  it  appears  that  there  is  a  true  cyst  wall, 
which  can  be  dragged  or  dissected  out,  this  is  to  be  done.  If  not, 
a  small  portion  may  be  snipped  away.  Abscess  of  the  perineum 
is  now  and  a^ain  met  with,  and  should  be  opened  early,  in  order 
to  avoid  fistulous  communication. 

Cysts. 

True  non-purulent  cysts  are  not  infrequently  met  with  in  the 
labia  majora,  and  also  as  developments  of  the  vuvlo-vaginal  gland 
or  its  ducts,  and  occasionally  they  attain  a  considerable  size.    , 
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Their  pathology  is  often  ohscure,  but  there  is  a  ireaaon  to  think 
that  sometimes,  instead  of  being  the  result  of  retained  glandular 
secretion,  they  may  be  the  sequel  of  small  hsemorrhages  into  the 
cellular  tissues  or  into  a  gland.  True  dermoid  cysts,  contain g 
hair  or  teeth,  have  been  found  here,  as  elsewhere.  The  contents 
of  ordinary  vulvar:  cysts  vary  much,  owing  doubtless  to  their 
original  etiology.  Clear  liquid,  glairy  fluid,  sebaceous  matter,  al- 
tered blood,  or  sero-purulent  fluid,  are  all  occasionally  encountered. 
In  diagnosis^  if  confounded  with  chronic  abscess,  no  harm  can 
accrue,  but  the  occasional  presence  of  thrombus,  varicocele, 
hydrocele,  hernia,  or  fatty  tumor  of  the  labium,  must  each  be  kept 
in  view.  There  is  less  danger  of  mistaking  cysts  of  the  vulvo- 
vaginal glands  or  ducts  for  any  of  these  than  there  is  in  the  case 
of  cysts  of  the  labia,  unless  the  former  are  very  large,  in  which 
case  they  may  assume  a  very  similar  shape  and  size.  When 
diagnosed,*  they  should  be  freely  emptied,  and  a  portion  of  the 
wall  should  be  removed,  while  the  cavity  is  filled  with  thin  strips 
of  lint  soaked  in  glj^cerole  of  carbolic  acid,  or  iodine  (gr.  x.  ad  Si.)> 
or  medicated  with  iodoform. 

Varicocsele. 

Varicocele  of  the  labia  is  sufficiently  common  as  a  result  of 

Eregnancy,  but  may  occur  even  in  the  virgin.  It  would  seem  to 
e  occasionally  due  to  the  same  causes  as  in  the  male,  but  more 
oftCM  to  an  augmented  vascularity  during  pregnancy,  or  in  the 
presence  of  fibroid  tumors  or  other  pelvic  growths,  together  with 
impediment  to  the  return  of  blood  from  the  same  causes.  The 
valveless  condition  of  the  left  ovarian,  like  that  of  the  left  sper- 
matic vein,  may  help  to  account  for  the  greater  frequency  of  vari- 
cocele on  the  left  side.  Besides  the  continual  aching  and  discom- 
fort to  which  it  gives  rise,  this  affection  is  not  without  danger, 
owing  to  the  liability  of  the  dilated  veins  to  be  ruptured  by  very 
slight  traumatic  causes,  even  straining  at  stool.  This  may  cause 
thrombus,  if  rupture  take  place  into  the  connective  tissue,  or 
dangerous  and  fatal  pudendal  haemorrhage,  if  it  be  external. 
The  first  point  in  treatment  is  to  take  off,  if  possible,  all  super- 
incumbent pressure, 
by  attention  to  the 
bowels  and  bladder, 
by  the  use  of  an  ab- 
dominal belt  in  preg- 
nancv  or  in  the  case 
of  large  tumOrs, 
which  belt  should 
lift  up  instead  of 
pressing    down   the 
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abdominal   contents;  or  occasionally   by   raising    a    fibroid    or 
ovarian  tumor  above  the  pelvic  brim,  as  will  be  described  when 

boeaking  of  uterine 
fioroids.  Some  form 
of  elastic  local  pres- 
sure to  the  whole 
labium  suggests  it- 
self, but  I  have 
never  seen  this  satis- 
factorily achieved. 
The  radical  cure  by 

Fig.  86.-Banie'6  Vaginal  Dilator.     ,  SubcutaneOUS      liga- 

tare  is  not  opeJi,  as  in  the  case  of  the  male,  to  the  objeQtion  that 
it  may  destroy  the  vitality  of  the  testicles.  If  hsemorrhage  should 
occur  externally,  firm  pressure  must  be  at  once  applied  to  the 
bleeding  point,  together  with  the  use  of  perchloride  of  iron  or 
other  styptics ;  and  this  is  much  aided  in  the  way  of  counter 
pressure  bv  the  introduction  of  one  of  Marion  Sim's,  or  Barnes's 
vaginal  dilators.  If  the  cellular  tissue  is  infiltrated,  without  ex- 
^ternal  rupture,  we  have  the  condition  known  as 

Thrombus. 

Thrombus,  or  perhaps  more  correctly  hcBmatomaj  or  blood  tu- 
mour, of  the  vulva,  is  most  familiar  to  the  accoucheur,  but  in  the 
presence  of  varicocele  or  of  a  weak  condition  of  the  veins,  a  very 
small  amount  of  injury,  even  coitus,  may  suffice  to  produce  it  in- 
dependently of  pregnancy.  The  resulting  tumour  is  sudden  in 
its  origin,  and  may  vary  in  size  from  that  of  an  egg  to  a  cocoa- 
nut  ;  but  the  full  size  may  be  only  gradually  attained.  If  large, 
the  swelling  can  also  be  felt  per  vaginam^  encroaching  on  the  out- 
let of  tho  pelvis.  The  history  of  previous  varicocele,  or  of  trau- 
matic causation,  and  the  sudden  origin  and  the  absence  of  iiiflam-  ^ 
mation,  seem  to  distinguish  this  from  other  sofl  swellings  of  this 
part,  hernia  excepted.  To  exclude  that  we  must  notice  the  ab- 
sence of  gurgling,  impulse  on  coughing,  or  resonance  on  percus- 
sion, and  carefully  ascertain  the  possibility  of  reduction.  If  iced 
water  be  applied  early,  and  the  patient  kept  quiet,  we  may  hope 
for  an  early  arrest  of  the  hsemorrnage  and  a  gradual  absorption  of 
the  clot.  In  non-puerperal  cases,  incision  should  rarely,  if  ever, 
be  attempted ;  but  if  suppuration  has  undoubtedly  occurred,  it 
may  become  necessary,  time  having  been  given  for  nature  to  di- 
minish the  risk  of  septic  absorption  by  throwing  out  a  surround- 
ing wall  of  lymph.  When  the  necessity  unfortunately  arises, 
eiHier  in  these  or  in  obstetric  cases,  the  clots  must  be  scooped  out 
as  far  as  possible,  and  there  is  hardly  any  instance  in  surgery 
where  more  advantage  is  to  be  obtained  from  thorough  antiseptic  . 
or  aseptic  treatment  than  in  that  of  the  cavity  thus  formed.  ^OOglC 


54  HTPBRTROPHT   OF  THB   LABIA,   ETC. 

Hernia  and  Hydrocele 

of  the  labium  are  only  ocoisional  occurrences,  but  their  very  rarity 
makes  it  the  more  incumoent  on  the  practitioner  to  bear  in  mind 
the  possibility  of  at  least  the  former,  when  dealing  with  tumours 
of  the  part.  The  inguinal  caoaL  or  canal  of  Nuck,  may  remain 
so  patent  as  to  allow  a  hernial  protrusion  of  bowel,  omentum,  or 
even  ovary,  to  pass  beside  the  remains  of  the  round  ligament  into 
the  labium,  the  analojgue  of  the  scrotum.  In  no  case,  therefore, 
should  a  labial  swelling  be  surgically  interfered  with  until  the 
operator  is  satisfied  that  there  is^o  inguinal  protrusion,  or  neck, 
and  has  tried  the  result  of  coughing.  If  the  usual  signs  of  hernia 
are  found  to  be  present,  it  can  generally  be  easily  reduced,  and 
must  then  be  retained  by  a  properly  fittmg  truss..  If  strangula- 
tion occur,  the  usual  operation  is  required.  It  will  be  less  com- 
plicated than  on  the  male.  Kow  and  again,  as  just  mentioned, 
the  ovary  has  been  met  with  as  a  hernia  in  the  labium  or  inguinal 
canal,  the  reversed  condition  of  undescended  testicle.  In  rott's 
celebrated  case  it  was  double.  The  sickening  pain  on  pressure,^ 
and  the  solid  spherical  character  of  the  mass,  would  point  to  the 
nature  of  the  disease.  If  reduction  were  impossible,  removal 
would  be  preferable  to  the  risks  of  chronic  or  acute  ovaritis  with 
their  constitutional  effects. 

Hydrocele  in  the  same  site,  as  a  labial  tumour,  would  appear  to 
be  more  rare,  but  it  is  met  with  occasionally.  Its  diagnosis  is  of 
less  importance  than  that  of  hernia,  but  one  must  ascertain  by 
taxis,  in  all  cases,  whether  a  labial  or  inguinal  cyst  has  a  commu- 
nication with  the  abdominal  cavity,  and  the  treatment  of  a  non- 
communicating  cyst,  with  clear  contents,  miffht  be  tried  bv  iodine 
or  carbolic  acid  injection,  whether  presumably  of  hydrocele  origin 
or  not. 

Solid  Labial  Tumours. 

The  two  forms  of  solid  benign  tumour  most  often  met  with  in 
the  labia,  are  the  fatty  and  fibrous.  Both  of  these  have  been 
from  time  to  time  encountered,  though  I  have  never  seen  an  ex- 
ample of  the  latter.  Either  of  them  may  attain  a  considerable 
size,  even  several  pounds  in  weight,  and  they  generallv  spring 
from  the  labia  majora.  Removal  by  the  ecraseur  or  knife  will  be 
regulated  by  the  size  or  pedunculation  of  the  growth. 

Hypertrophy. 

Simple  hypertrophy  of  the  nymphse.  clitoris,  or  labia  migora, 
occurs  with  tolerable  frequency,  sometimes  as  a  result  of  vulvitis 
or  other  irritation,  sometimes  from  causes  quite  obscure.    The 
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parts  are  frequently  affected  as  placed  in  order  above.  In  elderly 
women  especially,  some  hypertrophy  of  the  nymphse  is  very  com- 
mon, and  calls  for  great  care  to  prevent  discomfort  by  friction. 
Frequent  ablution,  and  the  wearing  of  a  strip  of  linen  smeared 
with  vaseline  or  spermaciti  ointment  bctwen  the  affected  parts, 
will  generally  suffice ;  but  v^hen  discomfort  is  ^^eat,  removal  of 
the  whole  or  a  portion  by  the  galvanic  ecraseur  is  desirable.  The 
true  Elephantiasis  (fig.  87)  is  rare  in  England,  though  common  in 
many  hot  climates.    It  differs  from  ordinary  hypertrophy  chiefly 

in  the  immense  size 
which  it  attains,  in 
its  t-endency  to  be- 
come nodulated,  or 
even  knobby,  on 
the  su  rface,through 
changes  in  the  epi- 
dermis, in  its  patho- 
logical tendency  to 
lymphatic  dilata- 
tions, and  its  great 
liability  to  recur- 
rence, it  is  another 
of  those  affections 
which  might  be 
profitably  studied 
in  relation  to  the 
evolution  of  disease 
by  climate,  &c.  All 
authorities  are,  I 
believe,  agreed  in 
recommending  re- 
moval, in  spite  of 
the  recurrent  ten- 
dency. Any  ^art  of 
labia    majora    most 


Fio.  37.— Elephantiaste  of  the  Vulva  (Mayer). 


the    pudenda   may  be    affected,  but    the 
commonly. 

That  certain  cases  of  hypertrophy  are  true  tertiary  syphilis 
there  can  be  little  doubt.  The  difficulty  lies  in  their  differentia- 
tion from  others  not  of  specific  origin.  I  fear  that  for  the  present 
we  can  only  depend  on  the  history  of  the  patient,  and  the  result 
of  anti-syphilitic  remedies. 

Vascular  Caruncles  and  Degenerations. 

What  is  known  as  a  vascular  tumour  or  caruncle  is  so  com- 
monly met  with  at  the{orifice  of  the  urethra,  that  its  consideration 
might  feave  been  delayed  till  a  subsequent  chapter.    I  believe,, 

'  ^  ^^DigitizedbyCjOOgle 


66  VASCULAR  CARUNCLES   OB  THB   URETHRA,  ETC, 

however,  it  will  be  most  satisfactorily  introduced  here  in  connec- 
tion with  some  other  new  growths  of  a  similar  character.  Just 
within  the  urethra,  and  protruding  somewhat  from  it,  we  fre- 
quently encounter  a  small  crimson  growth,  in  size  from  a  lentil  to 
a  currant  or  even  a  cherry,  exquisitely  painful  to  touch,  or  on  the 
passage  of  urine.  It  is  soft,  friable,  and  more  or  less  peduncu- 
lated, the  peduncle  springing  from  the  urethral  wall  at  an  eighth 
to  a  quarter  of  an  inch  from  its  extremity.  Such  is  the  typical 
vascmar  urethral  caruncle.  If  the  patient's  description  of  painful 
micturition  has  not  led  to  a  search  for  it,  it  is  betr&yed  on  the 
first  attempt  at  a  vaginal  examination,  use  what  care  we  may  to 
avoid  giving  pain.  But  it  assumes  other  and  less  common  forms. 
It  may  not  protrude  beyond  the  urethra  at  all,  or  it  may  not  have 
any  pedicle,  but  may  encircle  the  urethral  canal  with  a  red  vil- 
lous lining,  requiring  care  to  distinguish  it  fipm  mere  evertion  of 
the  oiucous  membrane.  Or,  it  may  appear  quite  outside  the 
urethra  as  one  or  more  crimson  points ;  or,  least  common  of  all, 
it  may  assume  any  of  these  forms,  and  be  almost  void  of  pain  and 
sensitiveness.  An  aflFection,  practically  the  same  in  nature,  may 
be  met  with  elsewhere  on  the  vulva. 

These  growths  consist  of  fine  loops  of  capillaries,  with  more  or 
less,  but  generally  little,  connective  tissue,  and,  as  is  clinically 
proved,  a  varying  nerve  supply.  When  they  assume  the  typical 
form,  the  treatment  is  simple  enough,  especially  with  chloroform^ 
and  in  the  lithotomy  position.  Ascertaming  by  the  gentlest  use 
of  a  probe  where  the  pedicle  is,  it  is  surrounded  and  cut  through 
by  a  pair  of  fine  scissors,  curved  on  the  flat.  The  tumour  may  be 
raised  with  forceps,  but  is  very  easily  torn.  It  is  generally  recom- 
mended to  apply  a  touch  of  nitric  acid  to  the  base  in  order  to 
prevent  recurrence ;  but  recurrence  will  take  place,  nevertheless, 
in  many  instances,  from  the  immediate  neighbourhood.  I  prefer 
pure  carbolic  acid,  which  has  more  or  less  of  an  anodyne  effect 
after  the  first  few  moments. 

When  occurring  as  small  sessile  growths  outside  the  urethra, 
these  must  be  freely  removed  in  the  same  way,  but  they  are  gen- 
erally a  little  firmer,  and  bear  lifting  up  by  forceps  better,  pre- 
vious to  ablation.  The  greatest  difficulty  is  with  those  which 
surround  the  inside  of  the  urethra  with  a  collar  of  vascular  tissue. 
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Fio.  88. — Ear  Scoop.    Suitable  for  the  removal  of 
urethral  fuDgoslties.    . 

I  have  met  with  several  of  these,  have  tried  various  methods  of 
treatment,  and  have  come  to  the  conclusion  that  the  only  satisfac- 
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tory  plan  is,  under  chloroforra,  to  freely  scrape  the  urethra  with 
a  fine  scoop  or  curette  (fig.  88),  such  as  is  used  by  aurists,  to  apply 
carbolic  acid  to  the  denuded  surface,  and  to  keep  the  patient  under 
the  influence  of  morphia  for  several  hours  afterwards. 

I  have  said  that  similar  growths  are  to  be  found  in  other  situ- 
ations on  the  vulva,  and  the  most  common  of  these  sites  is  around 
the  margin  of  the  pre-existing  hymen.  They  may  be  considered 
as  the  remnants  of  the  structure,  but  so  altered  as  to  resemble  in 
colour,  and  often  in  painfulness,  the  urethral  growths.  They 
have,  however,  nearly  always  a  larger  amount  of  connecting 
tissue,  and  are  known  as  canmculce  myrtiformes.  I  shall  have 
occasion  to  refer  to  them  again  as  one  of  the  most  common  causes 
of  painful  connection  (Dyspareunia).  There  is  but  one  remedy, 
free  ablation. 

Occasionally  other  parts  of  the  vulva,  especially  the  insde  of 
the  labia,  are  the  seat  of  a  degeneration  or  the  same  kind,  but 
which  may  not  rise  above  the  surface  at  all.  These  have  more 
the  appearance  of  spots  of  red  staining  on  the  mucous  «*urface. 
These  also  are  for  the  most  part,  thouffh'not  alwavs,  acutely 
painful.  They  are  nearly  always  met  with  in  elderly  women, 
and  lend  by  their  recurrence  in  diflferent  situations  1o  make  life 
very  miserable.  Stronff  escharotics  such  as  nitric  acid,  or 
chromic  acid,  or  Paquelinsthermo-cautery  will  eradicate  them  for 
a  time. 

Fissures. 

Fissures  of  the  vulva,  similar  to  those  of  the  anus,  are  not  very 
infrequent.  They  may  follow  the  first  attempt  at  sexual  inter- 
course, or  be  sequelae  of  labor,  or  result  from  the  presence  of 
eczema  or  other  aflTections  of  the  skin  and  mucous  membrane. 
Their  treatment  is  by  incision  along  their  whole  length,  which 
musf,  of  course,  be  accompanied  by  temporary  cessation  of  the 
marital  relation. 

Adhesions. 

In  young  children,  the  opposite  surface  of  the  labia,  or,  more 
rarely,  of  the  nymphae,  are  often  found  to  be  adherent.  Such 
adhesions  are  usually  slight,  and  are  due  to  want  of  attention  to 
cleanliness.  They  will  give  way  to  the  handle  of  a  knife,  or  to 
mere  stretching  with  the  fingers  If  vulvitis  has  occurred,  they 
may  be  somewhat  firmer,  and  may  require  a  few  slight  touches 
of  the  knife.  After  tearing  of  the  soil  parts  in  severe  labours, 
unless  care  is  taken  during  recovery,  firm  cicatricial  adhesions 
may  occur.  In  all  cases  where  such  tearing  is  known  to  have 
taken  place,  a  glass  speculum,  or  one  of  Siriis's  glass  dilators 
(fig.  35),  should  DC  occasionally  passed  very  carefully,  after  the 
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first  week,  as  a  preventive  nleasare.  Should  permanent  adheeioa 
occur,  sufficient  to  interfere  with  the  natural  functions,  anaes- 
thesia must  be  induced  and  dilatation  made  with  just  a  little 
nicking  of  the  cicatricial  bands  as  may  be  found  necessary  ;  and 
the  ground  thus  gained  must  be  kept  up  by  the  wearing  of  a  dila- 
tor for  a  short  time  daily. 

Abnormalities  of  the  Hymen. 

I  think  it  best,  for  reasons  which  will  afterwards  be  apparent, 
to  mention  these  here,  rather  than  with  the  other  congenital  mal- 
formations ;  but  complete  closure  of  the  hymen,  with  its  result- 
ing retentioji  of  the  menstrual  secretion,  will  be  considered  along  ^ 
with  the  occlusions  of  the  vagina  or  the  uterus,  which  may  pro- 
duce similar  results  (see  Chap.  VI.).  The  hymen  (fig.  32)  varies 
much  in  form  in  different  women ;  sometimes  it  constitutes  a 
simple  crescent  at  the  back  of  the  vaginal  orifice,  sometimes  a 
complete  circular  curtain,  and  sometimes  it  is  of  irregular  shape, 
or  pierced  with  several  openings.  It  may  be  so  rudimentary  hb 
to  oe  practically  absent ;  or  owing  to  accidents  in  early  life,  or  to 
vulvitis,  it  may  be  quite  absent  in  women  who  are  perfectly 
chaste.  The  medico-legal  importance  of  this  is  self-evident  Kot 
only  are  there  these  varieties  in  form,  but  there  are  equally  great 
differences  as  to  8trength,.thickness,  vascularity,  elasticity,  and 
innervation.  I  believe  that,  in  some  cases,  the  hymen  contains  a 
fair  amount  of  muscular  tissue,  and  that  it  may  contract  painlessly 
and  prevent  connection.  Only  in  this  way  can  I  explain  one  or 
two  cases  of  the  kind  I  have  met  with. 

Undue  toughness  of  the  membrane  may  entirely  prevent  intro-  . 
mission,  but  it  is  quite  a  familiar  fietct  that  this  is  no  absolute 
barrier  to  impregnation.  I  was  recently  consulted  in  the  case  of 
a  young  unmarried  lady,  who  was  found  to  be  far  advanced  in 
pregnancy,  although  she  had  such  a  complete  hymen,  and  sdch  a 
painful,  spasmodic  condition  of  the  parts,  that  a  finger  could  not 

fossibly  be  introduced  without  chloroform,  and  not  easily  with  it 
n  all  cases  of  this  form  of  obstruction  sufficiently  marked  to 
require  medical  advice,  complete  removal  of  every  vestige  of  the 
hymen  is  advisable  at  once.  Ansesthesia  must,  of  course,  be  . 
induced,  and  the  patient  must  be  placed  in  lithotomy  position 
before  a  good  light.  The  membrane  is  raised  by  forceps  and 
carefully  snipped  a^y  all  round.  If  any  portion  is  left,  it  is 
very  liable  to  become  the  seat  of  painful  caruncle,  to  require 
further  operation,  or  to  occasion  much  unecessary  suffering.  The 
hsemorrhage  is  generally  slight,  but  can  be  easily  controlled, 
when  necessary,  by  a  solid  conical  plug,  held  in  situ  by  a  firm 
T-bandage.  A  piece  of  box- wood,  or  the  nozzle  of  a  syringe  of  the 
requisite  conical  shape,  should  always  be  used  if  the  patient  has 
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not  a  good  narse,  or  cannot  be  seen  easily*  in  oase  of  secondary 
bleeding.  After  tiiis  or  any  operation  of  the  kind,  the  patient 
should  wear  a  ping  for  a  short  time  every  day  for  some  weeks, 
which  may  consist  of  three  or  four  inches  of  the  largest  rectum 
bougie  held  in  situ  by  tapes  attached  to  the  waist,  or  of  the 
special  instrument  introduced  for  the  purpose  by  Marion  Sims  or 
Barnes  (figs  85  and  86),  and  to  be  had  of  various  sizes. 

Ooccygodyma. 

This  name,  now  in  common  use,  was  given  by  Sir  J.  Y.  Simp>- 
son  to  a  painful  condition  of  the  parts  in  the  neighborhood  of  the 
coccyx,  characterized  by  bringing  into  play  any  of  the  muscles 
which  have  their  insertion  hereabouts.  Sitting  down,  or,  more 
especially  rising  up,  but  also  walking,  defeecation,  coitus,  and  the 
like  actions,  are  tnus  attended  by  pain,  but  not  equally  in  all 
cases.  In  some  one  action,  in  others  another,  in  a  few  all,  are 
thus  painful ;  and,  occasionally,  though  rarely,  there  is  continuous 
pain  independent  of  motion.  The  pain  of  anal  fissure  or  hsemor- 
rhoids  can  be  easily  differentiated  and  traced  to  its  source,  but 
symptoms  undoubtedly  occur  corresponding  closely  to  those  of 
the  so-called  coccygodynia,  and  met  with  in  a  few  instances  of 
pelvic  cellulitis  about  the  utero-eacral  ligaments.  The  name,  like 
so  many  other  attempts  at  precise  nomenclature,  has,  I  think, 
done  harm,  having  induced  some  to  treat  the  affection  as  an 
entity,  to  look  for  the  cause,  and  to  seek  for  the  treatment. 
"  Painful  sitting  "  has  been  suggested  by  Duncan,  but  he  includes 
the  pain  which  is  felt  in  the  j^roins  and  elsewhere  on  sitting  down 
during  the  occurrence  of  pen-uterine  inflammation. 

The  symptoms  of  coccygodynia  oflen  follow  upon  a  hard  labor; 
they  occur  also  in  the  course  of  various  uterine  diseases,  but  some 
of  the  worst  and  most  persistent  cases  are  encountered  in  the  un- 
married and  otherwise  nealthy.  This  fact,  as  well  as  the  variety 
in  the  movements  which,  in  different  cases,  give  rise  to  pain  about 
the  coccyx,  suggests  the  existence  of  more  than  one  disease, 
differing  perhaps  completely  in  nature,  but  linked  by  the  common 
symptom.  Success  in  treatment  will  depend  on  the  differentiation 
of  the  causes  at  work.  The  coccyx  and  lower  end  of  the  sacrum 
must  always  be  carefully  examined  per  rectum^  in  combination 
with  external  manipulation  of  the  back;  the  state  of  the  uterus 
and  pelvic  viscera  must  be  inquired  into.  The  origin  is  generally 
traumatic  and  the  result  of  delivery,  though  not  always.  Pro- 
longed horse  exercise  has  given  rise  to  the  affection  (Scanzoni), 
also  the  effect  of  cold. 

In  one  case  there  is  a  simple  neuralgia,  to  be  treated  by  anodyne 
suppositories,  morphia  subcutaneous  injections,  and  anti-neurotic 
regimen  or  medicine;  by  quinine,  iron, .arsenic,  colchicum,  or 
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iodide  of  potassium.  In  others  there  appears  to  be  hypersesthesia, 
and  perhaps  engorgement,  of  the  glanduia  coccygsea  of  Luschka, 
seated  at  the  tip  of  the  coccyx;  in  others  there  is  undoubted 
affection  of  the  coccygeal  periosteum,  and  in  these  two  latter 
forms  a  sweep  of  the  subcutaneous  tenotomy  knife  round  the 
sides  and  tip  of  the  coccyx  may  afford  immediate  relief,  by  taking 
off  muscular  traction  or  separating  nerve  connection,  and  this 
relief  may  or  may  not  be  permanent  Inflammation  of  the  sacro- 
coccygeal joint  is  relieved  by  the  same  procedure  combined  with 
leeching.  Necrosis  of  the  coccyx  requires  resection  of  that  bone, 
and  fracture  with  mal-union  must  be  re-broken,  and  kept  from 
uniting  at  a  sharp  angle  by  the  frequent  introduction  of  the  finger 
into  the  rectum.  Uterine  or  pelvic  disease,  if  suspected  as  a  cause 
of  reflex  pain,  must  be  treated  secundum  artem.  I  once  cured 
immediately  an  obstinate  case  by  one  application  of  strong  carbolic 
acid  to  an  abraded  cervix  uteri.  In  short,  coccygodynia,  is  no 
more  a  special  affection,  to  be  treated  in  one  way,  than  would  be 
the  case  with  dactylodynia,  if  medicine  had  conferred  on  our 
finger  ends  a  uniform  title  for  all  their  aches  and  pains. 

Ruptured  Perineum. 

The  perineum  may  be  ruptured  in  various  ways, — ^by  falls, 
cutting  instruments,  pitch-forks,  and  the  like, — ^but  practically 
the  gyiisBcologist  has  only  to  do  with  that  form  which  is  due  to 
the  effects  of  labor.  It  may,  I  think,  be  said  that  most  cases  of 
badly-torn  perineum  are  due  to  faulty  management — to  neglect  of 
the  axis  of  the  sacro-perineal  curve  while  guiding  the  head  round 
the  arch  of  the  pubes,  to  the  wrongful  administration  of  ergot,  to 
the  neglect  of  aneesthetics  or  other  means  of  delaying  expulsion 
while  the  soft  parts  are  being  slbwly  prepared,  or  to  graver  errors 
in  practice.  But  it  must,  on  the  other  hand,  be  said  with  equal 
certainty,  that  the  accident  may  happen  in  spite  of  all  the  care 
the  most  skilful  practitioner  can  bestow,  A  narrow  public  arch 
which  compels  the  bead  backwards,  or  a  straight  sacrum,  er  some 
condition  of  the  perineal  tissue  which  renders  it  abnormally 
feeble,  are  not  the  fault  of  the  obstetrician.  Avoiding  the  sup- 
port of  the  perineum  in  the  old-fashioned  manner,  i.  ^.,  avoiding 
all  such  pressure  on  it  as,  with  the  counter-pressure  of  the  head, 
must  destroy  its  vitality, — careful  perineal  support  in  the  modem 
sense,  i.  e.,  guiding  the  occiput  around  the  public  arch  with  the 
tips  of  the  fingers,  repressing  it  if  progress  seems  too  rapid, 
while  affording  only  a  sense  of  comfortable  support  to  the  peri- 
neum itself— preventing  anv  tendency  of  the  anterior  vaginal  wall 
or  cervix  uteri  to  prec^e  the  head — using  plenty^  of  lubricants — 
administering  an»thetics  in  all  cases  of  great  rigidity,  spasmodic 
or  vital — avoiding  ergot — using  the  forceps  before  the  tissues  are 
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disorganized,  and  using  it  at  the  oatlet  slowly,  and  as  a  guide 
rather  than  a  tractor, — these  are  the  surest  means  of  prevention. 
Nature  indicates  another  precaution :  as  the  head  is  passing  the 
perineum  the  pain  usually  causes  the  patient  to  cry  out  loudly, 
and,  by  not  discouraging  the  relaxation  of  the  abdominal  muscles 
thus  produced,  we  may  relieve  the  perineum.  But  there  are  cases 
when  the  uterus  suddenly  takes  on  violent  continuous  action,  as  if 
from  ergot,  ex{>elUng  the  head  without  due  adaptation,  and  others, 
when  the  perineum  is  so  muscularly  resisting,  or  so  soft  or 
cheesy^  that  it  will  not  dilate,  in  which  rupture  is  inevitable. 
There  is  tenfold  more  danger  in  such  cases  than  in  the  enormous 
but  slow  and  equable  distention  sometimes  met  with,  and  which 
can  be  combated  by  the  measures  just  referred  to. 

Few  obstetricians  are  not  now  agreed  as  to  the  advisability  of 
immediately  operating  on  all  cases  of  rupture  of  any  extent, 
whether  the  rectum  is  involved  or  not  In  a  very  few  cases  of 
undoubtedly  contracted  pubic  arch  or  other  pelvic  deformity,  if 
the  sphincter  ani  is  entire,  there  is  less  danger  in  allowing  the 
fissure  to  remain  than  in  closing  it,  only  to  be  perhaps  more 
deeply  torn  on  the  next  occasion.  No  doubt  a  certain  number  of 
cases  do  well,  if  the  limbs  are  kept  close  together  and  great 
cleanliness  is  observed ;  but  I  am  sure  they  are  exceptions,  as  far 
as  union  is  concerned,  although  I  have  known  more  than  one  case 
where  deep  recto-vaginal  tears  have  thus  spontaneously  healed. 
Moreover,  these  cases  of  ruptured  perineum  are  the  most  fruitful 
sources  of  puerperal  septiccemia.  Their  torn  surfaces  absorb  that 
eontagium  vivum  which,  once  admitted  to  the  system,  cannot  be 
washed  away  like  the  stinking  fluids  of  decomposing  placenta  or 
clots  in  the  uterus  or  vagina.  If  the  wound  bo  well  closed  by 
metallic  sutures,  and  well  saturated  with  antiseptic  glycerine, 
this  danger  is  immensely  lessened.  All  attempts  to  operate  after 
the  first  few  hours,  when  the  wound  is  fresh,  until  the  parts  have 
shrunk  and  become  covered  with  mucous  membrane,  that  is  to 
say,  for  many  weeks,  are  generally  fruitless. 

When  the  rupture  is  allowed  to  remain,  there  are  always  more 
or  less  serious  results.  If  the  recto-vaginal  septum  is  torn  through, 
the  life  of  the  patient  is  rendered  perfectly  miserable  bj  the  escape 
of  faeces,  or  perhaps  onl^  of  flatus,  or  very  watery  Iseces.  But 
even  if  the  sphincter  am  remain  serviceable,  the  absence  of  the 
muscular  perineum  is  of  serious  consequence  True  it  is  that  it 
in  no  way  directly  supports  the  uterus,  and  when  that  organ  has, 
from  other  causes,  so  far  descended  as  to  press  upon  it,  it  is  of 
little  avail  to  prevent  external  protrusion,  but  the  absence  of 
perineal  support  allows  the  vaginal  wall  to  bulge  out  both  an- 
teriorly and  posteriorly,  ^hen  distended  by  the  Wadder  or  rec- 
tum.   This  state  of  matters,  a  great  discomfort  in  itself,  tends  to 
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grow  worse  and  worRe,  and  ultimately  involves  the  descent  of  the 
uteruR.  Much  attention  has  of  late  years  been  paid  to  improving 
the  various  operations  for  the  repair  of  the  perineum.  It  forms 
no  part  of  such  a  work  as  this  to  attempt  a  criticbm  of  these 
operations,  and  even  to  endeavour,  in  the  space  at  our  disposal,  to 
recapitulate  all  the  improvements,  more  or  less  valuable,  that 
have  been  propsed,  would  only  tend  to  the  confusion  of  the 
reader,  if  not  the  writer.  It  seems,  therefore,  better  to  describe 
such  proceedings  as  have  commended  themselves  to  me  as  an 
obstetric  physician  by  their  simplicity,  facility  of  execution,  and 

S roved  success,  referring  those  who  desire  to  study  the  surgical 
etails  more  minutely  to  suitable  sources  df  information.  The 
operations  required  are  either  primary  or  secondary,  and  will 
var^  in  extent  according  to  whether  it  is  merely  the  triangular 
perineal  body  that  is  torn,  or  whether  the  recto-vaginal  septum 
IS  also  involved. 

The  primary  operation  leaves  little  or  no  time  for  much  study 
or  consideration ;  it  is  a  general  practitioner's  operation,  the  steps 
of  which  should  be  &miliar  to  all,  and  the  means  for  its  per- 


FiG.  39.— Well's  Needle-holder. 


formance  should  never  be  far  to  seek.  A  suitable  needle  or 
needles,  and  suitable  material  for  ligatures  are  the  sole  necessaries, 
and  these  add  little  to  the  weight  or  bulk  of  the  obstetric  bag. 
For  ligatures  there  is  nothing  equal  to  silver  wire,  and  a  yard  or 


Fio.  40. — American  Needle-holder. 


two  of  this  should  be  cut  into  pieces  of  nearly  a  foot  in  length. 
No.  24  possesses  the  best  thickness  and  strength,  combined  with 
flexibility.  Silk,  hemp,  or  gut  are.all  occasionalUy  employed, 
and  it  is  a  great  advantage  to  have  a  few  gut  ligatures  in  aaditioii 
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to  the  wire.  As  reeards  needles,  the  majority  of  writers  prefer  a 
long  carved  one  fixed  in  a  handle,  with  the  eye  set  in  the  point,  and 
of  conrse  a  variety  of  curves,  though  not  essential,  is  an  advantage. 
These  needles  should  never  have  cutting  edges.  For  silk  ligatures, 
some  such  curved  needles  are  absolute^  required,  as  they  are  used 
to  carry  them  around  one  side  of  the  tear,  and  after  bending  over  its 
va^nal  edges,  outwards  around  the  other  side.  Many  prefer  to  use 
well-tempered,  curved^  sewing  needles  of  various  sizes,  which  are 

f  aided  first  through  oneside  and  then  through  ihe  other  by  needle- 
olders.    Several  such  needle-holders  are  in  use,  such  as  Wells's 
(fig.  39),  or  one  usually  known  here  as  the  American  holder  (fig. 


Fig.  41.— Hagedorn'i  Needle-holder  and  Needle, 

40)  but  the  most  handy  that  I  have  seen  is  that  of  Hagedorn  of 
Magdeburg  (fig,  41),  introduced  into  this  countrv  by  Krohne  and 
Sesemann.  It  acts  much  more  easily  and  simply  than  would  be 
supposed  at  a  first  glance,  and  the  flat  needles  supplied  with  it  are 
so  made  as  to  com^etely  resist  fracture  of  their  eyes  when  thus 
seized,  a  very  frequent  accident  with  most  others.  If,  however, 
silver  wire  be  used,  the  operation  is  greatly  siifapliticd  by  the  use 
of  a  long,  straight,  rouna  needle,  in  a  good  firm  handle,  with  a 


Fig.  ^— Stralglit  Perineal  Needle  recommended  by  the  aathor.    (}4,) 

large  well-bevelled  eye  near  its  point  (fig.  42).  This  and  its  su- 
ture wires  will  be  found  ampl^  sufficient  for  the  performance  of 
the  primanr  operation,  unless  in  the  case  of  great  tearing  of  the 
septum.  It  is  much  more  satisfactory  to  place  the  patient  ou  her 
back  than  to  be  satisfied  with  the  left  lateral  position,  and  she 
must  be  brought  to  the  edge  of  the  bed  in  as  good  a  light  as 
possible.  Anaesthesia  may  be  used  if  she  is  very  excitable,  and  if 
the  uterus  is  well  contracted,  but  owing  to  numbueBs  of  the  parts, 
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caused  by  the  previous  perineal  stretching,  there  is  usually  less 
pain  from  the  operation  than  might  be  expected.  A  good  nurse 
will  contrive  to  nold  up  and  separate  both  knees,  while  the  nates 
and  feet  rest  on  the  edge  of  the  bed,  but  a  second  assistant  is  very 
servicable,  or  the  hand  and  foot  of  the  same  side  may  be  tied 
together.  The  operator,  however,  must  de]pend  on  himself  for  all 
else  but  retaining  the  patient  in  this  position.  The  whole  torn 
suiface  is  first  wiped  as  clean  as  possible,  and  any  extensive  bleed- 
ing is  arrested  by  pressure  or  the  application  of  a  little  carbolised 
spirit.  A  piece  of  clean  sponge  or  linen  is  then  pushed  into  the 
vagina,  past  the  tear,  so  as  to  keep  back  the  lo3hial  discharge. 
This  must  be  removed  after  the  sutures  are  placed,  and  before 
they  are  tightened.  All  this,  like  every  other  obstetric  proceed- 
ing, should  be  rendered  antiseptic  by  the  free  use  of  carbolic  solu- 
tion.   The  left  forefinger  of  the  operator  is  now  placed  within  the 


YiQ,  i3.~lDtroductioQ  of  First  Suture,  with  Straight  Needle^ 
In  Immediate  Perlneorraphy. 

vagina,  ready  to  receive  and  guide  the  point  of  the  needle.  This 
is  inserted  on  either  side  first,  without  wire,  fully  half  an  inch  ex- 
ternal  to  the  torn  surface  of  skin  and  a  little  behind  its  posterior 
end,  and  is  pushed  through  the  intervening  muscular  tissues  to 
the  extreme  posterior  end  of  the  wound  in  the  mucous  wall.  A 
good  amount  of  muscular  tissue  is  thus  included  between  the  rent 
and   the  track  of  the  needle,  and   this   is   much    better  done 
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by  ft  straight  than  by  a  carved  one.  The  point  should  emerge 
as  nearly  as  possible  exactly  at  the  torn  edge  of  the  mucous 
membrane,  If  much  of  this  is  included,  it  will  form,  by  its 
inversion,  when  the  ligature  is  tied,  an  impediment  to  union, 
and  if  it  be  not  caught  at  all,  a  raw  surface  will  remain  above 
the  suture,  a  possible  source  of  septicsemia.  The  eyelet  of 
the  needle,  guided  and  guarded  by  the  left  finger,  is  pushed 
fairly  through  into  the  vagina,  and  threaded  there  with  one  of  the 
sections  of  wire.  If  the  needle  is  properly  made  and  the 
wire  is  of  due  thickness,  this  is  easily  accomplished  either  by  sight 
or  by  touch  alone,  if  the  patient  is  stout  or  muscular.  Bendmg 
back  an  inch  of  the  wire,  the  needle  is  withdrawn,  and  so  draws 
down  the  suture  on  one  side.  Precisely  the  same  thing  is  now 
done  on  the  opposite  side,  the  needle  withdrawing,  in  its  tract 
from  the  vagina,  the  other  end  of  the  wire  (fig.  48).    Two,  three, 


Fig.  44. — Quilled  Suture  of  Perineum  (Baker  Brown). 

or  four  other  sutures  are  similarly  passed  in  front  of  this,  at  equal 
distances,  the  foremost  being  close  to  the  apex  of  the  perineum. 
The  vaginal  plug  is  then  withdrawn,  and  the  wound  again  care- 
fully spongea  with  carbolic  solution,  cold  at  this  stage,  until  all 
bleeding  ceases.  The  stitches  must  now  be  tightened,  and  one 
pair  after  another  gradually  drawn  until  a  finger  in  the^^ 
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assures  us  that  tbere  is  an  even  surface  on  the  mucous  side  of  the 
wound.  Simple  twisting  of  the  opposite  wires  is  all  that  is 
necessary,  and  shot  or  other  clamps  are,  in  the  primary  operation 
at  any  rate,  a  needless  complication.  The  line  must  be  drawn  at 
that  amount  of  tightness  which  ensures  very  slight  traction  on 
the  whole  wire,  allowing  for  some  subsequent  swelling  of  the 
parts  and  easy  adaptation  of  the  torn  surfaces,  without  forcible 
s(iueezing  ot  the  intervening  parts.  The  wires  must  be  taut,  not 
tight.  The  twisted  ends  are  cut  off  a  full  half  inch  from  the  sur- 
face and  laid  flatly  on  the  sides  of  the  wound.  If  care  has  been 
taken,  an  interrupted  suture  or  two  of  gut,  at  gaping  points, 
should  be  unnecessary. 

The  after-treatment  should  consist  of  catheterism,  careful 
antiseptic  ablution,  light  nourishing  food,  and  the  other  step:* 
more  fully  described  when  speaking  of  the  management  of  vaginal 
or  uterine  operations  in  general  (Chap.  Ill)  The  stitches  may  be 
allowed  to  remain  for  about  eight  days.  The  patient  should  lie  mostly 
on  her  side,  right  and  left  alternately.  Post-puerperal  exigencies 
may  occasionally  require  us  to  depart  from  the  usual  dietetic 
rules.  The  question  of  locking  up  the  bowels  for  a  considerable 
time,  after  this  and  other  operations  of  the  perineum,  is  a  difficult 
one.  The  immediate  advantage  of  doing  so  is  self-apparent,  but 
the  subsequent  risk  from  the  passage  of  large  hardened  masses, 
which  forcibly  distend  the  recently  united  structures,  must  have 
also  occurred  to  every  operator.  On  the  whole  I  am  inclined  to 
agree  with  my  colleague.  Dr..  Culling  worth  (see  paper  in  Medical 
(Jhronicle^  November  1884),  that  it  is  advisaole  to  leave  matters 
very  much  in  the  hands  of  nature. 

In  venturing  to  propose  this  as  the  simplest  and  most  satisfac- 
tory method  of  operating  primarily  on  the  torn  perineum,  I  am 
aware  that  many  will  prefer  the  double  or  quilled  suture,  intro- 
duced by  curved  needles,  and  fastened  at  either  side  over  pieces  of 
quill,  catheter,  or  ivory.  This  (fig.  44)  is  familiar  as  "  Baker 
Brown's  "  method.  The  single  wire  is  more  simple,  and  quite 
as  effective,  and  much  havoc  may  be  played  with  the  soft  parts, 
in  stout  patients,  by  forcing  needles,  often  with  sharp  .  edges, 
around  the  necessarily  large  and  sweeping  curve. 

If  the  tear  has  completely  divided  the  perineum  and  gone 
through  the  sphincter  ani,  the  operation  just  described  will  yet 
suffice,  unless  the  recto-vaginal  septum  is  very  much  affected. 
The  perineal  structures  being  restored  to  their  natural  position, 
and  firmly  held  there  by  the  sutures,  the  torn  septum  is  thereby 
placed  with  its  edges  in  juxtaposition.  But  it  is  often  desirable 
m  such  cases  to  apply  one  or  more  sutures  to  the  septum  itself, 
though,  if  the  rupture  be  very  great,  subsequent  proceedings  will 
probably  be  required.    The  best  material  for  these  sutures  is  gut, 
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which  may,  after  iDsertion,  he  left  to  take  care  of  itself*  One 
straight  needle,  or  much  better,  a  small  curved  one  held  in  a 
needle-bolder,  is  armed  with  a  gut  ligature,  and  thus  passed  into 
the  vagina,  before  anything  is  aone  to  the  perineum.  A  finger 
of  the  left  baud  in  the  rectum  is  the  guide,  and  the  sense  of  tonch 
most  often  replace  that  of  sight.  One  or  more  sutures  are  thus 
passed  throu^  the  opposite  edges  ot  the  torn  septum,  including 
only  a  small  portion  of  its  substance,  and  their  ends  are  tied  and 
cut  short  witbin  the  vagina.  The  perineal  operation  is  then  per- 
formed. The  more  elahorate  proceedings  recommended  for  the 
secondary  operation  are  almost  always  impossible  in  primary 
cases,  and  1  suspect  that  some  of  our  eminent  surgeons,  who 
recommend  and  practice  these,  have  bad  little  or  no  experience  of 
the  lying-in  room,  especially  among  those  classes  which,  in  Eng- 
land at  any  rate,  seem  to  furnish  the  great  majority  of  such  cases. 
The  secondary  operation  is,  in  one  sense,  little  different  from  the 
primary.  It  aims  at  precisely  the  same  object,  viz.,  the  bring;ing 
toother  of  the  opposite  raw  surfaces  by  suture ;  but  it  requires 
to  nave  its  raw  surfaces  made  afresh,  and  it  is  conducted  under 
very  different  and  more  favourable  surroundings.  A  choice  of 
time,  and  a  choice  of  operator  are  open.  There  is  no  excuse  for 
the  want  of  sufficient  light,  or  of  assistance,  or  of  anything  else 
that  is  requisite  to  ensure  success.  As  in  the  case  of  the  primary 
operation,  it  may  be  necessary  to  repair  only  the  perineal  sub- 
stance, or  the  torn  recto-vaginal  septum  also.  The  operator,  under 
the  conditions  of  the  secondary  operation,  has  another  ^reat  ad- 
vantage ;  he  may,  if  he  think  it  advisable,  as  he  often  will,  repair 
the  torn  recto-vaginal  septum  first,  and  at  a  subsequent  operation 
proceed  to  the  repair  of  the  perineum. 


Fie.  45. — Slms'f  Spon^holder. 


Fie.  46.— Emmet'i  Knife-holder. 


At  least  four  assistants  are  necessary,  or  at  any  rate  useful,  to  , 
perform  these  operations  with  certainty  and  comfort     One  of 
these  takes  care  of  the  anses^etic,  and  two  support  the  legs  of  the 
patient    To  do  this  satisfactorily,  she  is  placed  in  lithotomy  posi- 
tion, the  hand  and  foot  of  the  same  side  being  tied  together.   One, 
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assistant  stands  on  each  side,  &cing  the  operator,  and  with  one 
arm  keeps  the  knee  of  the  patient  well  abducted,  while  with  the 
other  hands  they  hold  open  the  labia,  taking  care  to  keep  them 
exactly  in  the  same  position  on  each  side,  and  making  no  irregu- 
lar traction  in  any  direction.  Small  spatulee  are  more  convenient 
for  this  purpose  than  the  finders.  The  fourth  assistant  is  pre- 
pared to  assist  the  operator  with  sponges,  &c.,  and  must  be  careful 
m  doine  so  not  to  obstruct  the  light.  To  avoid  this  the  sponge 
should  be  small  and  held  b^  forceps  or  special  holders  (fig.  45). 
The  recto-vaginal  septum,  if  first  attacked,  and,  as  has  been 
stated,  this  may  often  suffice  for  one  operation,  where  the  rent  is 
severe.  The  opposite  edges  are  to  l^  freshened  down  to  the 
sphincter,  the  operator  seizing  first  one  and  then  the  other  with  a 
fine  hook  or  forceps,  and  carefully  cutting  it  away.  The  strips 
should  be  removed  from  the  vaginal,  rather  than  from  the  rectal 
wall.  For  this  purpose  either  a  fine  long-handled  bistoury  may 
be  used,  or  one  capable  ot  being  set  at  any  angle  to  its  handle 
(fig.  46),  as  introduced  by  Sims  for  operations  on  the  cervix 
uteri ;  but  the  majority  of  operators  will  succeed  best  by  using 
scissors,  curved  or  straight,  as  may  seem  most  convenient  (fig.  47). 
Those  who  practise  surgerv  of  this  kind  to  any  extent  wiu  find 
it  necessary  to  have  several  pairs  curved  in  various  ways.  Only 
a  thin  strip  is  required,  and  its  removal  is  a  very  delicate  process, 
As  far  as  possible  it  is  well  to  remove  the  whole  of  one  side  in 
one  strip,  and  no  islets  must  be  lett  behind.    To  ensure  the 


FlG.  47.~Boiemann's  Scissors. 


apposition  of  raw  edges  at  the  upper  angle,  it  is  well  to  lengthen 
the  tear  with  the  scissors  for  an  eighth  of  an  inch  or  thereabouts. 


Fig.  48. — LateraUy  Ganred  Needle,  for  flstolsB,  Ac 

The  septum  operated  upon  is  so  thin  that  its  certainly  of  adhesion 
is  increased  by  very  carefully  separating  its  two  layers,  or  splitting 
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it  to  a  slight  extent,  and  this,  quite  independently  of  any  relation 
to  modifications  where  the  slitting  is  made  more  thorough,  and 
the  vaginal  and  rectal  portions  treated  separately.  Sutures  have 
now  to  be  applied— gut  when  the  perineal  operation  is  performed 
at  the  same  time,  silver  when  it  is  not.  A  nner  wire  is  advisable 
than  that  used  for  the  thick  perineal  body.  The  needle  for  this 
purpose  must  curve  laterally  in  relation  to  its  holder,  whether 


Fie.  ^.— I^ler  Smith's  Tabular  Needle. 


thatjbe  free  or  attached  (fig.  48) ;  all  forms  of  tubular  instruments 
(fig.  49)  are^'apt  to  get  out  of  order,  and  the  handled  needles  are 
seldom  sufficiently^round  and  free  from  cutting  edges.  About  five 
sutures  are  reouired  to  the  inch ;  those  of  gut  are  tied  in  the  va- 
fi^na  and  cut  snort ;  those  of  silver  are  twisted,  and  cut  off  a  full 
half-inch  from  the  mucous  membrane,  and  the.  stumps  are  bent 
over  to  the  right  and  left  sides  alternately,  to  facilitate  removal. 

For  the  repair  of  the  perineum,  a  refreshening  process  is  re- 
quired on  a  larger  scale  than  would  at  first  suggest  itself.  Two 
raw  surfaces  are  required,  to  represent,  as  nearly  as  possible,  the 
torn  perineal  sides,  and  as  the  parts  have  now  shrunk,  the  freshen- 
ing must  extend  somewhat  into  the  buttock  and  vagina,  and  be- 
yond the  new,  glazed  mucous  membrane.  We  form  therefore 
such  a  raw  sur&ce  us  represented  at  fig.  60.  The  dissection 
should  commence  behind,  and  should  first  outline  the  posterior 
border  of  the  new  perineum,  then  gradually  working  wrwards, 
a  layer  of  the  requisite  size  and  shape  is  dissected  on  on  either 
side.  If  the  dissection  were  commenced  in  front,  the  blood,  trick-  • 
ling  backwards,  would  greatly  obscure  the  subsequent  progress. 
I  have  seen  the  proposed  outlines  ot  the  dissection  previously  map 
ped  out  with  a  pencil  of  nitrate  of  silver,  but  it  is  better  to  depend 
on  one's  observatien  at  the  time  of  the  operation.  The  two  sides 
roust,  however,  be  vivified  as  nearly  ali&e  as  is  possible.  Many, 
if  not  most,  operators  prefer  to  denude  the  proposed  surface  by 
snipping  with  fine  scissors  rather  than  by  the  knife.  All  bleeding 
muBt  be  stopped  by  pressure  and  torsion  of  the  most  vascular 
points ;  and  continuous  oozing,  by  cold,  or  by  a  fine  stream  of  hot 
water,  or  by  the  use  of  spirit  of  wine. 
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A  totally  diflPbrent  plan  of  revivifying  was  proposed  by  Dr. 
Jenks  of  Chicago  in  the  American  Journal  of  Obstetrics  for  April 
1879,  p.  262,  and  has  been  tried  with  succesa  by  Emmet,  Albert 


Fio.  50.— Perineam  Freshened,  with  Satures  introdaced. 

Smith,  and  others.'  He  first  makes  a  small  incision  with  fine 
scissors,  about  the  centre  of  the  lower  border  of  the  proposed  raw 
surface.  Through  thi&  both  blades  are  insinuatea,  below  and 
parallel  to  the  mucous  surface,  and  its  separation  is  now  performed 
subcutaneously  by  repeated  snippings.  Discoloration  of  the  sur- 
face clearly  marks  the  route  the  scissors  have  taken,  but  there  is 
no  external  hflemorrhage,  except  a  few  drops  from  the  opening, 
and  the  process  is  rapid.  When  the  whole  required  surface  is  thuR 
separated  from  its  attachments,  and  clearly  indicated  to  the  eye, 
the  flaps  are  cut  away  on  each  side  by  scissors,  with  perfect 
regularity  of  outline,  and  there  is  no  necessity  for  searching  for  is- 
lets of  mucous  tissues  not  separated.  I  look  upon  this  plan  as  a 
most  valuable  contribution  to  gynfiecological  surgery,  and  it  can 
be  made  equally  available  for  those  modifications  of  the  operation, 
where  the  flaps  of  mucous  membrane  are,  instead  of  being  cut 
away,  utilised,  by  their  apposition,  to  increase  the  strength  and 
thickness  of  the  perineum.  A  probe-pointed  tenotomy  knife  can 
be  introduced,  and  used  in  the  same  way  as  the  scissors,  but  is 
more  likely  to  give  rise  to  some  troublesome  haemorrhage  after- 
wards. 

When  the  freshening  is  completed  by  the  removal  of  the  neces- 
sary surface,  and  oozing  has  ceased,  the  sides  are  brought  together 
pjrecisely  as  in  the  primary  operation.  The  straight  needle  and 
silver  wire  will  in  most  cases  suffice  equally  well  in  the  secondary 
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operation  if  care  be  taken  to  place  the  posterior  stitch  quite  up 
to  the  posterior  angle  of  the  wound  in  the  vaginal  mucous  wall. 
If  there  is  still  a  small  portion  of  ununited  recto  vaginal  septum, 
which  has,  however,  bc^n  well  freshened,  many  authorities  recom-  • 
mend  the  use  of  one  posterior  stitch,  which  would  certainly  re- 
quire a  long  and  well-curved  needle  for  its  insertion.  The  course 
of  this  stitch  is  as  follows : — Entering  on  one  side,  half  an  inch  at 
least  external  to  the  lower  margin  of  the  anus,  it  passes,  guided 
by  a  finger  into  the  rectum,  through  the  muscular  tissues,  into 
the  cellular  tissue  between  the  rectum  and  vagina,  round  and 
above  the  upper  ed^e  of  the  rent,  without  emerging,  and  so  down- 
wards on  the  opposite  side.  This  stitch,  if  used  as  at  all,  must  be 
inserted  before  tnose  in  the  perineum,  and  it  must  be  clamped  at 
each  extremity,  rather  than  tied,  so  as  not  to  occlude  the  anus. 

The  proceedings  now  given  is  the  one  which  seems  to  me  to  be, 
on  the  whole,  most  capable  of  yielding  good  success,  in  the  hands 
of  an  operator  endowed  with  a  fair  orainary  amount  of  skill.  But 
there  are  very  many  modifications,  some  of  which  are,  I  believe, 
improvements,  especially  in  the  hands  of  the  dexterous  sur 
geons  by  whom  they  are  introduced ;  others  are,  I  am  sure 
unnecessary  complications.  In  Barker  Brown's  Surgical  Diseases 
of  Women^  1886,  the  student  will  find  the  basis,  of  these 
operations  most  carefully  laid,  the  improvements  which 
have  since  been  chiefly  of  advantage  being  the  intro- 
duction of  silver  wire  for  ligatures,  and  the  abandonment 
of  the  double  or  quilled  suture.  A  great  number  of  the  proposed 
alterations  have  also  for  their  object  to  avoid  the  removal  of  any 

Sart  of  the  tissues,  and  instead  of  entirely  removing  the  dissected  '  " 
a|)s,  to  utilise  them  for  the  purpose  of  closing  the  rent  and  ren- 
dering its  adhesion  stronger.  This  is  accomplished  by  turning 
them  upwards  into  the  vagina  and  uniting  their  raw  surfaces. 
The  coxcomb-like  projection  thus  formed  soon  shrinks.  In  Em- 
met's Principles  and  JPractice  of  Gyncecology  (1880),  the  student 
will  find  much  recent  information  on  perineorraphy  as  on  all 
surgical  questions  in  gynsecology.  In  Schroeder  {ZiemsserCs  Cy- 
clopcedia^  vol.  x.)  he  will  find  a  short  description  ot  Langenbeck's 
and  Simon's  methods.  Lawson  Tait's  ingenious  procedure  for 
utilising  the  flaps  {Obstetrical  Journal^  vol.  vii.)  I  have  known 
produce  excellent  results,  but  it  is  not  elVery  tyro  who  will 
clearly  understand  it,  unless  he  sees  it  actually  performed.  Ban- 
tock  {Rupture  of  Female  Perineum^  1878)  tonveys  much  useful 
information,  and  GkK)dell  {Lessons  in  Gynaecology^  1880),  in  his 
racy  manner,  gives  much  sound  practical  advice  on  the  subject  of 
perineal  repair.  No  one  would,  I  suppose,  undertake  the  man- 
agement Ola  delicate  case  of  this  kind  without  carefully  study- 
ing one  or  more  of  such  authorities. 
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CHAPTER  III. 

Methods  and  Means  commonly  employed  in  Surgical  Treatment.  Instru- 
ments used  in  Local  Treatment.  Methods  of  Introducing  Remedial  Sub- 
stances. General  Management  of  GYNiSCOLOGiCAL  Operations. 
Preparation.    Antiseptics.    After-Treatment.     An^bsthesia. 

In  speaking  of  the  after-treatment  of  the  operations  for  torn 
perineum,  at  the  close  of  the  last  chapter,  I  referred  to  the  pres- 
ent for  some  further  details.  It  would  seem  that  a  good  deal  of 
unnecessary  repetition  may  be  avoided,  if,  in  this  section,  1  intro- 
duce a  few  somewhat  discursive  remarks  on  several  of  the  means 
and  methods  employed  in  the  surgical  treatment  of  female  dis- 
eases. Many  means  of  the  kind  are  only  applicable  to  a  small 
number  of  cases,  and  only  intelligible  when  these  are  under  con- 
sideration. Others  have  a  more  general  application,  and  these  I 
propose  to  mention  here. 


Certain  Instruments  Used  in  Treatment. 


1.  Aspirators. — Both  for  diagnosis  and  treatment,  the  aspirator, 
in  some  form,  is  very  commonly  required.  For  the  former  pur- 
pose it  may  be  necessary  to  remove  only  an  exceedingly  small 
quantity  of  fluid  for  examination,  or  perhaps  merely  to  ascertain 
whether  there  is  any  fluid  to  remove ;  and  in  such  cases  the 
ordinary  subcutaneous  injection-syringe  will  suffice.  If  full  anti- 
septic precautions  are  employed,  the  use  of  this  may  be  said  to 
be  quite  free  from  danger.  In  order  to  reach  cysts  situated  high 
in  the  pelvis,  or  in  the  abdomen,  a  much  longer  tubular  neeole 
may  be  employed,  furnished  with  a  stop  cock  (fig.  51).  I  prefer 
to  call  this  form  of  aspiration  "  exploration."  In  the  case  of  very 
small  cysts,  those  of  the  labia  or  vagina,  for  instance,  even  when 
complete  emptying  is  required,  this  means  may  also  suffice ;  but  a 
larger  and  more  complicated  instrument  is  generally  necessair, 
the  essentials  of  which  are  good  sized  receiver,  a  strong,  well- 
fitting  exhausting  syringe,  trocars  of  various  sizes,  or  needles 
'  into  which  the  cutting-point  can  be  withdrawn,  and  a  con- 
necting flexible  tube,  with  one  or  more  stop-cocks.  .  The  instru- 
ment of  Rasmussen  (fig.  52)  fulfils  these  conditions,  though  there 
are  several  others  of  more  elaborate  make.    For  the  diagnosis  of 
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Fio.  51.— Aspirator  Needle. 


the  contents  of  ovarian  tumours  from  ascitic  fluids,  or  fi^m  the 
fluid  of  parovarian,  renal,  hepatic,  mesenteric,  or  other  cysts,  the 
aspirator  U  frequently  oec^sary*  OyBtic,  or  apparently  cystic, 
~  tumours  in  the  pel- 

vis, containing  blcHxl, 
pus,  serum,  or  ova- 
rian or  other  fluids, 
may  thus  be  diag- 
nosed, but  puncturing 
of  these  by  any  but 
the  very  finest  nee- 
dles is  very  gravely 
to  be  deprecated,  un- 
ss  the  surgeon  is 
'prepared  to  act  at 
once  upon  the  knowl- 
edge thus  obtained. 
The  fluid  of  an  extra- 
uterine foBtation  may 
also  be  removed  by  a 
fine  aspirator,  with  a  view  to  arresting  the  growth  of  the  foetus. 
2.  EcraseiirB. — The  ecraseur  is  another  instrument  in  frequent 
use  for  the  removal  of  tumours  which  can  be  encircled  by  its  wire 
or  chain,  especially  those  growths  which  have  more  or  less  of  a 
pedicle  of  attachment.  It  has  the  advantage  of  performing  a 
bloodless  amputation  ;  it  can  often  be  applied  where  the  knife  or 
scissors  cannot  reach,  and,  if  curved,  it  often  avoids  the  necessity 
of  dragrging  the  parts  too  forcibly  downwards.  On  the  other 
hand,  its  incision  is  less  clearly  defiaed  than  that  of  the  kniie,  a 
matter  of  importauc  i  in  malignant  disease,  and  if  there  be  not  a 
well-defined  pedicle,  it  may,  as  it  were,  scalp  the  included  growth 
rather  than  cut  clearly  through  its  attachment.  In  some  cases 
this  can  be  avoided  by  first  transfixing  the  mass  with  a  needle  just 
outside  the  bite  of  the  wire  or  chain  (fig.  53).  The  following  are 
the  chief  forms: — The  chain-ecraseur  of  Chassaignac  (fig.  54)  and 
its  modifications ;  the  wire  or  wire-rope  ecraseur  (fig.  55),  which 
may  also  bcf curved  in  its  shank;  and  the  galvanic  ecraseur.  A 
smaller  form  of  wire  ecraseur  is  used  by  Emmet  as  a  tourniquet 
to  constrict  the  cervix  uteri,  and  so  arrest  hsemorrhage  during  the 
performance  of  operations  on  that  organ.  Growths  of  the  vulva 
or  vagina,  the  cervix  uteri  itself,  polypi  or  polypoid  fibroids  of 
the  uterus,  whether  intra  or  extra-uterine,  are  very  frequently  re- 
moved by  the  ecraseur.  The  pedicle  in  ovariotomy  is  also  occa- 
sionally divided  in  this  way. 

The  chain-ecraseur  has  undoubtedly  very  great  power,  and  is 
therefore  applicable  for  the  amputation  of  large  or  solid  growths. 
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when  it  can  be  made  to  en- 
circle them.  When  they  are 
high  up  in  the  uterus  this  is, 
however,  often  very  difficult, 
owing  to  the  too  great  flexi- 
bility of  the  chain.  Marion 
Sims  had  an  ingenious  appar- 
atus for  keeping  the  chain 
loop  open,  and  guiding  it  over 
a  bulbous  polypus,  but  in  reoUy 
difficult  cases  I  have  not  been 
able  to  succeed  vrith  it,  and 
the  same  experience  has  oc- 
curred to  others.  A  whipcord 
may  be  passed  round  by  means 
of  such  an  instrument  as  Bel- 
ocq's,  used  for  plugging  the 
posterior  naros,  or  by  the  old- 
fashioned  Gooch's  cannulse,  or 
by  two  gum-elastic  male  cath- 
eters, through  each  of  which 
the  ligature  is  passed,  uniting 
them  loosely  at  their  further 
extremities,  and  by  this  cord 
the  chain  may  be  drawn  round 
the  pedicle  or  base.  Even  then 
it  may  be  very  difficult  after- 
wards to  fix  the  chain  prop- 
erly so  that  the  ecraseur  will 
work.  The  wire  instruments 
are  rather  more  simply  con- 
structed, and  the  wires  used 
vary.  The  best  of  all  is  a 
well-annealed  steel  wire,  which 
may  be  had  of  any  strength, 
and  of  very  great  pliability  at 
the  same  time,  and  there  are 
few  intra-uterine  growths  over 
which  it  cannot  be  manoeuvred. 
The  wires  of  many  strands 
are   useless   for    very    resisting 

growths,  but  Messrs.  Newall  &  Co.,  of  130  Strand,  London*,  man- 
ufacture a  rope  for  telegraphic  purposes,  which  was  first 
favourably  mentioned  by  Mr.  Barwell  at  the  London  Clinical 
Society.  It  is  very  strong  and  very  flexible,  superior  to  the 
single  wire  in  flexibility,  but  slightly  inferior  in  strength.     The 
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galvanic  ecraseur  (fig  56),  when  its  platinum  wire  is  heated  suffi- 
ciently, cuts  througn  as  clearly  as  a  knife.     The   wire  should, 

while  cold)  be  tightened 
8  ^^  just  sufficiently  to    hold 

firmly,  and  the  screw  must 
afterwards  be  used  slowly, 
so  that  it  may  burn,  not 
tear  through.  The  least 
over  tension  will  break  it. 
It  is  very  important  to 
ascertain  before  operating 
that  the  number  of  cells 
is  sufficient  to  heat  the 
thickness  of  platinum  wire 
used,  and  it  should  b«  re- 
membered that  the  heat 
required  is  much  greater 
when  the  wire  is  sur- 
rounded by  moist  tissues, 
than  when  free  in  the  air. 
The  galvanic  ecraseur  is 
admirably  adapted  for 
growths  of  the  vulva  or 
cervix.  It  cannot  be  re- 
tained in  its  place  by  a 
vulsellum  or  metal  need- 
le, as  the  electric  current 
is  thus  wrongly  directed, 
but  a  bone  needle  may  be 
need  for  the  purpose. 

8.  Oalvanic  or  Ther- 
mal Cauteries  are  of  ser- 
vice in  many  other  forms 
beside  that  of  the  ecras- 
Whenever   any 


Fio.  'H. — Chassaignac'B  Chain 
Ecraseur 


eur. 


Fig.  55.  Braz- 
ton  Hlck'B 
Wire  Ecra- 
seur. 

growth  can  be  destroyed  by  the  action  of  heat,  and  when  there 
are  great  or  insuperable  difficulties  in  getting  beyond  it,  the 
variously  shaped  instruments  which  are  attached  to  Paquelin's 
thermo  cautery  (figj.  57),  or  which  may  be  adapted  to  the  ^Ivan- 
ic  battery,  may  be  used  for  this  purpose,  and  especially  the 
white-heated  blunt  knife  can  be  used  bloodlessly  and  safely  on  re- 
dundancies of  the  external  genitals,  or  for  opening  cysts  or  ab- 
scesses. Till  Fan  re's  or  other  accumulators  of  electricity  are 
placed  more  freely  at  the  disposal  of  the  profession,  Paquelin's 
instrument  will  be  found  most  useful.  I  have  not  attempted  to 
describe  the  detailed  action  of  either  il  or  the  galvano-ecraseur. 
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A  few  minutes'  inspection  will  be  more 
serviceable  than  any  instruction  in  their 
absence. 

4.  Curettes. — ^The  Curette  is  an  in- 
strument of  comparatively  recent  intro- 
duction, of  undoubted  service,  but  capa- 
ble of  being,  as  it  has  been,  very  dan-  - 
gerously  abused.  Recamier's  instru- 
ment, introduced  in  1850,  was  a  small 
steel  loop,  with  a  very  decidelv  sharp 
scraping  ed^  attached  to  a  ^tifi  handle. 
Since  then  it  has  been  advantageously 
modified  by  Thomas  and  others  (fig.  58), 
becoming  merely  a  blunt,  though  not 
very  thick,  wire  loop,  with  a  handle 
which  is  capable  of  being  slightly  bent, 
while  the  loop  is  rigid.  Simon  uses  a 
cup-shaped  scoop  of  steel,  of  various 
shapes  and  sizes.  For  diagnostic  pur- 
poses, the  curette,  introduced  through 
the  naturally  or  artificially  dilated  cer- 
vix, may  be  employed  to  scrap  small 
portions  from  any  sufficiently  soft  intra- 
uterine growth,  for  microscopic  exami- 
nation ;  and  it  has  been  freely  used  by 
S.  Moricke  in  his  investigations  of  the 
menstrual  mucous  membrane.  For  the 
removal  of  chronic  intra-uterine,  inflam- 
matory granulations,  it  is  also  as  safe 
and  effectual,  in  thoroughly  practised 
handp,  and  none  else  should  use  it,  as 
the  more  powerful  caustic  fluids, 
and  it  is  a  valuable  addition  to  our 
means  of  treating  retained  and  adherent 
products  of  abortion.  For  the  removal 
of  intra-uterine  malignant  growths  it  is 
also  available,  although,  as  it  is  impos- 
sible to  hope  for  cure  in  this  way,  it 
should  only  be  used  in  the  presence  of 
continued  wasting  discharge,  which 
we  hope  for  a  time  to  alleviate,  and 
there  is  always  some  danger  of  the  por- 
tions of  diseased  tissue  thus  loosened 
adding  to  the  rapidity  of  secondary 
systemic  infiltration.  Volkmann's 
spoon  may  also  occasionally  be  turned 
to  account  in  uterine  practice. 


Fio.  56. — GaWanic  Ecraseor. 
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A  B 

Fio.  57.— Paquelln's  Cautery. 


Fio.  58.— Sim's  Curette. 


5.  Scaiifioators- — ^Depletion  of  the  cervix  uteri  is  sometimes  of 
undoubted  advantage.  For  this  purpose,  leeches  used  to  be  freely 
employed,  but  their  application  is  exceedingly  troublesome,  and 
many  accidents  have  followed  in  its  wake — dangerous  haemor- 
rhages, septicaemia,  hysterical  complications,  and  escape  of  the 
animal  into  the  uterus.  Their  application  is  unsuited,  for  diflfer- 
ent  reasons,  to  the  practitioner,  or  to  the  ordinary  nurse.  Some 
form  of  scarification  is  now,  therefore,  always  preferred,  though 
leeches  are  still  occasionally  applied  to  the  perineum,  for  general 
engorgement  of  the  pelvic  viscera.  It  matters  little  whether  the 
s(»uificator  is  round,  spear,  or  otherwise  shaped  ;  any  cutting  in- 
strument, with  a  handle  long  enough  to  permit  of  its  use  with 
a  handle  long  enough  to  permit  of  its  use  with  the  speculum,  will 
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suffice  (fiff  59).  Several  radiating  cuts  are  made,  about  an  eighth 
of  an  inch  deep,  which  will  bleed  freely,  though  seldom  profusely. 
In  acute  inflammation  of  the  uterus  or  its  neighboring  parts, 


Fig  60.— Palfrey'B  Scarificator. 

scarification  of  the  cervix  often  gives  considerable  relief.  Among 
chronic  affections,  the  chief  indications  are  dysmenorrhoea,  prior 
to  acute  exacerbations,  when  these  can  be  reasonably  foretola,  the 
occasional  sub-acute  engorgement  of  fibroid  growths  or  chronic 
enlargements  of  the  uterus,  suppressed  menstruation  with  great 
pelvic  fulness,  and  chronic  cervical  endometritis  with  follicular 
projections  from  the  cervix,  in  which  case  as  many  as  possible 
of  these  follicles  should  be  punctured.  I  have  no  experience  of 
scarifying  the  interior  of  the  uterus  except  by  curette  The  pain 
of  scarification,  except  under  conditions  of  acute  inflammation, 
is  only  trivial,  but  the  operation  should  never  be  performed 
except  at  home  and  in  bed.  One  can  never  be  quite  sure  of  not 
meeting  with  a  special  hsemorrhagic  tendency,  or  wounding  a 
varicose  vein  of  the  cervix. 

Incision  of  the  cervix  uteri,  for  the  purpose  of  enlarging  its 
canal,  will  be  spoken  of  under  the  headings  of  Dysmenorrhoea, 
Uterine  Flexions,  Fibroid  Tumors,  Ac.  dilatation  of  the  same 
part  by  various  artificial  means  for  diagnostic  or  therapeutic 
puriK)ses,  will  also  then  be  discussed. 

6.  Sutures  and  Ligatures.  -  So  many  gynaecological  pro- 
cedures, slight  and  of  every-day  occurrence,  or  severe  and  within 
the  range  of  the  specialist  alone,  involve  the  bringing  together  of 
torn  or  artificially  freshened  parts,  that  it  will  be  well  to  say  a 
few  words  on  the  subject  of  ligatures  and  sutures,  their  material, 
and  mode  of  introduction  and  removal.  As  regards  m/iterialy  our 
choice  is  practically  threefold — metal,  silk,  or  gut. 

Metal  Sutures  are,  for  the  great  majority  of  purposes,  the 
best,  wherever  they  cannot  be  left  for  absorption  or  other  disposal 
by  nature  alone,  without  removal-  They  can  be  made,  and  are  in 
their  nature  absolutely  a-septic.    They  can  be  retained  with  im- 

S unity  for  a  very  long  time.  They  are,  if  of  rignt  material,  as 
exible  and  as  strong  as  can  possibly  be  desii^.  An  era  in 
gynaecological  surgery  commenced  when  the  best  form  of  metal 
sutures  was  introduced  by  Marion  Sims,  and  no  kind  of  metallic 
suture  equals  pure,  or  nearly  pure,  silver.  Galvanized  iron  wire 
has  some  advantages,  chiefly  on  the  score  of  expense;  but  the 
requisite  degrees  of  strength,  flexibility,  and  thickness  are  not  in 
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the  market.  Silvered  or  electro-plated  wires  are  an  utter  snare 
and  delusion  ;  they  break,  or  they  hank^  or  they  otherwise  fail  one 
at  the  most  critical  periods  of  an  operation.  I  advise  the  general 
practitioner,  even  one  who  will  never  attempt  any  plastic  opera- 
tion beyond  repairing  a  recently  torn  perineum,  to  insist  on  his 
iDstrument-maKer  guaranteeing  him  a  few  yards  of  silver  wire, 
toughened,  perhaps,  by  a  slight  alloy,  but  not  electro-plated  rub- 
bish. There  are  several  varieties  of  thickness  which  may  be 
employed  for  diflferent  jjurpoees.  No.  24  is  a  strong  though  flexi- 
ble wire,  suited  for  stitching  the  deep  perineal  tissues,  or  for 
bringing  together  the  abdominal  walls  in  abdominal  section.  No. 
28  and  No.  30  are  more  suited  for  vesico-vaginal  operations,  or 
stitching  the  torn  cervix,  but  occasionally  a  stouter  wire  is  pre- 
ferable m  this  latter  case,  when  the  parts  are  indurated  and  the 
gaping  is  persistent 

Silk  is  also  spun  of  very  varying  thickness,  and  the  medium 
sizes  are  still  preferred  by  some,  where  the  majority  prefer  silver. 
If  made  of  silk  only,  and  well  carbolised,  they  are  certainly  avail- 
able for  such  purposes,  but  not  so  safe  as  good  wire.  Some  years 
ago  I  tried  alternate  silk  and  silver  sutures  for  the  abdominal 
walls  in  ovariotomy,  and  I  had,  in  the  same  cases,  several  small 
purulent  foci  around  the  former  and  none  about  the  latter.  For 
the  pedicle  in  ovariotomy  the  strongest  makes  of  pure  China  silk 
answer  admirably. 

Qut  Sutures,  thoroughly  carbolised,  may  be  used  for  tyin^ 
small  vessels  within  a  closed  wound,  but  torsion  should  nearly 
always  suffice  for  these.  There  are  few  who  dare  trust  the  ova- 
rian pedicle  to  them ;  but  either  they  or  fine  silk  ligatures  do  well 
for  small  adhesions,  and  are  ne^r  heard  of  more.  For  deep  su- 
tures about  the  vagina,  where  it  would  be  almost  impossible  to 
reach  them  for  removal,  without  injuring  lower  and  recently 
united  parts,  the  gut  suture  answers  well,  and  in  time  it  entirely 
disappears.  Lister's  chromic  cat-gut  ligature  lasts  a  considerable  - 
time,  where  that  is  de- 
sirable, and  Bantock 
greatly  prefers  the  so- 
called  silk-worm  gut 

Gut  and  silk  are  tied 
in  the  ordinary  knot, 
but  wire  requires  to  be 
twisted  or  clamped.    I 

think   there  is  a    strong  Fio.eo.— SUver  wire  TwlsUng  (Emmets). 

tendency  to  abandon  the 

latter  procedure  in  favour  of  the  former.  When  the  wound  is 
upon  the  external  surface  of  the  abdomen  or  perineum,  twistmg 
can  be  performed  by  the  fingers  alone,  as  well  as  by  any  instru- 
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xnente, — the  more  nimble  the  fingers,  the  more  is  this  true ;  but 
when  this  has  to  be  done  within  the  vaginal  or  other  cavities,  two 
instruments  are  useful  or  even  essential.  One  of  these  is  a  minute 
fork  (fig.  60),  through  the  slit  in  which  both  ends  are  carefully 
placed,  and  shouldered  together  at  the  right  spot,  while  the  twist- 
ing is  performed  by  the  other,  a  broad  pair  of  forceps.  Removal 
is  effected  by  gently  lifting  the  twisted  portion,  snipping  one  side 
close  to  it,  and  then  drawing  the  twist  slowly  over  towards  the 
cut  side,  while  the  edges  of  the  wound  are  pressed  with  the 
closed  scissors.  The  operator  will  find  many  minute  and  valu- 
able suggestions  on  the  whole  subject  of  sutures  in  Emmet's 
Principles  and  Fractice  of  Gyncecology.  , 

Introduction  of  Bemedial  Substances. 

Vaginal  Injections. — ^Vaginal  injections  are  required  either 
for  the  purpose  of  introducing  remedial  fluids  to  the  walls  of  the 
vagina,  in  the  various  chronic  or  acute  affections  of  that  organ, 
for  washing  away  hurtful  discharges,  or  for  the  effect  to  be  pro- 
duced upon  the  surrounding  organs  and  tissues.  The  various 
substances — astringent,  antiseptic,  soothing,  or  alterative — em- 
ployed for  the  first  of  these  indications,  will  be  mentioned  in 

Chapter  V.  and  elsewhere,  but  their 

\-_A.-_  ^^^^^7  is  ^^^^  impaired  or  entirely 
^"*^'"m  destroyed  by  faulty  methods  and 
^LhhH  inBtruments.  The  classical  clyster- 
^K5^M  pump  of  Moliere's  time  is  entirely 
out  of  date,  and  the  little  glass  or 
pejvter  instruments  sold  in  the 
shops  are  almost  absolutely  useless. 
Every  vaginal  injection-syringe 
should  be  furnished  with  a  slightly 
bulbous,  hard  caoutchouc  nozzle, 
some  five  or  six  inches  long,  and 
this  should  be  perforated  at  its 
side?,  and  not  at  its  extremity, 
otherwise  there  is  risk  of  perform- 
ing an  involuntary  intra-uterine  in- 
jection. If  well  made,  the  lateral 
orifices  should  also  perforate  the 
tube  obliquely  in  a  backwards  di- 
Fitted  with  such  a  nozzle,  there  is  nothine  better  for 


Fio.  61.— Hlgginson's  Syringe. 


rection. 


ordinary  purposes  than  Higginson's  syringe  ffig.  61).  If  the  patient 
is  strong,  she  can,  in  ordinary  cases,  use  it  nerseli,  and  it  is  very 
easily  managed  by  an  assistant.  When  frequent  or  continuous  irriga 
tion  is  required,it  is  better,however,  to  depend  on  simple  gravitation 
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or  syphon  action,  the  fluid  being  placed  at  a  higher  level  than  the 
patient,  and  allowed  to  gravitate  downward  by  its  own  weight. 
Fig.  62  illustrates  the  principle  of  the  vaginal  douche,  and  it  re- 
qaires  but  little  inventive  genius  to  extemporise 
each  an  one  in  the  cheapest  possible  fashion,  while 
much  more  elaborate  forms  of  the  same  thing  are 
purchasable.    Brass  pumps  and  patent  winding-up 
syphons  are  quite  unnecessary. 

The  position  of  the  patient  is  of  ^reat  impHortance. 
For  simple  washing,  or  mild  astringent  injections, 
the  semi-sitting  posture  over  a  hip-bath,  chamber 
utensil,  or  bidet^  mav  answer ;  but  it  is  very  fatigu- 
ing, and  fails  to  allow  of  the  full  effect  of  any 
remedy.  To  get  the  full  advantage,  the  patient 
must  lie  on  her  back,  with  her  hips  well  raised,  so 
that  the  fluid  gravitates  backwards.  Some  ingen 
uity  is  requircS  to  place  the  bed-pan  securely  under 
the  hips,  and  to  guard  the  bed  with  a  waterproof 
sheet  so  that  it  does  not  become  wet  or  soiled ;  and 
this  difficulty  may  sometimes  be  avoided  by  attach- 
ing to  the  tube  a  double  vaginal  piece  (fig.  63), 
which  directs  the  stream  coutinuously  where 
desired.  It  is  difficult,  however,  tc  secure  perfect 
adaptation  of  this  to  the  calibre  of  the  vagina  or 
vulva. 

Hot  Water  Im^ctions. — Dr.  T.  A.  Emmet  has 
conferred  an  invaluable  boon  by  introducing  into 
practice  the  injection  of  very  hot  water  into  the 
vagina,  not  for  its  own  treatment  only,  but  for  the 
purpose  of  removing  congestions  in  every  part  of 
the  pelvis.  Already  this  is  acknowledged  on  all 
hands  as  a  most  perfect  curative  measure  in  manv 
forms  of  uterine  or  pelvic  disease,  though  it  is  sel- 
dom carried  out  quite  efficiently.  Explain  it  as 
we  may,  it  is  an  undoubted  fiact  that  very  copious 
injections  of  very  hot  water,  with  the  pelvis  well 
raised,  do  tend  temporarily,  and  often  permanently, 
to  remove  that  venous  congestion  which  is  the 
most  troublesome  element  and  the  greatest  obstacle 
to  recovery  in  all  utero-pelvic  troubles.  In  all  chronic  enlargje" 
ments  of  the  uterus,  in  all  cases  of  chronic  pelvic  cellulitis,  and  in 
the  chronic  inflammatory  conditions  of  the  cervix,  with  or  with- 
out fissure,  I  know  of  no  one  remedy  which  gives  so  much  relie£ 
The  value  of  these  injections  in  renovating  mseased  mucous  sup- 
fiEtces,  and  preparing  them  for  operative  proceedings,  is  also  in- 
estimable.   Holding  this  opinion  of  the  value  of  hot  ^^^\^f(]f^|e 


Fig.  62.— Vaginal 
Douche. 
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ployed,  I  may  perhaps  be  excused  if  I  use  Emmet's  words  instead 
of  my  own,  premising  that  such  injections,  commencing  at  95^ 
F.,  may  be  gradually  be  increased  up  to  105°,  110°,  or  upwards, 
according  to  the  patient's  feelings.     I  have  no  experience  of  the 

almost  boiling  injections  (140°  F.  and 
upwards),  which  have  been  lately  used 
in  small  quantities,  directed  through 
vhe  speculum,  and  sucked  up  again 
through  it,  so  as  to  avoid  scalding  the 
skin.     Emmet  says: — 

"  The  use  of  hot  water  vaginal  in- 
jections is  equally  beneficial  in  all 
Fio.  es^Dougie  Nozzle  for  Vaginal  those    conditions    which    constitute 
^  ^^^'  the  various  forms  of  diseases  in  the 

female  organs  of  generation,  and  which  are  amenable  to  any  treat- 
ment other  than  a  surgical  procedure ;  and  equally  so,  whether  the 
congestion  be  venous  or  arterial.  This  remedy  is  not  to  be  con- 
sidered as  a  *  cure-all,'  but  one  of  the  most  valuable  adjuvants, 
under  all  circumstances,  to  other  means.  Yet  so  beneficial  is  it, 
except  in  displacements  of  the  uterus,  that  I  believe  more  can  be 
accomplished  in  the  treatment  of  the  diseases  of  women  by  its  use, 
and  a  carefully  regulated  plan  of  general  treatment,  than  by  all 
other  means  combined.  The  full  benefit  can  only  be  obtained  by 
administering  it  while  the  patient  is  lying  on  her  back,  and  she 
cannot  efficiently  give  it  to  herself.  It  is  also  necessary  that  her 
hips  should  be  elevated,  and  the  quantity  of  water  used  should  not 

be  less  than  half  a  gallon  for  eacn  injection A  bed-pan  of 

proper  size  and  shape  is  indispensable,  the  one  known  as  the 
English  bed-pan  answers  the  purpose  ^ery  well.  The  shovel- 
shaped  bed-pan  does  not The  hollow  handle  may  be  turned 

to  one  side,  and  a  piece  of  India  rubber  tubing  stretched  over  it  to 
allow  the  water  to  pass  off  in  a  receptacle  placed  alongside  of  the 
bed.  The  vessel  ot  hot  water  is  pUwed  on  a  chair  by  the  bedside, 
and  the  nurse  passes  the  nozzle  of  the  syringe  over  the  perinum 
into  the  vagina,  directing  it  along  the  recto-vaginal  wall  until  it 
has  reached  the  posterior  dd-de'Sac,  The  water  must  be  thrown 
in,  at  first,  very  carefully,  until  the  vagina  has  become  distended. 
If  the  nozzle  is  not  properly  introduced,  the  stream  of  water  may 
be  thrown  directly  into  the  uterine  canal.  At  the  completion  of 
the  injection,  the  vagina  can  be  emptied  by  depressing  the  per- 
ineum for  a  few  seconds.  A  steady  stream  is  never  as  serviceable 
as  the  interrupted  current  from  Davidson's  {Anglice  Higgin- 
son's)  syringe.  Hence  it  would  seem  as  if,  in  addition  to 
the  neat  of  the  water,  the  jet  from  the  syringe  acts  as  a 
stimulus  to  excite  the  blood-vessels  to  contraction.  The  tem- 
perature    and  quantity    of  water  are    to    be 
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ing  to  circumstances.  When  treating  the  early  stages  of  inflam- 
mation, it  is  necessary  that  the  temperature  should  be  elevated 
rapidly  from  that  of  blood-heat  to  110°  F.,  or  to  as  high  a  degree 
as  can  be  borne  by  the  patienf,  and  that  the  Jinjection  should  be 
often  repeated.  For  ordinary  use,  a  gallon  of  water,  two  or  three 
degrees  above  blood-heat,  is  generally  sufficient,  but  the  tempera- 
ture must  be  maintained  at  the  highest  point.  This  ^  cooking 
process,'  as  it  has  been  slightingly  termed,  is  rendered  easier  by 
the  use  of  ivory,  or  some  other  non-conducting  material,  for  the 
nozzle  of  the  syringe,  since  the  patient  suffers  more  from  the 
heated  metal  surface  of  the  ordinary  nozzle  coming  in  contact  with 
the  outlet  of  the  vagina  than  from  any  degree  of  heat  in  the^ater." 
Vaginal  Plugs  or  Tampons. — Plugging  of  the  vagina  is 
resorted  to  for  the  purpose  of  controiring  haemorrhage;  but 
besides  this,  plugs  of  various  materials  are  often  introduced  for 
the  purpose  of  conveying  remedial  agents  intended  to  act  on  the 
vagina  itself,  the  cervix  uteri,  or  surrounding  parts.  For  the 
purpose  of  thoroughly  plugging  the  vaeina  for  the  control  of 
uterine  hsemorrhage,  the  speculum  shoula  always  be  used — either 
the  largest  tubular  form  or  the  duck-bill.  The  upper  part  of  the 
vagina  and  the  cervix  being  cleansed  as  far  as  possible,  a  small 
piece  of  lint,  well  saturated  with  the  gvceroles  of  tannin  and 
phenol,  is  attached  to  a  long  and  strong  thread,  and  packed  well 
over  and  around  the  cervix,  the  thread  being  allowed  to  hang 
through  the  speculunL  In  many  instances  it  is  advisable  pre- 
viously to  place  a  tent  within  the  cavity  of  the  cervix  itself.  For 
the  rest  of  the  plug  various  substances  may  be  used,  absorbent 
cotton-wool,  strings  of  lamp  wick,  lint,  carbolised  tow,  or  tenax. 
I  prefer  the  last  of  these  when  it  is  available.  It  first  be  well 
damped  with  carbolic  solution.  Portions  rather  larger  than  a 
walnut  are  now  introduced,  one  by  one,  by  the  speculum  forceps, 
holding  back  the  string  of  the  ori&rinal  pledget  while  they  are 
successively  packed,  first  around  tne  cervix,  and  then  side  by 
side,  so  as  tightly  to  fill  the  whole  cavity.  If  the  tubular  specu- 
lum is  used,  it  is  gradually  withdrawn;  but  in  serious  cases, 
where  every  drop  of  blood  lost  is  of  importance,  and  where 
assistance  is  available,  there  is  no  doubt  that  the  operation  can  be 
more  satisfactorily  performed  by  means  of  the  duck-bill.  When 
the  whole  vagina  is  thoroughly  packed  in  this  way,  there  is,  until 
its  removal,  a  perfect  security  against  external  haemorrhage. 
But  the  danger  of  internal  bleeding  into  an  enlarged  uterus,  and 
of  reflux  through  the  Fallopian  tubes,  must  never  be  forgotten. 
Fortunately,  in  most  non-puerperal  cases,  the  introduction  of  a 
m^icated  plug  into  the  cervix  uteri  (f  g.  64),^  or  a  tent,  and  its 

1  When  a  smaU  plug  is  drawn  weU  into  the  cervix  by  Chroback's  Instrmmenty  It 

most  be  retained  by  a  probe  while  the  instmment  is  withdrawn,  and, sal 
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retention  there  for  a  short  time  by  even  a  loose  vaginal  plug  till 
expansion  occurs,  is  sufficient  to  obviate  the  necessity  of  vaginal 
plugging.  No  vaginal  plug  should  ever  remain  beyond  twenty- 
four  nours,  or  less  if  a  tent  has  also  been  employed.  The  mass 
may  be  gradually  removed  by  the  forceps,  or  after  a  portion  is 
removed,  it  may  be  possible  to  slip  the  duck-bill  blade  behind  the 
rest,  but  generally  the  upper  part  is  soft  and  slippery,  and,  by 
drawing  at  the  cord  of  the  first  pledget,  it  will  come  away  with 
but  slight  assistance  from  the  forceps.  India-rubber  vaginal  dilators 
are  not  so  serviceable  as  the  plug  in  non- 
obstetric  practice.  It  is  almost  impossible  to 
dilate  them  so  thoroughly  that  blood  will  not 
ooze  freely  around  them. 

The  introduction  of  vaginal  tampons  or 
plugs  as  conveyors  of  local  remedies  is  of  fre- 
quent necessity,  especially  since  the  valuable 
{Toperties  of  glycerine  have  been  understood, 
ts  free  extraction  of  watery  fluid  from  all 
the  surrounding  parts  tends  to  render  it  one 
of  the  best  alternative  remedies  we  possess. 
Next  to,  or  alongside  of,  the  use  of  hot  water, 
no  other  remedy  has  obtained  such  a  hold 
I  among  all  practitioners,  and  in  all  countries. 
'Absorbent  cotton  is  the  best  substance  for 
this  purpose.  The  size  of  tampon  used  will 
depend  on  whether  we  wish  to  apply  it  merely 
to  the  summit  of  the  vagina  or  partially  to 
fill  its  cavity,  and  will  also  depend  upon  the 
calibre  of  the  or^n ;  generally  one  about  the 
size  of  a  walnut  is  required.  I  do  not  think 
the  shape  is  very  material,  though  some 
writers  lay  great  stress  upon  it  A  strong 
cord  is  tied  round  its  centre,  long  enough  to 
hang  throuffh  the  vulva.  Having  been  well 
soaked  in  tne  material  required,  it  may  be 
introduced  either  by  the  practitioner  or  nurse, 
or  patient  herself,  by  means  of  Barnes's  instru- 
ment (fig.  65),  which  obviates  squeezing  out 
and  waste  of  the  saturating  fluid  jVlore 
rarely  the  speculum  may  be  required  to  se- 
cure complete  apposition  to  any  particular 
surface,  but  very  commonly,  with  the  gylcerine 
pluff  at  any  rate,  the  patient  can  simply 
ivith  tne  vaginal  nozzle  of  a  syringe.  Glyc- 
rarious  glyceroles  of  astringent  or  antiseptic 
substances  lend   themselves  most  easily  for  use    l^y  jtanipons 


Fie.  64. — iDBtrament  for 
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bat  many  also  use  in  this  way  emollient  ointments  of  vaseline 
or  petroleum  jelly,  or  powders  sprinkled  upon  me  surface  of  these* 
Such  applications  of  powders  are  apt  to  be  irritating  and  diffi- 
cult of  removal,  and  are  preferably  exchanged  for  solutions  or 
medicated  pessaries.    Cotton,  to  be  used  as  a  styptic  or  antiseptic 


Fie.  66«— Barnes's  Tampon  Introducer. 


plug,  can  with  advantage  be  kept  ready  as  a  dried  preparation, 
and  boracic  acid,  carbolic  acid,  thymol,  iodine,  iodoform,  salicylic 
acid,  alum,  or  sulphate  of  iron,  can  all  be  obtained  thus  com- 
bined with  cotton-wool. 

In  several  other  ways  cotton  or  other  tampons  are  occasionally 
used,  but  these  will  be  referred  to  in  their  appropriate  context. 
To  temporarily  retain  a  tent  or  intra-uterine  stem  pessary,  to 
act  as  temporary  pessaries  for  the  support  of  the  uterus,  where 
harder  ones  cannot  be  borne,  to  absorb  the  overflow  of  caustic 
solutions  or  substances  applied  to  the  cervix  uteri,  and  as  applica- 
tions to  recent  sutures  or  raw  surfaces,  all  these  indications  are 
occasionally  fulfilled  by  the  cotton-wool  or  tenax  plug,  the  former 


Fio.  66. — Slme'B  Tampon  Extractor. 

material  being  preferable  in  the  last  instance.  I  have  not  given 
a  very  extensive  trial  to  a  plan  recommended  by  Taliaferro,  and 
highly  commended  by  Paul  Munde,  viz.,  the  close  packing  of 
the  vagina  for  twenty-four  hours  at  a  time  with  dry  wool,  cotton, 
or  other  substances.  Fallen  recommends  wet  clay.  The  object  is 
to  support  and  stimulate  the  pelvic  vessels,  and  so  to  get  rid  of 
the  passive  venous  congestion  which,  in  chronic  uterine  or  pelvic 
disorders,  is  the  main  cause  of  back-ache,  sensation  of  fullness, 
and  bearing  down.  I  have  certainly  not  tried  the  clay,  but  I  ' 
have  tried  packing  with  dry  cotton-wool  in  a  few  such  cases,  and 
the  irritation  produced  has  always  seemed  to  me  to  counterbalance 
any  benefit  It  is,  however,  a  resource  open  to  us  in  a  class  of 
cases  which  are  tedious  and  intractjible  beyond  endurance.  I 
should  just  mention  a  little  instrument  of  Sims's,  the  tampon  e^{^ 
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tractor  (fig.  66),  which,  though  by  no  means  essential,  is  useful  in 
removing^  pledgets  of  damp  wool.  A  few  slight  twists  serve  to 
entangle  it  in,  and  so  to  break  down,  the  mass. 

Mc^oated  Pessaries. — By  the8.e  we  understand  the  combina- 
tion of  m^icinal  substances  with  an  adhesive  material  which 
will  melt  some  time  after  introduction  into  the  vagina,  and  allow 
the  remedies  to  become  applied  to  the  surrounding  wall.  The  ex- 
cipient  most  commonly  used  is  the  oil  of  theobroma  or  cocoa 
butter,  and  the  pessaries  may  be  extemporised  thus.  Take  ati 
ounce  of  the  cocoa  butter  and  melt  gently,  with  or  without  a  few 
drops  of  olive  oil,  according  to  the  heat  of  the  weather,  stir  in 
carefully  sufficient  of  the  medicament  for  eight  pessaries,  then 
pour  the  whole  into  a  roll  of  writing-paper  which  has  been  shaped 
round  a  small  ruler ;  when  cold,  cut  into  eight  portions,  and  shape 
each  with  the  fingers  at  one  end  so  as  to  give  it  the  form  of  a  con- 
ical bullet.  Wax  and  lard  in  combination  are  also  usefd,  but  they 
are  inferior.  On  the  large  scale,  and  with  proper  moulds,  very 
excellent  pessaries  are  made  of  soluble  gelatine.  The  mass  is 
made  by  immersing  one  ounce  of  gelatine  in  four  ounces  of  water 
for  a  few  seconds ;  then  drain,  and  in  half  an  hour  add  four  ounces 
of  glycerine  to  the  residue.  Dissolve  in  a  water-bath.  Should 
weigh  six  ounces  (Martindale's  Extra  Pharmacopoeia).  We  can 
combine  fluid  medicaments  in  this  manner  only.  One  great  ad- 
vantage of/  pessaries  is  that  they  can  be  easily  introduced  by  the 
patient  herself,  often  even  by  virgins. 

The  following  list  of  substances  applicable  in  this  way,  sepa- 
rately or  in  combination,  with  the  quantity  for  each  pessary,  is 
compiled  from  Squire,  Munde,  and  other  sources : — 


Antacid. 
Sod.  bicarb.,  gr.  xv. 

Alterative  and  Resolvent, 
•  Plumb,  iodid.,  gr.  v. 
Pot.  iodid.,  gr.  x. 
Pot.  brom.,  gr.  x. 
Unguent,  hydrarg,,  gr.  xx. 
Astringent, 
Zinci  sulpho-carbolat.,  gr.  v.  ad  x. 
Acid,  tannic,  gr.  x. 
Acid,  gallic,  gr.  x. 
Alum,  sulph.,  gr.  xv. 
Catechiy  gr.  xv. 
Ferro-alumen,  gr.  x. 
Plumbi  Acet.,  gr.  v.  ad  x, 
Matico,  gr.  x. 
Fcrr.  sulph.  exsic,  gr.  x. 

Deodorant  and  Disinfectant, 
Calc.  carbolat.,  gr,  xv« 


Acid,  carbolic,  gr.  ii. 
Acid,  boracic,  gr.  x. 
Thymol,  gr.  v. 

Emollient, 
Bismuthi  oxid.,  gr.  xv. 
Sod.  borat.,  gr.  xv. 
Zinci  oxid.,  gr.  xv. 

Hamostatic, 
Ferr.  perchlorid.,  gr.  v, 
Ferr.  sulph.,  gr.  xv. 

Sedative, 
Atropiae  sulph.,  gr.  A  ad  j\). 
Ext.  belladonnas,  gr.  i.  ad  iii. 
Ext.  conii.  gr.  v. 

Morph.  hydrochlor.,  gr.  ji^  ad  >i. 
Ext,  opii,  gr.  ii. 

Extra, 
Iodoform,  er.  v. 
Chloral  hyd.,  gr.  x,  ad  xxx. 
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It  is  sometimes  unfortunate  that  the  term  "  pessair  "  should  be 
oaed  to  designate  both  these  medicated  bodies  and  mechanical 
aapports,  and  it  would  be  better  to  speak  of  vaginal  "  supposi- 
tories," but  I  have  followed  the  usual  custom. 

Xntra-uterine  Medication. — ^There  is  no  part  of  our  subject, 
perhaps,  which,  more  than  this,  requires  delicate  handling  in  a 
work  that  shall  convey  to  the  student  only  such  principles  and 
methods  of  action  as  commend  themselves  by  their  approved 
safety  and  utility.  Within  the  last  few  years  the  endometrium 
has  been  subjected  to  methods  of  treatment,  many  of  them  bold, 
not  a  few  of  them  dangerous.  The  estimation  of  such  oi  these 
as  I  consider  it  desirable  to  mention  at  all  can  only  be  made  when 
referring  to  the  aflfections  for  which  they  are  employed  {see 
specially  Chap.  VIII.)  Dangerous  diseases  may  warrauu  danger-c 
ons  remedies,  which  are  highly  to  be  deprecated  under  other 
circumstances — but  a  few  general  remarks  here  on  the  subject 
may  avoid  much  needless  repetition. 

^  The  whole  interior  of  the  cervix  is  often  easily  enough  reached 
in  disease,  or  a  very  slight  dilatation  enables  us  to  reach  it,  while 
there  is  free  egress  for  all  superabundant  applications,  and  sight 
comes  to  the  aid  of  touch.  Almost  everything  that  can'  be  used 
in  a  liquid  form  can  be  introduced  into  the  cervix  by  the  Playfair 
probe  (fig.  9),  armed  thickly,  or  tightly  and  thinly,  with  cotton, 
88  formerly  directed,  but  it  is  an  undoubted  improvement  to  have 
the  terminal  wire  made  of  incorrosible  aluminium.  A  great 
difficulty  often  lies  in  our  way  in  the  impossibility  of  removing 
the  tough  mucous  which  coats  the  cervical  wall.  Wipe  it  as  we 
may,  this  remains  adherent,  or  there  is  more  to  follow,  and  the 
remedies  cannot  reach  the  diseased  surface.  The  free  previous  use 
ot  Emmet's  hot-water  vaginal  douche  is  the  best  remedy  for  this 
state  of  things,  but  if  the  cotton  upon  the  probe  be  moistened 
with  glycerine  we  can  generally  succeed  in  removing  all  mucous 
without  undue  irritation.  I  shall  have  to  insist,  by  and  by,  on  the 
importance  of  using  the  milder  alterative  local  remedies  in  the 
earlier  stages  of  cervical  disease,  combined  with  constitutional 
treatment,  before  the  mucous  surface  is  irretrievably  ruined  by 
the  more  powerful  caustics ;  but  even  when  these  are  absolutely 
necessary,  the  practitioner  who  knows  the  dangerous  properties 
of  the  caustics  ne  is  dealing  with,  and  who  has  cactus  eruditus  in 
his  fingers,  can  do  much  safely  with  a  tubular  speculum  and  a 
Playfair's  probe  properly  armed,  and  only  medicated  with  those 
agents  which  are  fluid  or  soluble.  In  hospital  practice,  or  wherever 
there  is  intelligent  assistance  available,  the  duck-bill  is  decidedly 
prefemble.  But  some  additional  precaution  is  generally  advisable 
to  insure  application  of  these  agents  onlv  to  the  desired  surface, 
and  to  prevent  their  trickling  down  to  other  parts.     It  is  always 

Digitized  by  VjOOQ  IC 


88  OPERATIONS — CONSTITUTIONAL   PRBPABATION. 

a  good  plan,  no  matter  how  inert  the  fluid  may  be,  to  pass  up  a 
little  plug  of  cotton,  and  plant  it  just  below  the  cervix,  so  that  it 
receives  any  overflow.  After  the  application  has  been  made  this 
is  removed  by  the  forceps,  the  outside  of  the  cervix  and  the 
vaginal  culde-sac  are  wiped  dry,  and  a  second  plug  moistened 
with  glycerine,  and  attached  to  a  string,  is  planted  against  the 
end  of  the  cervix,  and  held  there  with  rorceps  till  the  speculum 
is  removed.  This  again  is  withdrawn  in  a  few  hours.  Tincture 
of  iodine,  or  the  various  glyceroles,  or  even  more  corrosive  solu- 
tions. Are  applied  in  this  way ;  but  bitric  acid,  the  fluid  nitrate  of 
of  mercury,  bromine,  chromic  acid,  and  liquefied  chloride  of 
zinc,  require  more  careful  management.  The  whole  surface 
around  the  cervix  must  be  carefully  packed  with  damp  cotton, 
moistened  with  strong  solution  of  carbonate  of  soda  in  the  case 
of  the  first  two,  and  the  escharotic  should  be  applied  by  means  of 
a  wooden  skpwer,  which  answers  better  than  a  glass  point.  Pure 
carbolic  acid,  i.  e.,  absolute  phenol  with  6  to  10  per  cent,  of  water 
to  ensure  its  fluidity,  may  be  safely  managed  with  the  well  and 
tightly  coated  probe.~  Potassa  fusa,  and  potassa  c  calce  made  into 
a  paste  with  alcohol,  must  be  carefully  lifted  in  small  pieces  and 
applied  to  the  exact  spot  with  moderate  firmness,  while  plugs 
well  soaked  in  vinegar  guard  all  the  surrounding  tissues,  and  free 
injections  of  the  same  fluid  are  subsequently  used.  The  solid 
nitrate  of  silver  requires  its  appropriate  caustic  holder,  which  will 
also  serve  for  solid  sulphate  of  zinc  or  copper.  The  application 
of  these  and  other  substances  will,  however,  call  for  future  re- 
marks. 

Local  applications  above  the  os  externum  are  more  serious 
matters  in  every  way,  and  for  a  description  of  the  various  modes 
of  using  intra-uterine  injections,  ointments,  or  other  media,  I 
refer  the  reader  to  Chapter  VIII. 


Oeneral  Management  of  GynsBcological  Operations. 

It  is  very  advisable  to  adopt  some  amount  of  constitutional  and 
local  preparation  before  even  very  sliffht  operations. 

Constitutional  Preparation. — Every  kind  of  risk — ^the  dan- 
ger of  septicfiemia  and  all  that  is  included  therein,  of  shock,  of 
non-adhesion  of  surfaces  that  are  intended  to  unite,  and  even  of 
haemorrhage, — is  greatly  diminished  by  previous  attention  to  the 
health  of  the  patient.  By  careful  regulation  of  the  secretions 
of  the  skin,  bowels,  liver,  and  kidneys,  by  nutritious  and 
non -stimulating  food,  by  the  supply  of  pure  air,  and  by  the 
remedying     of     any    known     defect    in    hygiene,    as     long 
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as  possible  previously  to  any  o^ratioD,  its  average  mor- 
tality is  largely  dimiDished,  and  its  successful  issue  is  en- 
sured. The  urine,  if  too  acid,  should  be  neutralized  by 
lithia  water,  and  if  alkaline  or  pbosphatic  by  benzoic  acid 
or  other  usual  remedies.  At  the  time  of  operation  also  we  must 
ensure  complete  freedom  from  the  noxious  influences  derivable 
from  any  i)08sible  septic,  zymotic,  or  pythogenic  source.  Before 
any  operation  of  at  all  a  serious  character  is  undertaken,  especially 
if  it  involves  the  peritoneal  surface,  or  the  pelvic  cellular  tissue,  a 
careful  examination  should  be  made  to  ascertain  the  absence  of 
any  grave  constitutional  affection,  such  as  phthisisvOr  Bright's  dis- 
ease. It  is  very  rarely,  indeed,  that  during  the  existence  of  these, 
operations  are  desirable  or  permissible.  Wherever  it  is  possible, 
operations  on  the  femele  sexual  organs  should  be  performed  only 
between  two  menstrual  periods ;  the  most  satisfactory  time  is  a 
few  days  after  the  cessation  of  the  flow.  C!onsidering  the  local 
and  general  by  persesthesia  and  hypereemia  which  normally  occur 
at  these  periods,  the  precaution  is  an  obvious  one,  but  menstrual 
irreffularities  resulting  from  the  disease  requiring  operation,  or 
from  the  fear  of  the  operation  itself,  will  often  compel  us  to  admit 
with  Bums  that  "  the  best  laid  schemes  of  mice  and  men  gang  aft 
aglee."  A  bright  day,  with  a  moderately  high  barometer,  should 
if  possible  be  chosen  for  all  important  operations,  and  the  fewer 
bystanders,  who  may  possibly  have  septic  influences  about  them, 
the  better. 

Local  Preparation  of  the  parts,  in  operations  on  the  genital 
tract,  is  no  less  important  than  previous  constitutional  treatment. 
For  this  there  is  no  means  equal  to  the  steady  use,  for  some  time 
before,  of  Emmet's  hot-water  douche.  Used  by  itself  alone  it  re- 
lieves congestion  or  oedema,  and  gives  a  tone  and  a  vicrour  to  the 
whole  tract,  and  to  its  connective  coverings,  which  almost  compel 
success.  The  frequent  application  of  a  little  tincture  of  iodine 
with  a  brush,  followed  by  a  glycerine  plug,  to  the  surfaces  about 
to  be  operated  upon,  is  of  great  service  in  rendering  them  "prone 
to  adhere,  and  less  likely  to  bleed  unduly.  .  It  is  not  unknown  as 
a  clinical  fact  that,  with  these  precautions,  intended  operations 
have  often  been  entirely  forestalled  by  the  unlooked-for  cicatrisa- 
tion of  a  torn  perineum  or  cervix  uteri,  or  of  a  vaginal  fistula. 
Time  spent  in  this  way  is  all  gain  and  no  loss. 

Antueptics.-^!  cannot  refuse  here  to  face  the  question  of  the 
value  of  liisterism.  Yet,  considering  the  conflicting  opinions, 
and  still  more  conflicting  facts,  which  have  been  recently  adduced 
for  and  against  it — with  Wells  and  Keith,  Tait  and  Bantock,  and 
Thornton,  to  say  nothing  of  foreign  authorities,  utterly  divided 
on  the  subject,  not  only  among  themselves,  but  from  their  own 
selves  at  other  periods  of  their  practice,  it  would  be  highly  unbe- 
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coming  in  me  to  speak  too  dogmatically.  We  must  appeal  to  the 
future  for  guidance.  Yet,  those  who  have  to  act  in  the  living 
present,  and  to  teach  others  how  to  act  for  the  best  may  not  de- 
cline to  adopt,  and  to  counsel  the  adoption  of  measures  based  at 
least  on  carefully  formed  provisional  hypotheses.  One  thine  I 
can  say  dogmatically,  and  without  a  particle  of  hesitation,  tnat 
no  belief  in,  or  practice  of,  the  strictest  antiseptic  precautions,  in 
the  way  of  dressings,  spraj^s,  or  otherwise,  warrants  the  neglect 
of  preventive  foresight  against  the  septic,  zymotic,  or  pythogenic 
influences  indicated  above. 

Antisepticity,  in  the  sense  6f  absolute  cleanliness — cleanliness 
in  little  minutise,  which,  but  for  the  germ  theory,  were  ludi- 
crously precise — ^is  now  adopted  by  everyone  as  a  rule  ot  practice. 
We  owe  this  to  Lister,  and  with  it  we  owe  a  saving  in  human  life 
and  suffering  which  can  never  be  statistically  recorded.  There 
were  wise  surgeons  in  the  far  past,  notably  he  who  invented  that 
wonderful  ointment  to  be  applied  to  the  lethal  weapon,  while  the 
wound  itself  was  to  be  constantly  washed  with  spring  water,  and 
not  otherwise  meddled  with  ;  but  the  wisest  of  them  all  never 
persuaded  the  profession  that  to  "  wash  and  be  clean  "  was  the 
most  important,  and  often  the  most  difficult  triumph  of  their  art, 
till  Lister  furnished  the  all-powerful  motive.  I  cannot,  moreover, 
resist  the  conclusion  that  the  result  of  such  absolute  and  minute 
cleanliness  as  is  now  constantly  observed  in  surgical  proceedings, 
goes  very  far  in  itself  towards  proving  the  germ  theory  of  all  sep- 
tic mischief — the  theory,  at  any  rate,  or  I  would  rather  say  the 
fact,  that  ^erms  and  sepsis  go  hand  and  hand,  and  that  the  preven- 
tion of  the  one  means  the  prevention  of  the  other. 

Much  careful  work  is  being  done  at  the  present  time,  and  a 
good  deal  that  is  not  over-careful,  towards  estimating  the  relative 
value  of  various  germicides  or  antiseptics  in  varying  circumstan- 
ces, but  of  none  can  it  yet  be  said,  as  of  carbolic  acid,  that  it  ful- 
fils in  the  simplest  and  safest  manner,  most  of  the  required  con- 
ditions. Thymol,  boracic  acid,  eucalyptus,  bichloride  of  mercury, 
permanganate  of  potash,  quinine,  salicylic  acid,  chromic  acid, 
iodoform,  tar,  and  a  host  of  other  substances,  have  all  certain  an- 
tiseptic properties,  and  I  make  free  use  of  them  all ;  but  I  think 
it  is  advisable,  for  the  present  at  any  rate,  to  look  upon  carbolic 
acid  as  the  regulation  substance,  although  bichloride  of  mercury, 
1  in  1000  to  2000  solution,  is  a  wonderfully  cheap  and  active  agent 
for  antiseptic  injections,  especially  in  midwifery,  and  I  have  as  yet 
seen  no  ill-effects  from  its  use.  W" hen  carbolic  acid  is  not  contra- 
indicated,  and  I  hardly  know  when  it  is,  I  mingle  it  freely  with 
every  fluid  used  for  injections  or  ablutions.  I  adopt,  with  it,  all  the 
now  common  precautions  as  to  instruments,  sponges,  and  other  ope- 
rative armamentaria,  although  I  never  allow  it  to  prevent  my  choo&- 
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ing  new  sponges  when  they  are  within  my  reach,  and  I  believe  that 
these  precautions  are  equally  applicable  to  and  necessary  with  every 
sound,  catheter,  speculum,  or  other  instrument  in  ordinarv  diagnos- 
tic use,  I  feel  certain,  moreover,  that  few,  if  any,  of  tne  untow- 
ard results  which  sometimes  follow  the  careful  and  skilled  use  of 
the  sound,  the  tent,  or  even  the  speculum,  would  occur,  if  one  always 
bore  in  mind  the  danger  of  septic  poisoning,  and  the  ease  with 
which  it  might  be  averted.  A  dirty  finger  is  more  dangerous, 
and  has,  to  my  personal  knowledge,  done  more  damage,  when 
introduced  pfr  vaginam  than  even  a  clean  uterine  sound  pushed 
into  the  middle  of  the  abdomen.  A  5  per  cent,  solution  is  advis- 
able for  all  these  purposes  of  instrumental  or  manual  purification, 
but  it  will  not  clean  a  man's  nails  or  scour  the  teeth  of  a  torsion 
forceps.  I  have  seen  the  Listerian  spray,  and  gauze,  and  all  the 
rest  of  it,  used,  while  the  operator  lett  a  black  deposit  behind  him 
every  time  he  compressed  or  twisted  a  vessel.  The  nail-brush, 
and  soap  and  water,  are  as  essentially. a  part  of  antiseptic  surgery 
as  germicide  specifics.  I  am  not  sure,  if  I  were  compelled  to 
ch<»08e  between  the  two,  which  I  should  prefer,  but  the  choice  is 
totally  unnecessary.  The  dressing  of  vaginal  wounds  or  sutures 
with  Lister's  formulae  of  gauzes,  &c.,  is  simply  impracticable; 
but  his  indications  are,  as  far  as  possible,  fulfilled  by  smearing 
them  at  the  time  of  operation,  and  afterwards  from  time  to  time, 
with  carbolic  glycerine,  1  in  10.  The  vulva  should,  in  all  such 
cases,  be  closed"  by  a  diaper  or  other  dressing,  soaked  in  the 
watery  solution  and  only  partially  dried.  If  abdominal  incisions, 
as  in  ovariotomy,  are  well  smeared  with  carbolic  glycerine,  and  if 
a  few  folds  of  lint  well  saturated  with  it  are  applied,  the  wound 
may  be  safely  left  for  ten  days  or  more,  provided  that  we  are  not 
encumbered  by  a  drainage  tube,  and  that  a  layer  of  mackintosh 
overlies  the  dressing,  i  used  this  excellent  dressing  with  perfect 
success  during  the  hottest  weather  of  this  year  (1884)  when  Sir 
Joseph  Lister  found  some  of  the  more  volatile  agents  fail  in  his 
own  hands  ("  Address  on  Corrosive  Sublimate  as  a  Surgical  Dress- 
ing," Lancet  or  British  Medical  Journal^  October  25, 1884). 

As  to  the  use  of  the  spray  in  abdominal  operations,  I  own  that 
my  views  have  become  unsettled,  and  that  my  practice  has  been 
rendered  somewhat  illogical.  I  have  never,  in  my  own  practice, 
been  able  to  convince  myself  that  a  single  bad  symptom  has  fbllowecl 
the  use  of  carbolic  acid  in  any  form.  I  apply  it  freely,  as  a  strong 
glycerole,  to  the  ovarian  pedicle,  to  the  external  wound,  and  to 
any  intra-abdominal  raw  surface  that  I  can  find.  Much  of  it 
must  find  its  way  into  the  abdominal  cavity  in  every  case,  but  I 
have  never  seen  even  the  carbolic  urine — the  dark  smoky-looking 
urine  described  by  so  many  writers, — except  in  one  case,  where, 
as  in  many  scores  of  others,  I  had  applied  a  single  drop  of  pure 
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carbolic  acid  to  a  urethral  growth.  But  the  long-continued  epray 
may  undoubtedly  produce  cooling  of  the  peritoneum,  which  may 
prove  unduly  depressing.  In  hospital  practice,  therefore,. where 
the  septic  risks  must  always  be  in  the  ascendant.  I  use  the  spray- 
in  abdominal  section,  havipg  it  as  warm  as  possible,  and  throwing 
it  right  across  the  incision  ;  while  in  private  practice  I  think  that 
other  antiseptic  precautions  enable  us,  as  a  rule,  to  dispense  with 
it.  I  find  that  several  of  my  surgical  colleagues  have  independ- 
ently arrived  at  a  similar  practice.  In  operations  on  the  vulva 
and  vaginia  the  spray  is  excessively  troublesome,  and  is  advan- 
tageously replaced  by  a  verv  delicate  jet  of  hot  carbolised  water 
directed  occasionally  upon  the  bleeding  points.  This  has  the 
additional  advantage  of  being  a  valuable  haemostatic. 

After-Treatment  of  Operations. — ^This  is  also  a  matter  of  the 
highest  importance.  Reaction  iriust  be  encouraged  when  shock 
exists.  Hot-water  bags  to  the  limbs  or  trunk,  and  the  subcuta- 
neous injection  of  20  mimims  of  ether,  or  the  rectal  administra- 
tion of  beef-tea  and  brandy,  may  be  required  for  this  purpose ;  and 
when  the  reaction  has  fairly  commenced  it  is  aided  and  steadied 
by  the  administration  of  morphia  in  small  doses  subcutaneously. 
Subsequently,  the  diet,  in  almost  all  cases,  should  be  light  and 
sparing,  and  stimulants  are  not  required  except  in  the  case  of 
septicaemia  or  considerable  shock.  After  ovariotomy  I  think  the 
patients  do  best  on  very  nearly  starvation  dief,  a  few  teaspoonfuls 
of  iced  milk  occasionally,  for  three  days  or  more;  but,  of -course, 
there  are  exceptional  cases.  Opium  may  be  freely  given  in  nearly 
all  cases,  unless  there  be  some  special  susceptibility,  which  had 
better  be  ascertained  previously.  I  was  recently  obliged,  fortu- 
nately without  ultimate  bad  results,  to  keep  a  patient,  on  the 
next  day  after  ovariotomy,  under  almost  constant  galvanic  stimu- 
lation, with  strong  coffee,  &c.,  from  the  result  of  two  subcutaneous 
injections  of  :J  of  a  grain  of  morphia,  administered  after  reaction 
had  fairly  taken  place.  But  in  most  patients  the  lulling  effect  of 
morphia  is  very  valuable,  together  with  its  aid  in  keeping  the 
bowels  at  rest.  In  many  gynaecological  operations — vaginal, 
uterine,  or  abdominal — it  is  desirable  to  keep  the  bowels  locked 
lor  eight  or  ten  days.  After  repairing  the  torn  cervix,  this  pre- 
caution is  not  necessary  or  advisable ;  on  the  contrary,  the  bowels 
should  be  relieved  daily  by  enemata  or  gentle  laxatives.  In  the 
repair  of  ru^)tured  perineum,  we  have  a  choice  of  evils,  for  if  the 
bowels  are  too  long  locked  the  mass  may  become  hardened  to  such 
an  extent  as  to  tear  through  all  before  it.  It  is  therefore  perhaps 
better,  as  I  have  stated  al^ve,  to  leave  the  matter  to  nature.  For 
the  purpose  of  renewing  the  action  of  the  bowels,-  a  drachm  of 
castor  oil,  with  one  of  glycerine,  may  be  given  the  night  before. 
If  this  acts  spontaneously  next  morning,  well ;  but  the  patient 
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should  avoid  all  straining.  It  is  better  in  all  cases  to  carefully 
inject  two  or  three  ounces  of  warm  olive  oil  into  the  rectum, 
and  to  encourage  the  patient  to  retain  it  for  some  time.  The 
bladder  requires  equally  careful  attention,  and  it  is  always 
better,  in  all  cases  of  abdominal  section  or  plastic  operations 
on  the  vagina,  to  empty  it  artificially  for  the  first  week  or 
or  ten  days,  or  even  a  fortnight.  The  dribbling  of  stale  urine,  and 
the  fatigue  or  exertion  involved  in  spontaneous  evacuation,  are 
equally  avoided.  If  I  have  a  thoroughly  reliable  and  well-trained 
nurse,  who  can  use  thainstrument  skillfully,  with  the  patient  on 
her  back,  avoid- 
ing droppinffs, 
and  keeping  the 
instrument  a-sep- 

tic,   I    prefer  the  Fio.  er.-Slme's  sigmoid  Catheter. 

unne  to  be  drawn 
off  at  stated  intervals  of  not  longer  than  six  hours,  or  much  more 
often  in  operations  directly  affecting  the  bladder.  But  when  this 
is  not  the  case,  a  modification  of  Sims's  sigmoid  catheter  (fig.  67), 
in  vulcanite  or  silver,  mav  be  tied  into  the  bladder  for  the  first 
few  days.  It  must  be  so  balanced  as  not  to  press  on  the  fundus,  and 
must  be  cleaned  frequently  by  the  practitioner  and  reintroduced. 
The  end  may  be  plugged  and  the  plug  removed  for  urination,  or, 
especially  in  vesico-vaginal  opera- 
tions, a  cup  may  be  placed  so  as  to 
catch  the  urine  as  it  dribbles  away. 
If  the  catheter  be  made  of  block- 
tin  it  can  be  more  easily  moulded  ^^ 
than  a  vulcanite  one  to  suit  the  in-  i^JTes.-The  Skene-Goodman  seif- 
dividual  case,  but  is  hardly  so  pure  retaining  Catheter. 

and  clean.    Skene's  modification  of 

GkxKiman's  self-retaining  catheter  ffig.  68)  is  also  a  very  useful  in- 
strument. It  is  only  two  inches  long,  and  haa  an  india-rubber 
tube  attached  to  its  outer  extremity.  Every  metallic  catheter, 
when  not  in  use,  phould  lie  in  the  carbolic  solution. 

AnsBSthesia. — I  can  hardly  here  enter  into  the  vexed  ques- 
tion pf  the  different  ancesthetics.  Nitrous  oxide,  from  the  short 
duration  of  its  eft'ects,  is  seldom  available  in  gynsecology ,  except  as 
a  prelude  to  chloroform  or  ether,  or  in  cases  of  tapping,  lancing,  or 
other  very  rapid  proceedings,  when  the  fear  of  the  patient  is  greater 
than  the  actual  suffering.  Bi-chloride  oi  methylene  is  greatly 
preferred  by  Wells  in  ovariotomy,  chiefiy  on  account" of  its 
slighter  tendency  to  produce  sickness  and  retching,  and  very 
many  operators  follow  his  example.  I  have  tried  it  for  diagnos- 
tic purposes,  but  have  not  so  far  been  able  to  attain  the  same  ad- 
vantages here  as  from  chloroform.    In  ovariotomy  one  can  keep 
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up  continnouB  insensibility  to  pain,  while  the  patient  seems  to  be 
somewhat  less  under  its  general  influence  than  is  necessary  when 
chloroform  is  used.  Recent  observations  have  shown  that  this  sub- 
stance is  probably  a  mixture  of  four  parts  of  chloroform  and  one 
of  methyl  alcohol.  A  combination  of  alcohol,  chloroform,  and 
ether  in  the  proportions  of  one,  two,  and  three  parts  is  used  by 
many.  I  have,  however,  seen  it  so  often  followed  by  all  the  bane- 
ful effects  of  too  large  a  dose  of  alcohol,  that  I  do  not  like  it. 
Ether  or  chloroform  separately  is  still  in  preponderating  use  in 
ordinary  gynaecological  proceedings,  and  the  wave  of  reaction  in 
favour  of  the  former,  so  powerful  in  America,  has  had  compara- 
tively little  effect  in  this  countrv.  In  abdominal  operations  espe- 
ciallv,  the  irritating  effect  of  ether  upon  the  pulmonary  organs  is 
much  to^be  deprecated.  Ansesthesia  and  the  use  of  chloroform  are 
almost  interchangeable  terms  iu  general  British  practice,  and  I  con- 
fess in  my  own.  For  diagnosis,  aneestbesia  is  useful  in  many 
ways.  It  enables  examinations  to  be  made,  otherwise  of  a  most 
painful  character — it  relaxes  the  abdominal  and  other  muscles, 
especially  the  sphincters,  and  it  overcomes  the  painful  feelings  of 
shame  or  modesty,  especially  in  the  case  of  necessary  examina- 
tions in  young  girls  or  virgins.  In  many  cases  of  hypersesthesia 
of  the  external  parts  it  therefore  becomes  necessary  for  an  accurate 
diagnosis,  in  virtue  of  all  the  above-named  properties,  and  it  is 
hardly  possible  without  it  to  ascertain  the  normal  dilatability  of 
the  sphincters  or  to  overcome  their  morbid  spasm.  When  deli- 
rium is  present,  or  pain  from  acute  inflammation,  or  with  intrac- 
able  or  malingering  patients,  it  is  equally  useful.  The  diagnosis 
of  certain  abdominal  tumours,  especially  of  phantom  tumours  or 
spurious  pregnancy,  is  rendered  absolutely  positive  by  it,  and  in 
all  cases  of  bi-manual  examination,  where  doubt  remains  as  to  any 
important  point,  a  re-examination  with  anaesthesia  will  render 
certainty  possible.  In  fact,  such  an  examination  is  almost  as 
superior  to  one  without  anaesthesia  us  the  latter  is  to  a  digital 
examination  with  one  hand  only.  For  operations  on  the  lining 
membrane  of  the  uterus,  such  as  curetting,  scarification,  and  even 
paring  or  stitching  the  cervix,  it  is  seldom  required  on  account  of 
pain  merely,  but  to  allay  fear  or  overcome  restlessness  it  may  be- 
come necessary.  Emmet  strongly  warns  us  of  the  danj^er  of 
ether,  and  presumably  of  chloroform,  in  advanced  cvstitis  or 
kidney  disease,  and  in  such  cases  in  should  if  possible  be  dis- 
pensed with.  It  has  been  noticed  that  many  of  the  accidents 
which  have  happened  during  anaesthesia  have  occurred  just  at  the 
moment  when  tne  first  painful  incision  was  made,  or  an  ecraseur 
was  tightened,  or  a  painful  ovary  was  compressed.  The  correct 
deduction  from  this  is  that  anaesthesia  was  insufficiently  complete, 
and  allowed  of  reflex  inhibition  of  the  heart's  action  from  the 
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pain  Btill  felt  and  conveyed  by  the  nervous  system.  I  have  twice 
Been  apparent  death  thus  caused  in  operations  on  uterine  tu- 
moon.,  uie  patient  being  rescued  in  each  case  by  inversion  of  the 
body.  An  opposite  danger,  however,  is  to  be  guarded  against. 
In  operations  on  the  genital  organs  in  young  and  sensitive  women, 
consciousness  or  semi-consciousness,  and  sensibility,  return  amaz- 
ingly quickly,  and  this  may  lead  to  the  apparently  safe  exhibi- 
tion of  large  and  repeated  doses  of  the  anaesthetic.  At  the  close 
of  the  operation,  when  all  stimulus  of  pain  ceases,  the  tendency  to 
all  the  dangers  of  anaesthetics  is  often  found  to  develon  itdelf  sud- 
denly. '  For  operations  on  the  external  genitals  Richardson's  ether 
spray  may  occasionally  be  of  use,  and  the  newly  introduced 
cocaine  seems  also  to  have  a  future  as  a  local  anaesthetics  in  sinii- 
lar  cases.  Carbolic  acid  applied  to  a  wound  produces,  after  its 
preliminary  smarting,  a  numbing  effect 
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CHAPTER  IV. 

HTaiEKio  kND  Medical  Trbathent  in  their  Relation  to  Female 
Diseases.  Influence  of  Menstrual  Periodicity.  Food.  Stimulants.  Cloth- 
ing. Exercise.  Bathing.  Education.  Chlorsis,  its  nature  and  Treat- 
ment.   Neurasthenia  in  its  various  forms. 

Having  in  the  previous  chapter  spoken  of  the  means  employed  in 
the  management  of  female  diseases,  ^hen,  whatever  the  causation 
may  be,  the  manifestations  are  local,  and  demand  local  treatment, 
it  seems  advisable  now  to  hasten  to  say  something  about  hygienic 
conditions,  and  more  purely  medical  treatment,  a  timely  recourse 
to  which  would  often  prevent  the  necessity  for  the  interference  of 
surgery. 

I  assume,  as  an  axiom,  that  the  medical  and  hygienic  treats 
ment  of  female  diseases  is,  like  their  pathology,  common  to  the 
wide  field  of  medicine.  Yet  there  are  a  few  points  to  which 
special  atteniion  should  be  briefly  drawn  here,  and  the  fir?t  of 
these  is  the  necessity  for  bearina  in  mindy  without  unduly  exaggera- 
tinOy  the  influence  on  female  health  of  menstrual  periodicity. 

Tilt  surely  goes  tt  little  too  far  when  he  asserts  that "  the  know- 
ledge that  menstruation  is  a  natural  function  does  a  world  of 
mischief,"  but  there  is  a  substratum  of  practical  truth  underlying 
the  remark.  We  know  that  in  almost  all  women  the  function  is 
accompanied  by  nervous  and  Vascular  phenomena,  which  have  a 
real  existence,  and  which  temporarily  place  the  women  in  a  dif- 
ferent physiological  state  from  that  which  is  usual,  and  in  one 
more  liable  to  departure  from  health,  on  slight  provocation.  We 
know,  also,  that  comparatively  slight  departures  of  this  kind,  re- 
peated, confirmed,  and  exaggerated  from  month  to  month,iay  the 
seeds  of  future  diseases  of  the  gravest  character,  of  uterine  dis- 
placements, uterine  catarrh,  and  pelvic  congestions,  and  not  in- 
frequently of  more  acute  maladies,  such  as  haematocele  or  pelvic 
cellulitis.  In  other  cases  it  is  the  nervous  system  which  becomes 
unstrung  from  being  subjected  to  work  while  under  unusual  ten- 
sion. This  is  not  a  mere  hypothesis,  it  is  a  statement  of  fact.  There 
are  a  few  pyhsicians  who  have  not  seen,  during  an  extended 

Eractice,  instances  of  sadden  death  from  hsematocele,  or  of 
right  careers  of  mental  work  and  usefulness  cut  short, 
never  to  be  resumed,  after  a  few  day's  hard  work  during  a  men- 
strual period.  It  cannot,  therefore,  be  too  strongly  insisted  on,  that 
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While,  as  I  have  said,  the  laws  of  hygiene  are  the  same  for  the 
male  and  for  the  female,  they  especially  affect  the  one  sex  or  the 
other  according  to  many  of  their  special  surroundings. 

The  Food  Supply  of  our  women  is  by  no  means  what  it  ought  . 
to  be,  the  result  of  fashion  in  some  cases,  of  poverty  and  un- 
womanly work  in  others.  Dr.  Thomas  says  that  •*  the  American 
woman,  except  in  our  cities,  is  at  least  half  starved,"  aad  I  fear 
the  same  remark  applies  to  a  large  extent  of  our  English  women 
also.  The  miserable  tea  diet  on  which  the  women  of  our  artisan 
and  agricultural  laboring  classes  so  largely  subsist  will  not  suffice 
to  nourish  a  healthy  matrix^  much  less  a  healthy  proles  in  addition, 
and  among  the  more  affluent  classes,  fashion  does  what  poverty 
enforces  among  those  less  well  circumstanced.  A  well-known 
metropolitan  physician  has  recently  been  somewhat  thinning  the 
number  of  our  male  patients,  that  is,  killing  or  curing  them,  and 
I  am  bound  to  say  more  often  the  latter,  by  his  prescribed  meniLs; 
he  would  render  an  equally  great  service  if  he  would  persuade 
their  wives,  or  rather  their  daughters,  to  consume  some  of  the  red 
meats  and  other  proscribed  items.  The  more  thorough  tissue- 
changes  which  the  female  undergoes,  consequent  on  menstruation, 
demand  a  supply  of  nutriment  which  the  urban  male,  at  any  rate, 
scarcely  requires.  In  his  address  to  the  Obstetrical  Section  of  the 
British  Medical  Association  (1883),  Dr.  Graily  Hewitt  has  dis- 
coursed well  and  wisely  on  this  subject,  and  the  recognition  of 
the  necessity  of  fuller  nourishment  in  gynaecological  practice 
forms  the  basis  of  one  part  of  the  system  of  treatment  afterwards 
to  be  mentioned  as  Weir  Mitchell's. 

Closely  associated  with  the  subject  of  food  is  that  of  Stimu- 
lants. And  yet  I  am  very  desirous  of  dissociating  the  two 
things.  The  more  good  nourishing  food  a  patient  can  take, 
within  reason,  the  less  stimulation  he  or  she  requires;  and  yet, 
antithetic  as  it  may  seem,  no  one  can  less  safely  encounter  the 
dangers  of  chronic  stimulation  than  he  or  she  who  has  badly 
nourished  or  overworked  tissues.  Woman,  though  fashion,  and 
the  instinct  of  self-preservation,  are  fortunately  on  her  side  in 
this  respect,  falls  more  readily  and  irretrievably  under  the  baneful 
influence  of  alcoholic  craving,,  and  chronic  alcoholism  than  man. 
I  cannot  say  'that  a  little  porter,  or  ale,  or  wine  may  not  occasion- 
ally prove  as  useful  to  the  female  as  to  the  male,  but  I  believe 
that  dietetic  substitutes  may  be  found,  in  all  cades  of  chronic 
disease,  which,  if  a  little  more  costly  to  the  poor,  or  less  costlv  to 
the  rich,  leave  not  on  the  mind  of  the  prescriber  the  uncomwrt- 
able  reflection  that  he  may  have  laid  the  seeds  of  inevitable  ruin 
to  his  patient.  It  should  never,  however,  be  forgotten  by  the 
physician  that  it  is  not  alcohol  alone  which  leads  to  alcoholic 
craving.    Tea,  coffee,  tobacco,  quinin^,  strychnine  or  nux  vomica,   , 
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choral,  opiam,  sal  volatile,  and  all  the  so-called  nervine  touicy  or 
sedatives  of  modem  pharmacy,  when  depended  on  for  stimulation 
or  sedation,  lead  in  one  and- the  same  direction.  As  civilization 
advances,  and  consequent  nerve  tension  increases,  we  shall  have 
an  increasinglv  intelligent  dread  of  their  use,  .counterbalanced 
unfortunately  by  an  increasing  supposed  necessity,  and  by  a  really 
lessened  power  of  withstanding  their  baneful  influences.  I  have 
long  ceased  to  recommend  the  use  of  stimulants  in  any  form  of 
chronic  female  disorder,  and  the  young  practitioner  who  wishes 
to  look  back  with  pleasure  upon  the  results  of  his  past  career, 
ivill  be  wise  to  adopt  this  rule  of  practice  until  he  sees  some  very 
good  reason  for  change. 

Clothing  is  a  subject  of  extreme  delicacy,  and  I  must  entirely 
ignore  its  aesthetic  aspects.  But  there  are  certain  points  of  im- 
portance on  which  all  physicians  are  agreed,  and  which  must  be 
left  to  the  ladies  to  reconcile  with  the  question  of  outward  adorn- 
ment. Wool  in  some  form,  however  thin,  should  be  worn  next 
the  skin,  from  head  to  foot,  in  this  climate.  Everything  which 
contracts  the  thorax  is  inadvisable  on  general  grounds,  and 
especially  tends  to  produce  pelvic  congestion  and  other  mischief. 
Corsets  with  steel  or  whalebone  appliances  are  as  absurd  for  a 
healthy  woman  as  steel-jointed  leg  pieces  would  be  for  a  healthy 
man.  The  tying  of  a  *'dry  goods  store"  round  the  waist  or  ab- 
domen, in  the  form  of  heavy  petticoats,  is  highly  iiyurious,  and 
some  modification  of  the  male  system  of  braces  is  desirable.  The 
use  of  high-heeled  shoes  or  boots,  independently  of  its  bad  efiect 
on  the  feet,  throws  out  of  gear  the  suspensory  ligaments  of  the 
uterus,  bv  altering  the  inchne  of  the  pelvis.  It  would  be  better, 
I  think,  if  medical  advisors  would  keep  in  view,  and  insist  on, 
these  few  and  simple  facts,  rather  than  attempt  to  discuss  their 
minute  realization.  Their  practical  enforcement  in  early  life 
would  obviate  the  necessity  for  many  a  serious  surgical  proceeding 
afterwards,  when  the  causation  of  the  disease  can  be  but  iaintly 
traced  to  early  ncj^lect. 

Proper  Exercise  is  just  as  essential  to  the  preservation  of 
female  health  as  timely  rest.  Female  football  players  or  gym- 
nasts are  just  as  much  an  occasional  possibility  as  female  senior 
wranglers,  though  they  are  about  equally  undesirable  as  types  of 
the  sex.  But  just  as  the  really  well-cultured  woman  trequently 
excels  her  male  competitors  in  moral  inspiration,  so  the  woman 
who  has  had  free  play  for  her  muscles  while  a  girl,  and  in  young 
womannood,  and  who  has  not  been  injured  by  the  unwomanly- 
work  or  of  over-civilised  Hfe,  excels  him,  in  many  ways,  in  her 
powers  of  endurance.  Few,  if  any,  men  could  endure  the  sus- 
tained fatigue  daily  and  hourly  undergone  by  the  mother  of  a 
family  in  poor  and  very  moderate  circumstances;  and  as  the 
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necessity  for  this  will  endure  as  long  as  the  perpetuation  of  the 
race  is  carried  on,  on  its  prenent  lines,  it  is  essential  that  the 
muscular  system  of  women  should  be  considered  in  their  hygienic 
training.  In  childhood  the  girl  should  be  allowed  and  encour- 
aged to  romp  as  much  as  her  brothers,  and  the  more  spontaneously, 
and  the  less  to  anybody's  "  system  *'  she  does  so  the  better.  As 
womanhood  approaches,  a  separation  of  the  sexes  becomes  desir- 
able, in  order  that  work  and  play  may  be  intermitted  according  to 
the  periodic  necessities  of  the  female,  and  the  wise  parent  or 
guardian  will  see  that,  while  the  necessary  rest  is  obtained  at  the 
period  of  menstruation,  habits  of  indolence  and  sloth  are  not 
imported  into  the  remainder  of  the  month. 

Bathing  or  regular  ablution  of  the  whole  surface  is  just  as 
important  for  the  one  sex  as  the  other,  but  during  the  early  years 
of  menstrual  life,  at  any  rate,  periodicity  must  also  be  recognised 
by  substituting  tepid  for  cold  water,  or  by  intermitting  the  use 
of  either  to  some  extent  at  the  periods. 

Education. — ^This  is  a  subject  which,  at  the  present  moment, 
can  hardly  be  touched  upon  without  involving^  questions  which 
are  not  always  treated  with  the  calmness  and  impartiality  they 
demand.  As  a  professor  of  a  college  and  a  university  which  are 
perhaps  doing  as  much  as  any  in  England  to  meet  the  demand 
for  female  degrees,  and  female  education  leading  up  to  those 
degrees,  I  would  not  for  a  moment  be  supposed  to  join  in  the 
ignorant  clamor  against  such  education,  which  is  based  on  a  desire 
for  monoply  by  the  male  sex.  The  struggle  for  existence  on  the 
part  of  single  women,  and  the  capacity  of  a  few  of  their  number 
to  ignore  with  safety  the  physiological  difficulties  of  the  majority, 
are  demanding  opportunities  for  education,  and  its  honourable  as 
well  as  valuable  distinctions,  which  cannot  and  ought  not  to  be 
refused. 

Unfortunately,  however,  up  to  this  time,  no  means  have  been 
found  which  will  reconcile  tnis  with  the  phisiological  necessity 
for  intermittent  work  by  the  one  sex.  It  becomes,  therefore,  the 
duty  of  every  honest  physician  to  make  no  secret  of  the  mischief 
which  must  inevitably  accrue,  not  only  to  many  of  our  young 
women,  but  to  our  whole  population,  if  the  distinction  of  the  sex 
be  disregarded.  Co-education  of  jthe  sexes,  L  «.,  either  education 
together,  or  education  on  precisely  the  same  lines,  is  already 
working  mischief  in  this  country,  which  would  utterly  astonish 
that  large  band  of  distingushed  American  physicians  who  are 
almost  piteously  holding  out  their  hands  to  their  own  people  and 
demanding  a  recourse  to  what  they  consider  the  European  system. 
Dr.  Edward  Clarke  {Sex  in  Education^  Boston,  1882)  speaking  of 
co-education  says : — "  Neither  is  it  asserted  that  all  the  female 
graduates  of  our  schools  and  colleges  are  pathological  specimens. 
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teut  it  is  asserted  that  the  namber  of  those  graduates  who  have 
been  disabled  to  a  greater  or  less  degree  by  these  causes  is  so 
great  as  to  excite  the  gravest  alarm,  and  to  demand  the  serious 
attention  of  the  community.  If  these  causes  should  continue  for 
the  next  half  century,  and  increase  in  the  same  ratio  as  they  have 
for  the  last  fifty  years,  it  requires  no  prophet  to  foretell  that  the 
wives  who  are  to  be  mothers  in  our  republic  must  be  drawn  from 
trans- Atlantic  homes.  The  sons  of  the  New  World  will  have  to 
re-act  on  a  magnificent  scale,  the  old  story  of  unwived  Rome  and 
the  Sabines."  There  is  hardly  an  American  physician  who  has 
specially  treated  the  diseases  of  women  who  does  not  corroborate 
these  words.     Dr.   Qaillard  Thomas  {Diseases  of   Women^  1880, 

?.  44)  says : — ^"  Unfortunately  the  restless,  energetic,  and  am- 
itious  spirit  which  actuates  the  people  of  the  United  States,  has 
prompted  a  plan  of  education  which  by  its  severity  creates  a  vast 
disproportion  between  these  two  systems  (the  nervous  and  muscu- 
lar), and  its  eftects  are  more  especially  exerted  upon  the  female 
sex,  in  which  the  tendency  to  such  loss  of  balance  is  much  more 
marked  than  in  the  male.  The  results  are  rapid  development  ot 
brain  and  nervous  system,  precocious  talent,  refined  and  cultivated 
taste,  and  a  fascinatinff  vivacity  on  the  one  hand  ;  a  morbid  im- 
pressibility, great  feebleness  of  muscular  system,  and  marked 
tendency  to  disease  in  the  generative  organs  on  the  other.  But 
the  mere  existence  of  this  fact  is  not  the  most  melancholy  feature 
of  the  case  ;  it  is  far  more  painful  to  see  mothers  listening  to  it, 
admitting  its  truth,  and  yet  calmly  and  dispassionately  choosing 
to  make  the  trial,  as  we  see  them  doing  constantly." 

Dr.  Emmet  {op.  ciL^^  p.  20)  says:— "I  hold  that  it  is  not  prac- 
ticable to  educate  a  girl  by  the  same  methods  found  best  for  the 
boy,  without  entailing  serious  consequences,  for  the  ovaries  will 
always  be  arrested  in  their  growth  if  the  brain  is  forced.  Even 
when  the  course  of  study  is  comparatively  moderate,  functional 
disturbances  are  of  too  frequent  occurrence  to  admit  a  doubt  as  to 

the  cause I  not  only  endorse  Dr.  Clarke's  views  as  far  as 

he  has  gone,  but  my  own  experience  leads  me  to  believe  that  the 

evil  is  even  ,more  serious  than  he  has  represented To 

enable  her  to  reach  the  highest  physical  development,  the  young 
girl  in  the  better  classes  of  society  should  pass  the  year  before 
puberty,  and  some  two  years  afterwards,  free  from  all  exciting 

influences Her  dress,  diet,  and  habits  of  life  should  be 

carefully  looked  after  as  if  she  were  a  child — her  mind  should  be 

occupied   by  a  very   moderate  amount  of  study there 

should  be  no  night  studying  under  any  circumstances.  After  the 
menstrual  function  has  become  permanent,  normal  in  character, 
and  free  from  pain,  she  can  begin  to  increase  the  number  of  her 
studies,  but  afterwards,  at  the  time  of  the  molimen.  she  should 
observe  the  same  rule  of  rest,  mental  and  physical."  by 'LjOOglC 


FSMALS  BDUOATION.  101 

Dr.  Qoodell  {op.  ciL;  p.  420)  says: — ^**Proni  the  age  of  eight  to 
that  of  sixteen  our  daughters  spend  most  of  their  time  within  the 
unwholesome  air  of  the  recitation  room,  or  in  poring  over  their 
books  when  they  should  be  at  play.  As  a  result,  the  chief  skill 
of  the  milliner  seems  to  be  directed  towards  concealing  the  lack 
of  organs  needful  alike  to  beauty  and  to  maternity,  and  the  girl 
of  to-<iay  becomes  the  barren  wife  or  the  invalid  mother  of  to- 
morrow. Surely  a  civilisation  that  stunts,  deforms,  and  enfeebles 
must  be  unsound." 

Such  is  the  Cassandra-like  tone  of  every  modem  American  phy- 
ftician.  Our  own  highest  authorities,  and  therefore  generally  those 
who  have  attained  a  somewhat  mature  age,  say  much  less  on  the 
topic,  for  obvious  reasons,  but  the  importance  of  the  subject  must 
justify  me  for  inserting  a  quotation  from  a  recent  English  writer. 
Mr.  Lawson  Tait  {Diseases  of  the  Ovaries^  1883)  says: — "There  has 
grown  up  a  desire  to  educate  women  in  exactly  the  same  way  and 
to  the  same  extent  as  men.  It  would  be  easy  for  me  to  show,  were 
any  charge  of  obstructiveness  or  want  of  liberality  to  be  made 
against  me,  that  throughout  my  public  life  I  have  ever  been  in 
the  front  rank  of  those  who  advocate  perfect  freedom  of  every 
kind  of  instruction  for  everv  one  who  may  desire  it;  and  I  have 
been  particularly  strong  in  the  expression  of  my  views  that  there 
should  be  restriction  oi  neither  class  nor  sex.  Bui  it  is  useless  to 
disguise  the  fact  that,  inasmuch  as  women  have  functions  to  fulfill 
which  men  are  free  from,  it  is  not  to  be  expected  that  women  can, 
vrith  safety,  do  the  work  of  men,  and  at  the  same  time  properly 

fulfil  their  own  special  functions  as  women This  is  no  place 

to  air  political  crotchets,  but  I  own  myself  an  advanced  advocate 
of  women's  rights;  at  the  same  time  I  cannot  help  seeing  the  mis- 
chief women  will  do  to  themselves  and  to  the  race  generally  if 
they  avail  themselves  too  fully  of  these  rights  when  conceded. 
To  leave  only  the  inferior  women  to  perpetuate  the  species  will  do 
more  to  deteriorate  the  human  race  than  all  the  individual  victo- 
ries at  Girton  will  do  to  benefit  it.  This  overtraining  of  young 
women  is  wholly  unnecessary  in  the  interests  of  human  progress, 

and  it  is  mischievous  alike  to  themselves  and  to  humanity 

Those  who  advocate  the  equal  treatment  ot  the  sexes  must  bear  in 
mind  that  great  culture  in  a  man  does  not  unfit  him  for  paternity, 
but,  on  the  contrary,  will  help  him  in  the  struggle  for  existence 
to  maintain  a  familv.  For  women,  on  the  contrary,  exceptional 
culture  will  infallibly  have  the  tendency  to  remove  the  fittest  in- 
dividuals, those  most  likely  to  add  to  the  production  of  children 
of  high-class  brain  power,  from  out  of  the  ranks  of  motherhood." 

This  is  hardly  the  place  to  discuss  this  question  further,  how- 
ever, but  I  will  merely  endeavor  to  give  as  sound  advice  as  I  can 
on  the  subject  to  the  young  practitioner  who  may  be  consulted  as 

Digitized  by  VjOOQ  IC 


102  PHYSIOLOGICAL   DIFFICULTIES   IN   FEMALE   EDUCATION. 

to  the  education  of  a  girl  say  from  twelve  to  twenty  years  of  age, 
and  I  may  also  refer  him  to  a  lecture  on  the  subject  published  by 
me  in  pamphlet  form  (Cornish,  Manchester,  1884).  If  asked  what 
he  thinks  of  the  "higher  education"  of  woman  he  would  be  right 
jn  saying  that  there  is  no  field  of  education  tabooed  to  her  by 
nature,  that  the  wider,  and  above  all  the  more  thorough,  her  edu- 
cation is,  the  better  woman  will  she  become,  provided  always,  as 
the  lawyers  say,  that  the  conventional  period  of  girlhood  is  pro- 
longed sufficiently,  and  that  she  is  educated  where  there  is  suffi- 
ciently intelligent  oversight  to  acknowledge  the  fact  that,  during 
a  portion  of  every  month,  rest  and  relaxation  from  severe  work 
or  study  are  required.  If  he  is  told  that  her  success  or  mainte- 
nance during  life  depends  on  her  working  pari  passu^  or  along 
with  young  men  of  the  same  age,  it  will  be  his  duty  to  say  that 
the  Chinese  cram  system  of  the  day  is  playing  havoc  with  our 
youn^  men,  in  spite  of  their  cricket,  football,  and  other  antidotes, 
and  m  spite.of  the  fact  that  they  are  not  handicapped  by  the 
household  duties  which  fall  to  the  lot  of  all  our  middle  class 
girls.  It  will  also  be  his  duty  to  say  that  work  of  this  kind,  car- 
ried on  ''week  in,  week  out,"  will  probably,  in  a  large  number  of 
cases,  entail  either  the  unsexinff  of  the  girl  or  the  exaggeration  of 
all  the  weaknesses  incident  to  her  sex.  In  our  complex  civilised 
life  dangerous  occupations  must  be  followed  by  some;  the  risks 
involved,  and  the  remuneration  held  out,  must  not,  however,  be 
concealed.  To  persuade  the  English  -universities  to  formulate  de- 
grees, and  plan  corresponding  work  for  women — degrees  which 
will  be  fitted  to  acknowledge  those  types  of  culture  in  which 
women  excel,  and  work  which  will  allow  for  their  physiological 
position  as  the  future  healthy  mothers  of  our  race — this  must  be 
the  work  of  women  themselves.  There  are  better  materials  for 
this  purpose  in  England  than  elsewhere,  and  I  have  not  the  slight- 
est doubt  that  the  common  sense  of  our  people  will  solve  the  aiffi- 
culties  involved.  Mistakes  are  inevitable  at  the  commencement 
of  all  great  movements. 

I  leave  those  remarks  on  the  hygiene  of  women,  which  are 
called  for  by  the  special  conditions  of  child-bearing,  to  the  obstet- 
rician. It  will,  however,  be  well  to  say  a  few  words  now  on  two 
diseased  conditions  which,  though  not  by  any  means  confined  to 
the  female  sex,  are  much  more  frequently  met  with  in  its  mem- 
bers. I  allude  to  the  condition  of  anaemia  or  chlorosis,  and  to 
that  of  nervous  exaltation,  depression,  or  excitability,  which  I 
have  included  under  the  one  term  "neurasthenia." 

Chlorosis. 

Chlorosis,  chloro-anremia,  or,  popularly,  green-sickness,  is  but 
a  form  of  ansemia,  of  diathetic  rather  than  depletive  character, 
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though  it  is  often  apparently  aggravated  or  even  commenced  by 
losses  of  blood.  It  is  not  the  same  as  pernicious  ansemia,  for, 
under  proper  treatment,  its  tendency  to  death  is  rare,  and  its 
curabihty  is  common.  Its  diathetic  origin  is  rendered  probable 
from  its  frequent  yielding  to  treatment  adapted  to  disease  of  the 
nervous  system,  when  ferruginous  remedies  nave  failed  to  produce 
effects  such  as  are  usual  in  ordinary  ansemia.  It  is  most  common 
about  the  age  of  puberty,  though  it  is  by  no  means  absolutely 
confined  to  that  period  ;  nor  is  the  greenish  tinge  which  often  ac- 
companies the  pallor  of  the  affection,  and  which  has  given  to  it 
its  name  {x/pwSt:^  green),  confined  to  that  time  of  lite,  or  even 
absolutely  to  the  female  sex.  I  am  aware  that  many  distinguished 
authorities,  especially  of  the  French  school,  draw  a  much  wider 
distinction  between  ansemia  and  chlorosis  than  I  have  now  done 
I  could  not  hope  to  define  these  differences,  however,  without  an 
amount  of  logomrchy,  or  contention  about  mere  verbal  distinc- 
tions, which  is  foreign  to  the  scope  of  our  present  work. 

The  blood-changes  sound  in  chlorosis  are— diminution  in  the 
total  quantity  of  blood,  deficiency  in  both  red  and  white  corpuscles, 
and  diminution  in  the  total  as  well  as  relative  amount  of  hemog- 
lobin, to  a  greater  degree  than  in  ordinary  aneemia.  Deficiency 
in  the  albuminous  constitutents  is  not  so  marked  or  so  frequent 
as  in  ordinary  anaemia,  and  the  iatty  and  saline  constitutents  are 
also  found  in  almost  normal  proportion.  The  fet  of  the  body  is 
sometimes  considerably  diminished,  but  very  often,  and  these  are 
the  most  troublesome  cases,  it  is  in  excess.  Anatomical  changes 
in  the  tissues,  especially  the  heart  and  aorra,  may  be  slight,  or 
may  be  considerable,  as  in  the  worst  forms  of  ansemia.  Virchow 
held  that  the  essential  pathological  condition  was  a  hypoplasia  of 
the  heart  and  great  vessels, — a  theory  manifestly  in'^onsistent 
with  the  rapid  recovery  often  observed  For  these  anatomical  or 
pathological  details  the  student  may  consult  the  articles  on 
"  Ansemia," '*  Chlorosis,"  and  "  Blood  Changes  "in  Quain's  i)e(?- 
tionary  of  Medicine^  or  Bequerel's  Maladies  de  V  Uterus^  vol  ii. 

Symptoms, — The  effection  usually  comes  on  insidiously,  but  is 
sometimes  very  sudden  in  its  onset.  The  most  striking  symptoms 
are  the  change  in  colour  and  complexion,  and  the  pal  id  mucous 
membranes;  but  these  are  speedily  accompanied  by  breathless- 
noss,  palpitation,  despepsia,  and  great  debility,  and  sometimes  by 
serous  effusion  into  the  cellular  tissue.  The  last  symptom,  and 
even  optic  neuritis,  may  occur  without  any  albuminuria;  the 
urine  is  generally  abundant,  pale,  and  of  low  specific  gravity.  A 
certain  amount  of  cardiac  hypetrophy  is  often  present,  and  loud 
spansemic  murmurs  are  rarely  absent.  The  whole  of  the  symp* 
tons  bear  a  striking  resemblance  to  many  of  those  met  with  m 
Bright's  disease,  many  organic  cardiac  affections,  gastric  ulcer,  and 
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chronic  tubercular  peritonisis;  and  before  we  can  be  certain  of 
our  diagonsis,  these  must  in  every  case  be  eliminated  by  the  most 
careful  inquiry  and  investigation.  Menstrual  disorder  in  some 
shape  is  rarely  if  ever  absent,  but  it  may*  take  the  form  of  total 
suppression,  of  diminution  and  irregularity,  or  of  passive 
menorrhagia  or  nervous  dymeiiorrhoea  (see  Chap.  VII.).  Leu- 
corrhoea  is  an  almost  constant  concomitant.  It  is  surprising  how 
difficult  it  often  is  to  ascertain  whether  these  conditions  were 
antecedent  to  the  chlorosis,  and  possibly  causative,  or  succeeded 
to  it,  and  were  therefore  possibly  its  effects.  This  chlorosis  con- 
dition may  continue  unaltered"  through  a  comparatively  long  life, 
or  it  may  yield  to  a  suitable  treatment.  There  is  a  constant  ten- 
dency to  return,  however,  which  diminishes  as  full  maturity  is 
reached.  Neuralgia  and  neurasthenia,  or  nerve  weakness,  in  every 
form,  includine:  hysteria,  are  frequent  accompaniments  of  chlorosis, 
and  yield  to  the  same  treatment;  but  it  cannot  be  denied  that 
they  may  severally  exist  quite  independently  of  one  another. 

Oauaation, — Our  present  knowledge  of  the  pathology  of  chlorosis 
or  of  ordinary  anaemia  is  so  imperfect  that  it  must  render  us 
cautious  in  dogmatically  assigning  their  efficient  causes.  The  age 
of  commencing,  or  only  partially-established,  puberty,  is  un- 
doubtedly a  common,  though  not  a  necessary  predisposing  element! 
The  affection  is  very  frequently  hereditary,  and  is  said  to  occur 
most  frequently  in  towns,  bui  one  often  encounters  well-marked 
cases  among  country  girls.  In  many  instances  we  have  no  other 
known  causes  to  guide  us  in  treatment.  There  is  sufficient 
evidence  to  show  that  whatever  tends  to  deprave  the  nutrition  of 
the  body,  in  the  way  of  deficient  food,  exercise,  air,  and  light,  or 
whatever  tends  to  lower  the  nervrous  tone,  in  the  way  of -mental 
anxiety,  loss  of  rest,  over-exertion, — epecially  mental,  abnormal 
sexual  excitement,  or  the  various  troubles  which  the  adolescent 
girl  experiences  at  home,  at  school,  or  in  society,  may  cause  or 
promote  the  tendency  to  this  affection.  Their  removal  will  at  any 
rate  materially  aid  in  its  cure,  and  their  continuous  existence 
will  generally  be  found  incompatible  with  this. 

Treatment — The  treatment  of  Chlorosis  should,  in  the  first  in- 
stance, be  attempted  by  prescribing  the  ordinary  remedies  for 
anaemia,  especially  iron  in  its  most  assimilable  forms,  combined 
with  attention  to  every  hygienic  error  which  can  be  ascertained 
and  corrected,  under  the  social  conditions  of  the  patient.  In  a 
certain  number  of  cases  a  rapid  cure  is  attainable  by  this  means 
alone.  We  know  not  positively  why  arsenic  or  the  salts  of  man- 
ganese succeed  in  many  cases  where  iron  fails,  but  this  is  so  often 
the  case  in  chlorosis,  and  the  patients  have  so  often  tried  the  fer- 
ruginous treatment  in  vain  before  I  am  consulted,  that  I  have 
got  into  the  habit  of  prescribing  one  or  both  of  these  drugs  from 
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the  first,  in  almost  every  case ;  and  the  rapid  improvement  which 
has  often  followed  has,  I  helieve,  brought  to  me  more  kudos  than 
any  medication  of  a  less  empirical  or  more  scientific  character 
which  I  have  pursued.  The  arsenic  may  either  be  prescribed  as 
Fowler's  solution,  3,  gradually  increased  to  5  or  6  drops,  in  water, 
after  a  meal ;  or  as  arsenite  of  iron,  gr  ^  to  gr.  J,  three  times  • 
daily.  The  manganese  should  be  given  separately  as  the  pre- 
pared black  oxide,  10  to  20  grains  in  honey  or  syrup.  The  con- 
nection of  chlorosis  with  diseases  of  the  uterus  must  be  carefully 
weiffhed.  In  the  great  majority  of  cases,  local  disease,  such  as  ca- 
tarrh of  the  uterus  or  vagina,  or  disordered  menfetruation,  is  the 
result,  not  the  cause  of  the  chlorotic  state  ;  but  a  vicious  circle  of 
causation  may  ensue,  the  catarrhal  discharge,  or  overabundant 
menstruation,  becoming  in  its  turn  a  source  of  weakness  or  im- 
poverished blood.  Moreover,  when  chlorosis  occurs  during  mar- 
ried life,  long  subsequent  to  the  full  establishment  of  pubertjr,  the 
haemorrhages  or  discharges,  or  perhaps  even  the  nervous  irrita- 
tions caused  by  chronic  endometritis,  or  ovarian  diseases,  ruptured 
cervix,  or  even  ruptured  perineum,  may  be  the  primary  causes  of 
the  chlorosis,  and  their  remedy,  secundum  artem^  may  prove  the 
only  efficient  means  of  its  cure.  To  the  nature  and  treatment  of 
such  diseased  conditions  the  remsinder  of  this  work  will  be 
mainly  devoted.  The  form  of  acute  chlorosis  which  occasionally 
follows  the  puerperal  state  is  sometimes  independent  of  severe 
losses  of  blood ;  and  unless  there  are  strong  evidences  of  chronic 
metritis,  or  even  when  these  are  present,  it  must  be  considered  as 
allied  to,  and  demanding  the  same  general  treatment  as  the  ordi- 
nary form  which  is  met  with  during  the  first  establishment  of 
menstruation.  The  sun  treatment  of  disease,  that  is,  constant  ex- 
posure in  a  semi-nude  condition  to  the  rays  of  the  sun  (Heliothe- 
rapy), carried  on  at  Weldes  and  some  other  parts  of  southern 
Europe,  has  been  found  beneficial  in  some  otherwise  intractable 
cases.  In  many  instances  a  tolerably  rapid  cure  of  the  condition 
is  obtainable  by  a  modification  of  Weir  Mitchell's  treatment. 
That  is  to  say,  the  treatment,  which  I  shall  mention  more  fully 
by  and  by,  may  be  employed,  with  the  omission  of  the  isolation 
and  removal  from  home  of  the  patient,  which  add  so  much  to  its 
difficulty  and  expense,  but  which  are  indispensable  when  it  is  car- 
ried out  for  the  cure  of  more  strictly  nervous  aftections. 
I  use  this  term  here  to  express,  as  far  as  possible  in  one  word,  a 

treat  variety  of  nervous  phenomena  which  are  certainly  not  con- 
ned to  the  female  sex,  but  which  are  met  with  in  that  sex  much 
more  freauently  and  with  more  prominence  than  in  the  other. 
The  conaition  is  closely  allied  to,  and  in  very  many  instances 
quite  indistinguishable  from  that  other  vast  group  of  symytoras 
which  is  usually  designated  by  the  term  hysteria.    Indeed.,  it  is 
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very  doubtful  whether  even  the  typical  paroxysm  of  hysteria,  the 
globus  hystericus,  etc.,  are  not  mere  manifestations  of  neurasthe- 
nia. Nor  is  the  more  chronic  and  continuous  state  of  matters  de- 
scribed as  nauriasthenia  to  bo  placed  altogether  in  opposition  to 
the  more  fitful  and  evanescent  state  of  hysteria,  for  in  each  we 
may  have  cases  of  great  evanescence  ot  symptoms,  and  in  each  a 
more  or  less  continuous  state  of  nervous  affection.  The  condition 
known  as  hystero-epilepsy^  of  which  the  student  will  find  a  most 
excellent  description  by  Dr.  Mills  in  the  American  Journal  of 
Medical  Science j  October,  1881,  comes  within  the  same  category, 
and  perhaps  also  some  cases  ot  epilepsy.*  At  any  rate,  the  remarks 
as  to  the  treatment  of  one  will  apply  equalljr  to  all,  except  in  such 
cases  as  can  be  traced  to  a  definite  organic  basis  or  anatomical 
lesion.  The  remarkable  uniformity  of  symptoms  observed  by 
Charcot  in  hystero-epilepsy  has  hardly  been  met  with  in  England, 
and  I  think  is  not  likely  to  be  until  some  experimenter  can  estab- 
lish a  vast  clinique  where  full  play  can  be  given  to  the  mimetic 
tendencies,  or  liability  to  be  influenced  by  imitation,  or  associa- 
tion, or  suggestions  of  ideas  or  actions,  which  is  prevalent  in  all 
neurasthenic  or  hysterical  patients 

Neurasthenia. 

Symptoms. — A  state  of  great  general  debility  is  common  to 
nearly  all  cases  of  neurasthenia,  but  this  may  show  itself  much 
more  prominently  in  one  or  another  direction.  Inability  for 
physical  exertion  of  any  kind,  constant  tiredness,  may  or  may  not 
be  accompanied  by  inability  for  mental  exertion,  or  what  is  very 
common,  there  may  be  paroxysmal  exacerbations  of  the  one  form 
of  exhaustion  or  the  other,  or  certain  sets  of  muscles,  or  certain 
kinds  of  brain  work  may  be  peculiarly  affected.  The  loss  of 
power  of  taking  walking-exercise  is  the  most  common  and  early 
symptom,  and  local  cramp,  or  utter  general  exhaustion,  follow  on 
attempts  to  enforce  its  practice.  Feebleness  of  circulation  k 
shown  by  cold  extremities  and  cardiac  disturbance.  Sleeplessness 
is  a  common  and  distressing  symptom.  Morbid  sensations,  such 
as  neuralgia  of  every  kind,  spinal  tenderness  at  certain  points, 
formication  more  rarely,  and  the  like  hypersesthesi®,  are 
seldom  absent.  The  patient  becomes  intensely  hypochon- 
driacal, exaggerates  every  symptom,  and  on  the  slightest 
suggestion  can  be  made  to  experience,  imagine,  or  invent — it  is 
often  hard  to  say  which — other  symptoms.  The  want  of  exercise 
leads  to  dyspepsia,  constipation,  and  similiar  disorders.  Then 
follow  in  rapid  train,  in  typical  cases,  the  dreary  round  of  hysteri- 
cal inventions  of  any  or  every  imagiuable  form  of  paralysis  or 
spasm,  tetany  and  epileptiform  attacks  included.     Loss  of  appe- 
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tite  is  usual,  and  may  be  carried  to  the  extent  of  voluntary 
starvation.  AH  the  common  symptoms  of  uterine  or  ovarian 
disease  may  be  copied  in  perfection,  or  may  be  merely  the  exag- 
geration ot  a  slignt  actual  basis  of  fact.  Emaciation,  to  an  ex- 
tent generally,  follows  as  an  natural  consequence,  or  if  the  patient 
retains  a  certain  amount  of  fat  it  is  accompanied  by  chlorosis  or 
ansemia.  The  emotional  conditions  commonly  called  hysterical 
may  be  present,  or  the  patient  may  be  simple  sluggish,  or,  what 
19  perhaps  worst  of  all,  most  amiably  and  even  religiously  sub- 
missive to  the  aches  and  pains,  or  paralvses  and  spasms,  she  's 
called  on  to  endure.  Slight  degrees  of  this  neurasthentic  con- 
dition are  verv  common  in  the  female  sex,  but  with  a  resolute  will, 
the  absence  of  injudicious  pampering,  and  a  little  kindly  but  firm 
medical  advice,  they  speedily  pass  away.  The  same  remark  applies 
to  over-worked  or  self-indulgent  males.  A  distinguishing  feature 
in  all  these  cases  is  that  there  is  never  any  real  loss  of  mobility  or 
sensation — ^all  the  reflex  "phenoinena  of  health,  the  "  myotatic  " 
contractions  of  Qowers,  are  easily  elicited,  and  there  is  no  change 
in  the  normal  electric  reactions.  Recovery  even  in  slight  cases 
is  usually  slow,  and  relapses  are  common. 

It  is  hardly  necessary  to  speculate  here  as  to  the  essential  patho- 
logy of  these  cases,  but  everything  seems  to  point  to  what  we,  in 
in  our  ignorance,  must  term  functional  disease  of  the  spinal  and 
other  nerve  centres,  as  a  leading  factor.  Anaemia  of  the  brain  or 
cord,  with  perhaps  occasional  h^persemic  ebbs  and  flows,  most 
doubtless  produce  changes  in  their  nutrition  too  minute  for  the 
anatomist  to  recognise,  and  to  thesi*  we  must  look  for  an  explana- 
tion of  most  of  the  leading  symptoms. 

Causation. — ^The  period  of  puberty  or  adolescence  is  by  far  the 
most  common  time  for  the  development  of  these  symptoms,  and 
one  comes  therefore  to  the  conclusion  that  the  mental  and  bodily 
changes  then  going  on,  are  at  any  rate  predisposing  agents.  Not 
a  few  cases,  however,  are  met  with  in  middle  age,  or  at  the  climac- 
teric period,  while  in  old  age  they  are  exceedingingly  rare. 
Another  strong  predisposing  element,  one  which  I  have  seldom 
seen  entirely  absent,  is  the  existence  of  a  hereditary  neurotic  con- 
stitution, as  evidenced  by  the  occurrence  of  neuroses  in  other 
members  of  the  family.  A  more  immediately  exciting  causation 
is  found  in  over-exertions  or  prolonged  emotion,  or  in  circum- 
stances violently  aftecting  the  passions.  Although  minor  degrees 
of  neurasthenia  may  have  previously  existed,  the  occurrence  of 
the  more  striking  phenomena  is  almost  always  preceded  by  one  of 
those  causes.  Physical  over-fatigue  is  comparatively  seldom  in 
the  female  sex  unless  combined  with  anxiety  or  care,  as  in  long- 
continued  nursing.  Mental  over-exertion,  especially  if  exper- 
ienced during  the  menstrual  periods,  is  on  the  other  hand,  a  too 
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common  factor.  That  sexual  excitement,  whether  suppressed  or 
unduly  fostered,  is  occasionally  a  cause  is  absolutely  certain. 
The  reticence  of  the  sex  on  such  subjects  renders  it  impc^sible 
to  say  how  often  this  is  the  case.  That  the  nervous  and  vascular 
general  and  local  changes  axjcompany  ovulation  and  menstruation 
are  often  strongly  causative  may  be  safely  assumed,  but  I  would 
earnestly  caution  the  young  practitioner  against  assuming  too 
freely  that  there  is  always  a  corresponding  or  accompanying  erotic 
tendency.  Mai  nutrition,  in  nearly  every  case,  plays  a  part  in  the 
causation  sooner  or  later,  whether  it  is  due  to  insufficiency,  or 
improper  character,  or  faulty  digestion  of  the  food ;  and  almost 
any  departure  from  strict  hygienic  laws  tend  in  the  same  direc- 
tion. There  is  nothing  which  produces  such  baneful  effects  in 
this  affection,  whether  as  a  primary  cause  or  a  fertile  aggravation 
of  the  symptoms,  as  the  injudicious  sympathy  of  friends  or  rela- 
tions, or  even  medical  advisers.  Let  a  young  girl,  or  a  young 
man  either,  fall  into  the  hands  of  a  fond  mother  or  other  relative, 
who  makes  it  the  business  of  her  life  to  minister  to  every  little 
want,  to  magnify  every  little  ache  or  pain,  or  to  call  them  into 
existence  by  her  inquiries  and  suggestions,  and  the  patient  may 
safely  be  pronounced  a  hopeless  invalid  till  he  or  she  ia^  rescued 
from  such  unfortunate  surroundings.  One  cannot  cure  these  min- 
istering angels,  as  the  patient  is  apt  to  consider  them,  of  their 
mischievous,  though  well  meant  practices. 

The  most  important  question  with  regard  to  causation  remains 
for  consideration.  How  far  is  uterine,  or  ovarian,  or  pelvic  dis- 
ease to  be  considered  as  a  predominant  cause  of  this  neurasthenic 
state  ?  Few  cases  continue  long  without  some  manifestations  of 
apparent  uterine  disease,  and  there  are  not  many  in  which,  after  a 
time  at  any  rate,  physical  signs  of  uterine  versions  or  flexions,  of 
cronic  metritis  or  vaginal  catarrh,  or  of  other  gynic  disorders,  are 
not  encountered.  By  the  time  the  patient  has  run  the  gauntlet  of 
several  physicians,  and  has  reached  tne  gynaecologist,  this  is  almost 
sure  to  be  the  case,  and  the  attention  of  her  friends  and  herself 
will  probably  have  become  riveted  upon  these  symptoms*  Now, 
that  real  uterine  or  pelvic  disease  may  be  the  starting  point,  I 
have  no  manner  of  doubt.  Its  symptoms  and  signs  may  have  been 
present  long  before  there  were  other  symptoms  of  general  neuras- 
thenia, the  continued  reflex  irritation  of  the  spinal  and  sympathe- 
tic nervous  system,  and  the  impoverishment  ot  blood  thus  brought 
about  may  be  the  main  etiological  factor,  and  the  cure  of  the  local 
affection  may  produce  a  speedy  inaprovement,  easily  followed  up  to 
complete  recovery  by  simple  hygienic  means.  All  this  may  be,  and 
occasionally  is,  the  case.  It  is  the  duty  of  the  shrewd  physician  to 
put  together  the  history  of  the  various  symptoms  without  bias, 
and  to  make  sure  that  he  can  speedily  alleviate  the  local  malady, 
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before  he  attempts  to  treat  the  case  from  this  direction.  But  for 
the  most  part,  and  especially  in  the  instance  of  young  or  unmar- 
ried women,  the  relations  of  cause  and  effect  are  precisely  the  re- 
verse. It  is  the  ansemic  or  neurasthenic  condition  which  gives 
rise  to  local  pelvic  congestions,  to  catarrhal  discharges  from  uterus 
or  vagina,  to  consequent  displacements  of  the  uterus  even,  and  to 
the  multiplicity  of  ovarian,  uterine,  or  pelvic  aches  and  pains.  I 
cannot  better  illustrate  this  than  by  a  quotation  from  Dr.  Goodell 
(op,  city  p.  398).  "Take,  for  instance,  this  too  common  picture 
from  life.  A  girl  who  entered  puberty  in  blooming  health,  and 
without  an  ache,  is  over-tasked  and  over- taxed  at  school,  and  her 
health  begins  to  fail.  She  loses  her  appetite  and  grows  pale  and 
weak.  Sne  has  cold  feet,  blue  finger  nails,  and  complains  of  an 
infra-mammary  pain.  Headache,  and  back-ache,  and  spine-ache, 
and  an  oppressive  sense  of  exhaustion  distress  her.  Her  catamenia, 
hitherto  without  suffering,  now  begin  to  annoy  her  more  and 
more,  until  they  become  extremely  painful,  and  at  these  times 
dark  circles  appear  under  her  eyes.  Her  linen  is  stained  by  an 
exhausting  leucorrhoea,  and  bladder  troubles  soon  set  in.  She  is 
wearied  beyond  measure  by  the  slightest  mental  or  physical  exer- 
tion; a  grasshopper  is  a  burden  to  her,  and  she  finally  becomes 
hysterical.  Now,  very  unfortunately,  the  idea  attached  to  this 
group  of  symptoms  is  that  the  reproductive  organs  are  at  fault, 
and  that  the  unit  of  resistance  lies  in  the  womb.  A  moral  rape  is 
therefore  committed  by  a  dig;ital  or  a  speculum  examination,  and 
two  lesions  will  be  found.  Firstly,  as  a  matter  of  course,  a  vaginal 
anteflexion,  and,  secondly,  an  endometritis.  These  are  at  once 
seized  upon  as  the  prime  factors,  and  she  is  accordingly  subjected 
to  a  painful,  an  unnerving,  and  a  humiliating  local  treatment. 
Unimproved,  she  drags  herself  from  one  consulting  room  to 
another,  until  finally,  in  despair,  she  settles  down  to  a  sofa  in  a 
darkened  room,  and  lapses  into  hopeless  invalidism." 

I  wish  I  could  continue  the  quotation,  but  what  I  have  ^Iready 
given  should  be  engraven  on  the  memory  of  the  young  practi- 
tioner before  he  enters  further  on  the  study  of  the  local  disorders 
of  women.  Not  a  few  of  the  cases  in  which  it  is  the  fashion  now- 
a-days  to  excise  the  ovaries  are  of  this  class,  and  might  be  cured, 
at  any  rate  in  their  earlier  stages,  by  hygienic  means. 

Diagnosis. — Neurasthenia,  in  ordinary  cases,  is  easily  recognised 
by  the  symptoms  given  above,  and  especially  by  the  fact  that  the 
numerous  subjective  phenomena  are  found,  on  careful  examina- 
tion, to  be  unaccompanied  by  objective  signs.  It  is  chiefly  with 
tabes,  or  myelitis,  or  sclerosis  of  the  cord,  or  other  organic  spinal 
of  cerebral  affections  that  it  may  be  confounded,  when  pseudo- 
paralytic, or  spasmodic,  or  convulsive  phenomena  become  devel- 
oped in  its  course.     I  have  known  very  clear-headed  physicians 
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deceiver!  in  tliis  way,  and  if  I  have  rarely,  though  not  without  ex- 
ception, been  so  myself,  in  the  case  of  females,  it  is  due  solely  to 
the  fact  that  where  doubt  existed,  I  have  ever  placed  reliance  on 
the  age,  sex,  and  surroundings  of  the  patient,  on  the  occurrence  of 
uterine  phenomena,  and  on  the  other  points  which  have  rendered 
the  diagnosis  of  neurasthenia  probable,  even  when  thev  conflicted 
with  much  of  the  evidence  derivable  from  modern  metnods  of  in- 
vestigating nervous  and  muscular  lesions. 

TrmtmenL — The  treatment  of  neurasthenia  mainly  consists  in 
removing  its  causes  when  they  can  be  ascertained.  Rest  is  an 
important  element  in  all  cases,  rest  from  brain  work,  from  wear- 
ing anxieties,  and  from  physical  exercises  beyond  the  strength  of 
the  patient.  It  is,  however,  occasionally  a  most  difficult  task  to 
determine  when  a  certain  amount  of  enforced  exercise  is  likely  to 
be  more  serviceable  than  absolute  rest.  I  cannot  on  this  point  do 
better  than  quote  from  Dr.  Weir  Mitchell  {Fat  and  Bloody  Lippin- 
cott  &  Co.,  1884,  third  edition): — "Sometimes  the  question  is 
easy  to  settle.  If  you  find  a  woman  who  is  in  good  state  as  to 
color  and  flesh,  and  who  is  always  able  to  do  what  it  pleases  her 
to  do,  and  who  is  tired  by  what  does  not  please  her,  that  is  a 
woman  to  order  out  of  bed  and  to  control  with  a  firm  and  steady 
will.  That  is  a  woman  who  is  to  be  made  to  walk,  with  no  re- 
gard to  her  aches,  and  to  be  made  to  persist  until  exertion  ceases 

to  give  rise  to  the  mimicry  of  fatigue There  are  still  other 

cases  in  which  the.  same  mischievous  tendencies  to  repose,  to  end- 
less tire,  to  hysterical  symptoms,  and  to  emotional  displays,  have 
grown  out  of  defects  of  nutrition  so  distinct  that  no  man  ought 
to  think  for  these  of  mere  exertion  as  a  sole  means  of  cure.  The 
time  comes  for  that,  but  it  should  not  come  until  entire  rest  has 
been  used,  with  other  means,  to  fit  them  for  making  use  of  their 

muscles But  between  these  two  classes  lies  the  larger 

number  of  such  cases,  giving  us  every  kind  of  real  and  imagined 
symptoms,  and  dreadftilly  well  fitted  to  puzzle  the  most  compe- 
tent physician.  As  a  rule,  no  harm  is  done  by  rest,  even  in  such 
people  as  give  no  doubts  about  whether  it  is  or  is  not  well  for 

them  to  exert  themselves I  do  not  think  it  easy  to  make 

a  mistake  in  this  matter  unless  the  woman  takes  with  morbid  de- 
light to  the  system  of  enforced  rest,  and  unless  the  doctor  is  a  per- 
son of  feeble  will,  ....  and  the  man  who  resolves  to  send  a  ner- 
vous woman  to  bed  must  be  quite  sure  that  she  will  obey  him 
when  the  time  comes  for  her  to  get  up  again."  The  degree  of 
mental  work  permissible  must  be  decided  in  each  case  on  almost 
precisely  similar  principles.  Of  course  the  period  of  rest  must  be 
utilised  to  the  fullest  extent  in  improving  the  nutrition  of  the 
pateint. 

The  utmost  attention  must  be  paid  to  securing  a  plentiful  sup- 
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ply  of  wholesome  food,  such  as  the  stomach  will  digest,  and  iron, 
arsenic,  or  manganese  have  here  their  fitting  place.  The 
moderate  and  judicious  use  of  hydrotherapy  suits  some  cases  re 
markably  well,  but  early  hours,  plentiful  and  regular  meals,  and 
very  mild  amusement,  form  a  part  of  this  treatment.  I  have 
already  said  enough  as  to  the  place  which  special  uterine  medica 
tion  occupies  in  th^  treatment  of  these  cases. 

In  very  many ,  separation  from. unwholesome  influences  and  sur- 
roundings, with  the  hygienic  regimen  which  will  suggest  itself 
to  every  physician  who  understands  the  true  nature  of  the  case, 
will  suffice  for  a  cure,  if  sufficiently  prolonged.  But  in  aggra 
vated  cases,  nothing  has  been  suggested  of  more  value  than  the 
combination  of  several  indications  in  one  routine  system  proposed 
by  Dr.  Weir  Mitchell. 

It  is  almost  impossible,  in  the  few  sentences  at  my  command, 
to  convey  the  full  drift  of  the  combination,  in  one  systematic 
course  of  treatment,  of  these  separate  medical  factors — absolute 
mental  and  bodily  rest,  systematic  and  successful  rapid  nutrition 
of  the  tissues,  utilization  of  the  large  quantities  of  food  given  for 
nutritive  purposes,  and  prevention  of  its  otherwise  deleterious 
consequences,  bv  systematic  rubbing  and  electricity,  together 
with  perfect  seclusion  of  the  patient  from  all  influences  but  those 
of  her  medical  adviser  and  trained  attendants.  Every  practitioner 
who  has  an  extreme  case  in  charge  should  carefully  study  Dr. 
Mitchell's  book  for  himself,  and  decide  how  far  the  circumstances 
of  the  patient  permit  of  the  adoption  of  its  recommendations. 
The  absolute  rest  is  necessary  for  a  time,  varying  in  diflferent  in- 
dividuals, to  reduce  the  frequency  of  cardiac  action,  to  calm  the 
nervous  system,  and  avoid  all  tissue  changes  in  excess  of  what 
are  absolutely  required.  The  feeding  is  conaucted  mainly  by  ad- 
ministering gradually  increased  quantities  of  skimmed  milk, 
with  the  addition,  from  time  to  time,  of  other  article^j  of  diet, 
until  enormous  quantities  of  food  are  consumed  with  avidity. 
The  patient  gains  fat  and  blood,  and  increases  in  weight,  in  an 
incredibly  short  space  of  time,  while  the  accumulation  of  waste 
products  in  the  system,  and  injury  to  digestion,  are  prevented  by 
daijy  massage^  or  scientific  kneading  of  the  whole  surface,  and  to 
some  extent  by  the  application  of  the  Faradic  current  to  the  mus- 
cles. The  necessary  seclusion  can  only  be  secured  by  removal  to 
an  establishment  where  every  detail  ordered  will  be  rigorously 
enforced.  I  could  add  several  to  the  list  of  apparently  almost 
miraculous  cures,  related  by  Mitchell  and  others,  of  seemingly 
hopelessly  paralytic  invalids,  or  of  those  in  whom  muscular,  and 
nervous,  and  mental  power  were  at  the  lowest  possible  ebb.^ 

1  Dr.  FUyfair  of  London  and  Dr,  Little  of  Benrhyddlng  were  among  the  first  to  adopt 
this  treatment  fully  lu  England. 
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There  are,  however,  several  drawbacks  which  have  to  be  some- 
how overcome,  or  they  will  prove  prohibitive  of  the  whole  system 
of  treatment  to  large  numbers  of  suitable  cases.  Having  so 
strongly  recommended  a  perusal  of  Dr.  Mitchell's  work,  I  think 
it  is  more  profitable  to  mention  these  drawbacks  than  to  dilate 
further  on  its  details. 

The  expense  necessarily  entailed  by  separate  board  and  lodging, 
with  skilled  attendance,  and  massage^  and  proper  medical  super- 
vision, is  great,  and  the  six  or  seven  weeks  which  are  necessary, 
to  set  the  patient  fairly  on  her  legs  again  involve  an  outlay  of 
from  £40  to  £60  at  least.  It  is  doubtless  well  spent  money  for 
those  who  have  got  it,  and  true  economy  in  the  long  run.  For- 
tunately these  cases  are  much  less  common  in  a  severe  form 
among  the  poor,  a  proof  of  how  predominating  is  the  influence 
of  mental  over  physical  causation,  and  of  the  deleterious  influence 
of  luxurious  coddling  and  pampering.  But  they  do  occur,  and 
occasionally  bring  ruin  to  a  poor  and  worthy  family,  every 
farthing  beyond  what  is  imperatively  required  otherwise  going  to 
comfort  the  helpless  and  exacting  member.  It  woijld  be  an  in- 
teresting fact  to  determine  how  many  chronic  invalids  are  found 
in  our  workhouses  who  might  have  been  saved  by  a  few  weeks' 
proper  treatment,  or  who  might  yet  be  saved,  and  what  would  be 
the  comparative  cost  to  the  community  of  curing  or  properly 
housing  them.  Another  great  difliculty  lies  in  obtaining  the 
consent  of  the  friends  or  of  the  patient  to  the  necessary  separation. 
A  little  tact  will  almost  always  persuade  tho  latter,  but  the 
former  can  hardly  be  made  to  see  that  their  fond  care  and  atten- 
tion are  the  most  deleterious  influences  surrounding  the  case. 
They  fight  for  modifications  of  the  seclusion,  which  would  render 
it  totally  ineffectual,  and  only  the  gradual  increase  in  the  symp- 
toms at  last  overcomes  their  scruples.  Time  and  familiarity  with 
effective  cures  thus  brought  about  will  tend  to  diminish  this 
difficulty.  Another  difficulty,  not  an  imaginative  one,  lies  in  the 
fact  that  the  treatment  is  almost  necessarily  removed  from  the 
hands  of  the  ordinary  practitioner  to  a  stranger.  The  patient 
and  her  friends  feel  this,  if  they  have  confidence  in  a  long-tried 
friend  and  adviser,  and  it  is  only  human  nature  to  suppose  that 
he  may  occasionally  resent  it  himself.  Yet  in  many  cases  the 
patient  has  got  beyond  his  power  of  efficient  control,  by  too 
long  sympathetic  association,  and  a  change  is  absolutely  required. 
It  is  hardly  the  f^ult  of  the  doctor,  for  in  many  instances  a  mere 
exchange  of  advisers  between  two  cases  would  do  all  that  was 
necessary.  This  obstacle  will  be  difficult  to  overcome  in 
the  country,  but  I  have  found  no  difficulty  in  arranging  for 
the  necessary  treatment  in  Manchester,  at  Mrs.  Alsopp's  excellent 
nursing  home,  under  my  own  supervision,  or  that  of  any  other 
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practitioner,  and  probably  most  large  cities  will  afford  similar 
opportunities.  Before  undertaking  the  systematic  treatment  of 
such  a  case,  previously  under  his  own  care,  the  practitioner 
should,  however,  feel  very  sure  indeed  that  he  holds  the  reins 
firmly,  and  that  the  steed  has  never  got  the  bit  between  her 
teeth,  as  far  as  his  driving  is  concerned.  If  he  is  in  error 
here,  a  lamentable  failure  will  result,  and  the  plan  of  treat- 
ment, and  the  practitioner  himself,  will  be  greatly  discredited. 
One  thing  is  absolutely  necessary,  if  medical  men  are  to  be  ex- 
pected, at  their  own  temporary  loss,  and  with  much  risk  offend- 
ing and  alienating  the  friends  of  the  patient,  to  urge  this  system 
of  treatment  in  suitable  cases,  there  must  be  no  quackery  at  the 
establishments  selected.  The  patient  eoes  there  on  the  advice 
and  responsibility  of  her  own  medical  adviser,  who  deserves  there- 
fore the  credit  of  success,  or  at  any  rate  should  fairly  divide  it 
with  the  temporary  executor.  I  am  sorry  to  say  that  this  has 
not  always  iu^een  the  case,  and  that  I  have  known  very  great  self- 
exaltation  claimed,  and  widely  admitted,  in  fevour  of  tne  direct- 
ing physician,  and  at  the  expense  of  the  physician  to  whose  skill 
in  diagnosis,  thorough  application  of  the  treatment,  and  unselfish 
zeal  in  insisting  on  its  adoption,  the  patient  owed  her  delivery 
from  social  death. 

My  colleague.  Dr.  Eoss,  has  two  admirable  chapters  on  celebral 
and  spinal  neurasthenia,  as  observed  chiefly  in  the  male  subject 
{Diseases  of  the  Nervous  Sjistem).  At  first  glance  there  would 
appear  to  exist  a  much  greater  difference  between  the  symptoms 
observed  in  the  male  and  the  female,  than  is  evident  on  further 
study.  Paresis  is  more  common  in  the  female,  numbness  abd 
pain  in  the  male.  The  change  of  life  is  perhaps  the  more  com- 
mon factor  in  the  male,  and  puberty  in  the  female,  but  with  mw^ 
exceptions.  In  the  middle  aged  man  we  are  not  so  apt  to  attri- 
bute bis  varied  repertorium  of  symptoms  of  fancy,  caprice,  or 
even  untruthfulness,  as  in  the  hysterical  girl — a  fact  which  should 
make  us  more  lenient  in  our  judgment  of  the  latter.  On  the 
other  hand,  we  have  just  sufficient  cases,  in  the  young  adolescent 
male,  of  utter  temporary  abandonment  to  the  highest  degrees  of 
distorted  will  and  mor^l  nature,  of  false  paralysis,  and  of  convul- 
sive tetany,  to  show  us  the  intrinsic  similaij'ity  of  the  affection  in 
both  sexes,  modified  by  the  special  surroundings  of  each.  Dr. 
'Eioas  and  I  have  recently  treated  together  a  most  remarkable  case 
of  the  kind  in  a  young  man,  and  we  both,  I  think,  were  much 
impressed  with  the  idea  that  it  is  a  fortunate  circumstance,  as  far 
as  treatment  is  concerned,  that  these  cases  of  great  neurasthenia 
in  the  young  do  occur  so  much  less  frequently  in  the  male.  I 
am  pleased  to  note  that  so  competent  an  authority  attaches  an 
importance  to  the  Weir  Mitchell  treatment,  precisely  correspond- 
ing to  what  I  have  above  expressed.  Digitized  by  (^(JDg le 
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CHAPTER  V. 

D18BA8B8  OF  THB  Vaoina. — Vaginitis,  Acute  and  Chronic.  LeucorrhoBa. 
Tumours  and  Growths.  Foreign  Bodies.  Wounds,  Ulcerations,  and  Fis- 
tulsB.    Occlusion.    Prolapse. 

After  the  digression  of  the  two  preceding  chapters,  the  diseases 
of  the  vagina  follow  next  in  natural  order  to  those  of  the  vulva. 
In  many  instances  their  pathological  characters  and  their  treat- 
ment are  so  similar  as  to  require  little  more  than  recapitulation, 
and  in  not  a  few  cases  the  maladies  of  the  one  region  are  simple 
extensions  hy  contiguity  from  the  other.  In  acute  inflammatory 
affections  of  the  vagina  the  introduction  of  the  speculpm  can 
hardly  be  borne,  and  certainly  the  smallest  size  tubular  instru- 
ment is  often  the  best  for  ascertaining  the  general  state  of  the 
walls  and  their  secretions ;  but  when  small  areas  of  disease,  such 

as  fistulse,  have  to  be 
searched  for,  and  still  more 
when  they  have  to  be  op- 
erated upon,  the  duck-bul 
becomes  indispensable, 
and  such  an  instrument  as 
that  of  Scanzoni  (fig.  16) 
may  be  of  service,  A 
duck-bill  speculum  with 
a  long,  wide  fenestra  in 
its  blade  is  also  service  - 
able  for  examining  or  op- 
erating on  small  fistulse  or 
excrescences  of  the  pos- 
terior vaginal  wall. 

There  are  two  ways  of 
describing  the  vagina.  Ac- 
cord infic  to  the  one,  it  is  a  musculo-membraneous  tube,  more  or 
less  cylindrical  in  form,  though  compressed,  and  extending  from 
the  vulva  obliquely  through  the  pelvis,  till  it  embraces  the  cervix 
uteri.  This  idea  is  typically  shown  in  Houston's  well-known  and 
often-copied  diagram  (fig.  69),  and  in  the  more  recent  and  care- 
fully-executed drawings  of  Sappey.  According  to  the  other,  "  the 
vagina  is  a  mere  slit  in  the  pelvic  floor,  although  it  is  often 
erroneously  desribed  as  a  tube  or  cavity,"    This  is  st  own  in  Hart's 
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drawing  (fig.  70),  and  it  is,  anatomically  speaking,  the  more  cor- 
rect estimate  of  what  we  find  in  the  healthy  virgin  female.  It  is 
very  desirable  that  the  student  of  gynaecology  should  not  fail  to 
realise  this  fact  At  the  same  time  the  vagina  is,  embryologically, 
a  part  of  the  genital  tube  or  canal,  and,  in  its  physiological  as- 
pects, in  copulation,  uarturitiori,  and  even  menstruation,  it  plays 
the  part  of  a  tube  ;  A  in  describing;  its  ailments  or  their  treat> 
ment,  it  is  almost  id|psible  to  use  language  which  does  not  fall 


Fie.  70.— Vertical  Section  of  the  Vagina  Fio.  71.— Section  of  Pelvis 

(Hart).    «.,  urethra;    r..  vagina;  (Ranney-Foeter). 

a.2.,  anterior  lip  of  cervix;  p. I., 
posterior  lip  ;  o,u,,  oe  uteri  exter- 
num ;  p.,  perineal  body. 

in  with  this  conception.  Specula,  even  the  duck-bill,  dilators,  and 
many  other  instruments,  are  all  made  and  used  with  this  concep- 
tion in  view ;  and  I  see  no  harm  in  it,  if  one  does  not  forget  the 
one  form  of  truth,  while  acting  upon  the  other.  Ranney^s  dia- 
gram (fig.  71),  modified  from  Foster,  shows  very  clearly  the  true 
relation  of  the  canal  to  surrounding  parts. 

Acute  Vaginitis. 

Acute  inflammation  of  the  vagina — vaginitis,  colpitis,  or  ely- 
thritis — is,  like  acute  vulvitis,  very  frequently  the  result  of  gon- 
orrhoea, but  it  may  also  arise  from  other  causes,  and  there  is  the 
same  diflSculty  in  differentiating  between  the  specific  and  non- 
specific forms.  The  suddenness  of  the  attack,  its  acuteness,  the 
urethral  and  vulvar  involvement,  the  labial  cedema,  are  all  char- 
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acteristic  of  the  gonorrhoea!  form,  but  they  are  never  absolutely 
conclusive.  True  gonorrhoeal  vaginitis  may  affect  6nly  the  lower 
part  of  the  vagina,  but  there  are  cases  also  where  it  affects  only 
the  upper  part.  Even  the  occurrence  of  apparently  gonorrhoeal 
infection  of  the  male  is  not  certain  proof  of  gonorrhoea  in  the  fe- 
male, for  purulent  discharges  of  a  non-specific  character  in  the 
female  may  produce  in  the  male  an  affeoflki  hardly  to  be  distin- 
guished from  gonorrboBu,  except  perhap^py  its  milder  character 
and  amenability  to  treatment. 

Caiises. — Any  traumatic  injury,  surgical  operations,  too  strong 
injections,  or  medicated  pessaries ;  irritating  uterine  discharges, 
diabetic  urine;  cold,  especially  during  a  menstrual  period, or  after, 
delivery  of  miscarriage ;  the  exanthematous  fevers ;  badly-fitting 
uterine  supports,  or  their  too  prolonged  retention,  have  each  occa- 
sionally figured  as  exciting  causes  of  acute  non-specific  vaginitis. 
The  symptoms  are  those  of  mucous  inflammations  generally — 
heavy,  dull,  aching  pain,  or  smarting — with  tenesmus,  "bearing 
dowtt,"  spasm  of  the  sphincters  of  the  vulva,  anus,  or  bladder, 
frequently  accompanied,  at  the  outset,  by  sharp  fevpr,  the  parts 
being  acutely  painful  to  touch.  The  mucous  membrane  is  at  first 
red  and  velvety,  perhaps  bleeditig  easily  on  touch  ;  the  secretion 
is  primarily  diminished,  but  soon  becomes  increased,  the  whole 
affected  surface  being  covered  with  pus  ormuco-pus.  This  secre- 
tion is  acid,  and  sometimes  very  offensive.  The  squamous  epithe- 
lium is  shed  in  larcre  quantities  and  washed  away  with  the  dis- 
charge, so  that  rawness  occurs,  and  adhesions  may  take  place  be- 
tween ojpi  osite  surfaces,  or  between  the  cervix  uteri  and  vaginal 
wall.  In  old  people  these  attacks,  by  their  frequent  subacute  oc- 
currence, tend  to  cause  contraction  of  the  vagina. 

The  acute  form  may  end  in  resolution  in  a  few  days,  or  a  week 
or  two,  or  it  may  subside  into  the  chronic  form,  giving  rise  to 
endless  trouble.  There  is  the  same  danger  as  in  vulvitis  of  exten- 
sion to  the  bladder,  to  the  inguinal  glands  in  the  form  of  bubo,  or 
to  the  uterus,  Fallopian  tub^,  or  ovaries.  Such  extensions  may- 
give  rise  to  inflammation  of  these  organs,  with  subseauent  abscess 
i^r  strictures,  and  consequent  sterility,  peritonitis,  or  aeath.  This 
ast  result,  fortunately  rafe,  may  occur  from  the  extension  of  very 
subacute  or  even  chronic  forms.  We  have  also,  in  vaginitis,  a 
granular  form  of  the  disease,  due  to  the  affection  mainly  of  the 
small  vaginal  papillae ;  indeed,  some  measure  of  this  is  usually 
seen  at  the  commencement,  and,  much  more  rarely,  there  occur 
minute  pustules,  as  if  the  affection  involved  a  glandular  rather 
than  a  pipillar^  element.  Glangrenous  cases  are  also  reported, 
where  tne  vaginal  sheath,  including  the  muscular  tissue,  has 
come  away  as  a  sloughing  cast,  recovery  depending  on  how 
far  the  parts  below  are  affected.      These  casts  must  not  be 
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mistaken  for  mere  epithelia)  exfoliatioDS,  which,  in  a  more 
or  less  complete  form,  are  frequently  thrown  off  when  there 
IB  hot  little  local   inflammation  or  constitutional  disturbance. 

True  diphtheria,  of  zymotic  origin,  is  sometimes  met  with,  as 
OD  the  vulva ;  and  Schroeder,  and  others,  describe  a  croupous  con- 
dition de^ndent  on  local. irritants,  such  as  urinary  fistuW.  What 
I  have  seen  under  these  circumstances  was  a  mixture  of  epithe- 
lium, pus,  and  urinary  salts.  Matthews  Duncan  mentions  a  rare 
form  of  vaginitis,  v  emphysematosa^  where  the  surface  of  the 
vagina  is  covered  with  minute  air  vesicles ;  other  writers  have 
described  them  as  present  in  the  cellular  tissue  beneath,  but  one 
would  in  that  case  expect  more  extensive  spreading  of  the  em- 
physema. 

In  children,  there  is  the  same  necessity  for  remembering  the 
danger  of  false  accusations  as  in  the  case  of  vulvitis,  but  vaginitis 
is  rare  in  children,  while  vulvitis  is  common,  and  in  the  adult, 
vulvitis,  apart  from  vaginitis,  is  comparatively  rare. 

The  treatment  J  when  the  affection  is  in  its  acute  stage,  should  be 
by  complete  rest,  combined  with  cooling  aperients,  antiphlogistic 
r^imen,  and  avoidance  of  stimulants.  The  best  local  application 
at  first  IS  the  injection  of  warm  water,  either  medicated  with 
laudanum  and  borax,  or  acetate  of  lead,  or  used  alone.  The 
water  should  be  as  warm  as  it  can  be  quite  agreeably  borne.  But 
there  is  a  certain  amount  of  danger  in  all  injections  during 
vaginitis,  owing  to  the  possibility  of  their  washing  the  secretions 
into  the  uterus,  and  for  this  reason  they  should  be  given  slowly, 
and  it  should  be  seen  that  there  is  free  exit  at  the  vulva.  A 
rectal  suppository  of  morph.  acet.  (gr.  J  ad.  J)  and  ext  belladon. 
(gr.  ii.),  night  and  mornmg,  gives  great  relief.  Various  demul- 
cents,— ^slippery  elm,  marsh-mallow,  Ac,  may  be  substituted  for 
the  above  watery  injections.  As  the  more  acute  stage  subsides, 
more  stimulating  applications  become  desirable,  such  as  boracio 
acid,  salicylic  acid,  (E^  acid,  salicylic.  S«8.,  Rod.  bicarb  3iii->  aqoa 
5iv.,  after  effervescence  ceases,  filter,  and  add  a  pint  of  water),  or 
carbolic  a<nd  (1  in  60,  to  1  in  20).  Nitrate  of  silver  (gr.  xv.  ad. 
Si.)  is  not  frequently  applied  to  the  surface  with  a  brush,  through 
the  speculum,  but  my  experience  of  it  at  this  stage  is  unfavorable. 
A  further  stage  of  subsidence  lieing  reached,  the  numerous  class 
of  astringents  comes  to  use,  and  these  must  be  relied  on  more  and 
more  as  the  disease  tends  to  the  chronic  form.  Alum  is  the  most 
popular  of  these  (3i*-3ii-  ad.  Oi.),  but  it  is  apt  to  cause  very  dis- 
agreeable curdling  of  the  secretims.  The  boraic  and  salicylic  acid 
injections  are  still  useful,  and  sulphate  of  copper  fgr.  xx.),  acetate 
of  lead  (3iOi  acetate  of  zinc  (gr.  xx.),  sulpho-carbolate  of  zinc  (gr. 
XXX.),  and  sulphate  of  zinc  (gr.  xxx.  to  the  pint),  are  all  of  value 
in  turn,  for  they  must  be  frequently  changed,  rather  than  -.^^ogle 
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creased  too  mach  in  strength.  The  list  of  astrigent  or  antiseptic 
substances  which  it  has  occurred  to  various  authorities  to  use  is  of 
indefinate  length.  Sim's  vaginal  glass  dilator  (fig.  85)  has  been 
recommended  to  be  worn,  in  order  to  keep  asunder  the  inflamed 
surfaces.  I  have  found  it  badly  borne  in  cases  where  is  was  most 
required,  and  would  reserve  it  for  the  most  chronic  forms,  when 
there  is  danger  of  adhensions.  Emmet's  plan  of  filling  the  vagina 
with  hot  water,  while  the  hips  are  raised,  though  invaluable,  as 
we  have  seen,  in  certain  utrine  and  pelvic  affections,  is  dangerous 
in  vaginitis,  its  object  being  to  throw  the  fluid  backwards,  and 
fully  distend  the  vaeina,  which  might  favor  extensions  of  the 
disease.  When  all  febrile  symptoms  have  abated,  Edis's  plan  of 
injecting  through  a  speculum  the  glyceroleof  cai;bolic  acid,  1  in  4, 
or  P.  B.  strength,  often  produces  a  very  good  effect,  especially  in 
the  presistent  granular  mmi.  It  requires  a  little  care,  and  should 
be  retained  for  a  few  hours  by  a  tampon  soaked  in  oil,  and  gently 
svringed  away.  Otherwise,  I  do  not  like  the  use  of  medicated 
mugs  for  vaginitis.  They  are  apt  to  be  irritating  and  offensive. 
The  internal  remedies — copaiba,  cubebs,  and  sandal  wood  oil — are 
just  as  effective  or  ineffective  in  the  non  specific  as  in  the  specific 
forms.  In  the  more  chronic  eases  the  patience  of  physician  and 
patient  is  sorely  tried,  but  the  frequent  change  of  these  astringent 
and  other  local  remedies  must  be  continued.  I  will  add  to  the 
number  the  solution  of  permanganate  of  potash  (gr.  J,  and  up- 
wards, to  the  ounce),  and  a  soothing  mixture  of  biemuth  in 
glycerine  (gr.  xx.-xxx.  ad.  i.),  to  be  applied  with  a  brush. 

Acute  vaginitis  has  been  considered,  so  far,  mainly  as  a  local 
affection;  but  undoubtedly  many  cases,  though  less  frequently 
than  with  the  chronic  form,  depend  entirely  on  constitutional 
states  which  demand  our  first  attention.  Among  these  we  may 
reckon  the  cases  occurring  during  the  exanthematous  fevers,  or  in 
the  depressed  constitutional  state  due  to  chronic  alcoholism, 
struma,  tuberculosis,  diabetes,  &c.  No  local  treatment  avails  mucli 
while  these  conditions  are  unchanged,  and  their  complete  or  par- 
tial removal  often  acts  as  a  charm  on  the  local  affection. 

Ohronio  Vagmitis  {Vaginal  Catarrh,  or   Vaginal 
Leucorrhosa. 

Chronic  vaginitis,  as  a  mere  stage  of  the  acute  form,  need  not 
further  detain  us.     But  it  is,  for  practical  purposes,  advisible  to 

rk  of  that  condition  of  chronic  purulent  or  muco-purulent  dis- 
ge  which  is  often  a  sequel  of  acute  vaginitis,  but  more  often 
commences  with  little  or  no  febrile  disturbance,  and  creeps  on  im- 
perceptibly. Clinically  we  can  make  no  distinction  between 
chronic  vaginitis,  vaginal  catarrh,  and  vaginal  leucorrhoea. 
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The  caiLseSy  as  with  all  other  catarrhal  affections,  are  innumer- 
able. Constitutionally,  we  have  damp,  or  hoi,  or  very  cold 
climates,  aBsemia,  struma,  gout,  chronic  alcoholism,  mental  or 
bodily  over-work,  and  the  thousand-and-one  other  causes  which 
depress  the  vital  powers  Locally,  we  have  want  of  cleanliness, 
local  irritation  from  frecjuent  coitus,  abuse  of  pessaries,  tampons, 
or  other  local  applications,  extensions  from  the  uterus  or  vulva, 
uterine  displacements,  and  pelvic  diseases.  In  fact,  everything 
that  debilitates  the  system,  or  irritates  the  vagina,  or  congests 
the  pelvis,  may  show  itself  by  the  presence  of  vaginal  leucorrhoea. 
It  may  last  for  weeks,  or  months,  or  a  life-time,  with  occasional 
exacerbations  or  remissions,  but  that  which  follows  as  a  sequel  to 
gonorrhoBa  is  especially  intractable.  In  1878,  Dr.  Noeg^erath 
published  a  remarkable  paper,^  in  which  he  showed  to  his  own 
satisfiEtction,  that  it  was  hardly  possible  for  a  woman  in  New  York 
to  escape  infection  from  gleet  after  marriage,  and  that  it  was 
almost  eo  ually  certain  that,  once  infected,  she  must  sooner  or  later 
become  the  subject  of  incurable  chronic  uterine,  ovarian,  or  pelvic 
disease.  At  the  annual  meeting  of  the  British  Medical  Associa- 
tion in  1876, 1  read  a  short  paper,'  in  which  I  endeavored  to  dis- 
prove the  existence  of  this  very  alarming  state  of  matters  as 
r^ards  the  community  here ;  but  the  baneful  effects  of  chronic 
gleet  in  the  male,  transmitted  to  the  female  after  marriage,  are 
nevertheless  serious  and  frequent  enough. 

Symptoms. — Ev^ry  patient  who  suffers  from  vaginal  catarrh  or 
•leucorrhcea  suffers  sooner  or  later  from  back-ache,  pelvic  discom- 
forts, and  symptoms  of  ansemia  or  general  weakness;  but  these 
symptoms,  even  when  combined  with  the  characteristic  flow,  can 
never  be  considered  as  pathognomonic  of  this  affection  alone. 
They  may  for  a  time  be  relied  on  in  the  young,  but  if  not  speedily 
subdued,  should  lead  to  local  examination.  I  have  elsewhere 
(p.  33)  mentioned  the  characters  which  differentiate  uterine  from 
vaginal  leucorrhceal  discharges. 

The  purulent  secretion  in  vaginal  catarrh  is  mixed  in  various 
proportions  with  the  vaginal  muoous  and  tesselated  epithelium, 
and  is  nearly  always  acid,  the  action  of  the  acid  upon  the  sperma- 
tozoa being  a  not  infrequent  cause  of  sterilitj^.  This  partlv 
accounts  for  the  well-known  infecundity  of  prostitutes,  although 
that  is  also  partly  due  to  more  serious  changes  in  the  ovaries  and 
Fallopian  tubes,  the  result  of  gouorrhoeal  extension. 

Treaimeni. — ^I  have  already  indicate  fiilly  enough  the  means 
of  local  treatment  by  astringent  or  antiseptic  applications.  But 
the  remedy  of  constitutional  causes  at  work  must,  in  the  chronic 
ibrm,  chiefly  demand  attention,  and  in  many  instances,  in  very 

^JDkLaUnU  Qanarrha  yn  WMiehm  OsiehUeht.    Bonn. 

>  BrU.  M€d.  Jour.,  1877  vol.  L.  p.  269.  ^  ^^^T^ 
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young  girls,  for  instance,  to  the  total  exclusion  of  local  measures. 
I  should  not,  however,  omit  to  mention  that  alkaline  injections  may 
he  occasionally  substituted  for  astringents  with  great  advantage, 
either  as  weak  solutions  of  alkaline  carbonates,  or  as  mineral 
waters  used  at  their  place  of  origin. 

The  overgrown  or  over-worked  young  school-girl  is  as  much  a 
victim  to  chronic  vaginal  leucorrhoea  as  the  too-frequently 
parturient  woman,  and  there  is  often  a  vicious  circle  of  causation. 
Aneemia,  or  debility  in  some  form,  causes  leucorrhcea,  and 
leucorrhoea  adds  to  anaemia  or  debility,  and  there  can  be  little 
doubt  a*  to  which  end  of  the  chain  should  be  cut.  Local  appli- 
cations must  give  place,  until  it  is  found  impossible  to  do  without 
them,  to  iron,  strychnia,  cod-liver  oil,  phosphates,  and  attention 
to  the  action  of  the  bowels  and  skin.  But  even  these  will  do 
little,  without  good,  plain,  nourishinff  food  at  regular  hours,  early 
retirement  to  oed,  out-door  exercise,  avoidance  of  mental  or 
physical  stimulants,  and  carefully-considered  changes  of  climate 
for  those  who  can  afford  them.  It  should  be  remembered  by 
every  mother,  that,  in  tbe  case  of  her  growing  daughters,  leucor 
rhoea  mav  lay  the  seeds  of  many  future  troubles  dependent  on 
pelvic  relaxation;  and,  still  more  important,  that  it  means  in 
every  case  something  wrong  with  the  nygienic  condition,  which 
naay  or  may  not  be  capable  of  removal.  The  condition  of  food, 
air,  sleep,  exercise,  and  clothing,  must  be  referred  to  her  medical 
adviser,  and  his  advice  must  be  followed  as  closely  as  possible. 
If  of  the  poorer  classes,  she  must  see  what  can  be  done  to  alleviate 
her  daughter's  hours  and  conditions  of  work;  if  of  the  middle 
class,  she  must  not  allow  her,  except  under  dire  necessity,  to  emu- 
late the  system  of  cram  which  is  sapping  the  life  of  our  young 
men  who  aim  at  professional  life  in  this  country.  When  the  pro- 
fession of  teaching,  as  now  conducted,  lies  before  a  young  woman, 
I  feel  powerless  to  advise ;  we  must  look  at  it  as  we  do  at  other 
unhealthy  occupations  which  are  to  be  followed  for  the  ^ood  of  the 
communitv,  and  mitigate  its  dangers  as  we  can.  But  in  all  other 
cases,  the  nighest  possible  education  of  woman  is  only  attainable 
by  the  prolongation  of  the  period  of  girlhood,  and  is  irretrievably 
injured  by  ignoring  the  physical  necessities  for  rest  and  relaxation 
which  the  period  of  adolescence  in  woman  demands. 

Tumours  or  Morbid  Growths. 

Cancer. 

Cancer  of  the  vagina  is  not  often  met  as  a  primary  affection. 
It  is  more  frequently  an  extension  from  the  vulva  or  the  uterus, 
Epithelioma  is  undoubtedly  the  most  common  form,  although 
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infiltratioD  downwards  of  other  forms  is  encountered.  The 
original  site  is,  however,  sometimes  in  the  vagina  itself,  the  dis 
ease  assuming  the  soft  papillomatous  form ;  but  it  is  necessary  to 
remember  that  in  the  vaginal  wall,  as  on  the  cervix  uteri,  red 
papillomatous  growths  are  sometimes,  though  rarely,  seen,  which 
to  the  eye  may  seem  malignant,  but  which  do  not  appear  to  have 
any  histological  characters  of  malignancy,  and  which  do  not  re- 
turn after  removal.  Sarcoma  must  be  excessively  rare,  except  as 
an  extension  from  the  uterus. 

Symptoms. — Pain,  hemorrhage,  and  foetid  discharge,  character- 
ise vaginal  cancer,  as  they  do  cancer  in  other  parts  of  the  genital 
tract.  Nothing  but  inspection,  however,  can  make  its  existence 
certain. 

The  same  remarks  as  to  treatment  apply  here  as  in  the  case  of 
cancer  of  the  vulva  (p.  46).  If  there  is  any  possibility  of  getting  ' 
beyond  the  boundaries  of  the  disease  with  safety,  immediate  re- 
nmval  by  cautery,  knife,  ecraseur,  or  escharotics.  is  desirable.  If 
large  bleeding  excresences  exist,  they  may  be  scraped  off,  and 
their  site  treated  with  one  of  the  strong  escharotics,  with  the 
hope  of  temporarily  alleviating  symptoms ;  %nd  such  relief  often 
l;i8t?  much  longer  than  might  be  expected.  When  the  disease 
^oes  on  continuously,  especially  that  form  which  consists  of  infil- 
tration from  above,  and  the  patient  survives  long  enough,  perfora- 
tion of  the  septa  between  the  vagina  and  bladder  or  rectum  soon- 
er or  later  takes  place,  arid  fistulous  openings  are  formed,  which 
are,  of  course,  not  amenable  to  surgical  repair.  There  can 
hardly  be  imagined  any  form  of  more  utter  misery  than  that 
which  is  thus  caused,  and  if  ever  "euthanasia"  were  allowable, 
it  would  be  in  such  a  cabC.  Opium  and  skilled  nursing  are  our 
only  resources.  In  some  cases  of  malignant  rectal  fistula,  left  lum- 
bar colotomy  has  been  performed  with  considerable  temporary 
relief. 

Cysts, 

Cysts  of  the  vagina,  like  those  of  the  vulva,  have  various  ori- 
gins. In  some  instances  they  may  commence  as  small  extravasa- 
tions or  thrombi ;  in  others  they  are  due  to  the  occlusion  of  nor- 
mal ducts,  and  retention  of  their  contents,  which  are  more  or  less 
changed. 

The  presence  of  follicles  in  the  vagina  is  denied  by  some,  while 
most  writers  unhesitatingly  speak  of  them  as  sources  of  cystic 
growths.  Th^  canals  of  Qartner,  also,  or  rudiments  of  the  origi- 
nal Wolffian  bodies,  are  mentioned  as  not  infrequently  the  origin 
of  cysts ;  but  inasmuch  as  these  rudimentary  structures  are  rarely 
to  be  found  at  all  in  any  other  form,  this  would  appear  to  be  at 
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least  problematical.  The  glands  of  Bartolinus,  when  their  ducts 
are  occluded,  may  enlarge  upwards,  and  so  appear  as  va^nal 
rather  than  vulvar  cysts.  Occasionally,  cysts  are  developed  on 
the  surface  of  the  lower  .  part  of  the  vagina,  varying  much  in 
strength  and  thickness  of  wall,  and  these  may  become  s<>  pedun- 
culated as  to  be  described  as  hollow  vaginal  polypi 

Symptoms^Small  vaginal  cysts  may  oe  discovered  by  accident 
only  ;  but  when  they  acquire  notable  size,  they  give  rise  to  con- 
siderable irritation  and  vaginal  catarrh,  and  occasionally  to  hsem- 
orrhages.  They  may  completely  block  up  the  passage,  so  as  to 
prevent  or  impede  urination,  coitus,  or  delivery.  Mistakes,  and 
very  important  ones,  have  been  made  in  the  way  of  diagnosis. 
Tnese  have  arisen  from  forgetfulness  that  any  part  of  the  vaginal 
wall  itself  may  bulge  forth,  and  that  the  soft  tumour  thus  pro- 
duced contains,  not  a  cyst,  but  a  hernial  sac  of  bladder  or  rectum, 
or  even,  though  rarely,  of  Douglas's  peritoneal  pouch,  with  some 
of  the  softer  contents  which  we  have  noted  (p.  7),  as  sometimes 
occupying  it.  All  such  hernial  protrusions  of  the  vagina — cysto- 
cele,  rectocle,  enterocele,  &c — can,  with  a  little  care,  be  easily  re- 
placed, though  they,  may  speedily  return ;  and  there  is  no  true 
fluctuation  to  be  obtained  in  them.  Such  mistakes  in  diagnosis 
niust  imply  carelessness  rather  than  want  of  knowledge. 

As  regards  treatment ^  puncture,  and  removal  of  the  contents  by 
aspirator,  is  nearly  always  the  first  resource.  Refilling  may  not 
take  place,  but  it  usually  does,  so  that  it  is  advisable,  if  the 
boundaries  of  the  cyst  can  be  made  out,  to  remove  a  small  portion 
of  the  wall,  and  by  iodine  or  carbolic  injections  to  prevent  re- 
filling, and  promote  healing  with  as  little  suppuration  as  possible. 
In  deeply  seated  cysts,  the  aspirator  should  always  be  tried  first. 
Complete  removal  of  the  cyst  wall  by  dissection  is  seldom  possi- 
ble unless  it  is  small  and  superficial. 

Solid  Tumors. 

These  are  much  more  rare  in  the  vaginal  wall  than  cystic 
growths,  but  fibroids  (fibro-myomata),  similar  to  those  of  the 
uterus,  and  even  solid  sarcomata,'  have  bee^i  described.  The  ex- 
tirpation of  such  growths,  unless  small  or  pedunculated,  would  be 
a  formidable  matter,  and  would  require  special  study  in  each  in- 
dividual case.  I  have  only  met,  five  years  ago,  with  one  example, 
which  I  believed  to  be  a  fibroid,  nearly  as  large  as  a  hen's  egg,  in 
the  posterior  wall.  It  certainly  was  very  hard,  it  was  not  in 
Douglas's  pouch,  nor  in  the  rectum,  and  it  had  no  connection 
with  the  uterus.  I  let  it  alone,  and  I  feel  sure  that  if  it  had 
given  subsequent  trouble  I  should  have  heard  of  it 
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These  may  just  be  mentioned  as  occurring,  very  rarely,  in  the 
vaginal  wall,  in  conjunction  with  similar  deposits  elsewhere ;  and, 
once  for  all,  I  may  say  that  I  make  no  pretence,  in  a  work  of  this 
kind,  to  mention  every  rare  pathological  curiosity,  which  a  dili- 
gent search  amongst  authorities  could  unearth.  There  is  such  a 
thing  as  perspective,  applicable  to  the  relation  of  clinical  facts, 
otherwise  the  well-known  plan  of  the  writer  on  Chinese  metaphy- 
sics miffht  be  adopted, — look  up  the  names  of  all  the  organs  of 
the  body,  then  the  titles  of  every  form  of  neo-plasm,  add  the  two 
ingredients,  and  the  description  would  be  complete. 

Foreign  Bodies. 

At  one  time  I  frequently  had  difficulty  in  removing  pessaries 
from  the  vagnia,  and  this  was  due  to  the  common  use  of  hard 
wooden  balls  or  ovals  for  the  purpose  of  supporting  the  uterus. 
The  strings  attached  to  them  rotted  away,  the  balls  perhaps  gave 
rise  to  no  immediate  discomfort,  and  in  eldery  women  mi^ht  re- 
main for  many  years.  Sooner  or  later,  however,  ulceration,  or 
great  irritation,  and  vaginitis,  came  on,  especially  if  the  pessaries 
were  crusted  with  urinary  salts.  Deep  dlceration  sometimes  in- 
vaded the  bladder  or  rectum,  but  this  accident  is  auite  as  likely 
to  occur  from  the  neglect  of  a  much  more  scientific  instrument, 
the  Lodge  pessary.  No  one  should  ever  introduce  one  of  these, 
or  indeed  any  kind  of  pessary,  without  warning  the  patient  that 
every  now  and  again,  or  on  the  occurrence  or  a»y  unusual  dis- 
comfort, the  instrument  should  be  seen  to  by  a  competent  practi- 
tioner. For  the  extraction  of  these  Imlls,  which  happily  1  now 
rarely  see,  a  small,  straight  midwifery  forceps  was  often  neces- 
sary,— there  was  no  other  way  of  seizing  the  rotatory  substance. 
Sometimes,  from  long-continued  vaginitis,  the  canal  below  them 
had  contracted  very  much,  and  great  care  was  required  in  extrac- 
tion. Other  bodies  have  been  found,  from  time  to  time,  intro- 
duced into  the  vagina,  either  maliciously  or  by  the  patient  her- 
self. A  very  long  list  of  such  articles  might  be  culled  from  the 
medical  journals,  varying  from  pewer  pots  {Lancet  1^48,  i.  818) 
to  pins.  Poisoning,  also,  has  been  attempted,  and  executed, 
through  this  channel;  but  this  hardly  comes  within  our  domain. 
Ifo  special  rules  can  be  laid  down  for  the  removal  of  such  mis- 
cellaneous articles.  Anaesthesia  will  often  be  required  for  the 
diagnosis  of  their  shape  and  relations,  and  if  projecting  parts 
oppose  themselves  to  extraction,  they  must  either  be  broKen  by 
bone  forceps  and  removed  separately,  or  the  whole  must  be  turned 
into  a  more  favourable  position.  Tact,  patience,  gentleness,  and 
common  sense  are  much  needed,  especially  when  the  offending 
body  is  of  glass  or  crockery.  ^  Digitized  by  C^OOgle 
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Wounds,  TTlceratioiis,  and  FistulsB. 

Wounds. 

Wounds  of  the  vagina,  not  due  to  labour  or  to  some  oj>erative 
proceeding,  are  by  no  means  common,  yet  they  sometimes  occur 
as  the  result  of  accident  or  wilful  injury.  Thxis  the  pitchfork  in 
the  hayfield,  the  goring  of  a  bull,  sitting  upon  cracked  pottery, 
the  breaking  of  a  glass  syringe,  wilful  stabbing  or  kicking,  rude 
attempts  at  criminal  abortion,  or  even  a  sudden  fall,  have  all  been 
known  to  produce  rupture  of  the  vagina.  If  the  rent  is  consid- 
erable, the  danger  from  haemorrhage  is  great,  and,  indeed,  very 
small  wounde  of  the  lower  part  may  give  rise  to  speedily  fatal 
resylts.  If  the  instrument  penetrates  beyond  the  walls,  we  have 
the  further  danger  of  ruptured  or  prolapsed  intestine.  The 
treatment  of  such  wounds  requires  the  use  of  ordinary  surgical 
means.  The  edges  are  to  be  brought  together  while  fresh,  and 
united  by  the  instruments  and  means  which  are  applicable  to  the 
treatment  of  fistulse.  In  case  of  hsemorrhage,  pressure  may  be 
made  on  the  lower  parts  of  the  vagina  by  the  solid  plug  of  Sims's 
glass  dilator,  but  not,  of  course,  if  there  is  danger  of  internal 
bleeding.  Great  care  must  be  taken  to  look  for  and  examine  any 
protrusion,  and  to  return  it  if  uninjured  ;  but  if  serious  rupture 
of  bowel  has  taken  place,  or  if  there  is  reason  to  think  this 
highly  probable,  the  surgeon  should  not  hesitate  to  open  the  ab- 
dominal cavity,  and,  with  all  antiseptic  care,  to  search  for  the 
rupture,  and  repair  it  by  gut  sutures,  while  carefully  removing 
from  the  peritoneum  every  vestige  of  escaped  faecal  matter.  There 
is  a  great  future  for  abdominal  surgery  on  the  lines  so  admirably 
portrayed  by  Marion  Sims  in  a  series  of  articles  in  the  BriL  Med. 
Jour,  for  1881,  vol.  ii.  The  great  fear  is  that  "  fools  may  rush 
where  angels  fear  to  tread,"  and  bring  into  discredit,  for  a  time, 
what  promises  to  confer  so  much  benefit  on  mankind. 

Ulobrations. 

Ulceration  of  the  vagina,  from  cancer  or  other  causes,  has  been 
already  causally  referred  to.  When  the  disease  is  inevitably 
progressive,  there  is,  of  course,  nothing  to  be  done  in  the  way  of 
repair ;  when  such  is  not  the  case,  as  in  ulcerations  after  delivery, 
openings  occur  into  the  surrounding  hollow  viscera,  and  the  whole 
matter  will  be  best  considered  under  the  heading  Pistulse. 

Fistula. 

Causes. — ^These  may  result  from  wounds,  such  as  have  been  men- 
tioned above, — rarely  so,  however,  if  they  have  been  under  skil- 
ful treatment  from  the  first.     Malignant  fistulae  may  be  dismissed 

Digitized  by  VjOOQIC 


VAQTNAL   FISTULiB.  125 

at  once  as  beyond  the  reach  of  art.  Abecess  in  the  pelvic  cellu- 
lar tissues  may,  by  burrowing  in  two  directions,  connect  the 
vagina  with  the  bladder,  the  rectum,  or  the  perineum ;  and  the 
same  may  be  said  of  those  extravasations  of  blood  already 
described  as  thrombi,  or  afterwards  to  be  spoken  of  as  pelvic 
hematocele,  but  onlv  in  the  event  of  their  suppurating.  The 
ulceration  produced  oy  a  pessary  or  other  long-retained  foreign 
body  in  the  vagina  may  lay  open  the  rectum  or  bladder.  Syphili- 
tic sores  may  also  perforate  the  vaginal  wall,  but  it  is  usually  the 
urethra  that  is  thus  entered.  Ulcerative  perforation  of  the  vagina 
may  also  occur  from  without,  as  from  the  presence  of  a  hair-pin, 
or  a  calculus,  in  the  bladder ;  and  foreign  bodies  in  the  rectum, 
even  hardened  fseces,  may  produce  the  same  result.  Chronic 
vesical  ulceration,  without  any  foreign  irritant,  has  been  traced  in 
some  instances  as  a  cause  of  vesico- vaginal  fistulae  {Lancet^  1870, 
ii.  788).  Artificial  fistula  has  also  been  advocated  and  performed 
by  Bozemann,  Emmet,  and  others,  for  the  cure  ot  some  vesical 
affections  {see  Chap.  XXI.).  Sloughing  of  the  vagina,  with  sub- 
sequent fistula,  in  the  course  of  eruptive  fevers,  has  also  occurred  ; 
and,  as  we  shall  see  shortly,  congenital  malformations  may  also 
cause  communications  between  the  various  pelvic  viscera,  which, 
if  they  do  not  produce  one  common  cloaca,  may  be  so  limited  in 
area  as  to  be  regarded  and  treated  as  fistulse. 

But  all  these  causes  put  together,  except  the  malignant  ulcera- 
tions, do  not  create  a  tithe  of  the  numoer  of  the  hstulee  which 
an*  due  to  misfortune  or  mismanagement  in  the  process  of  labour. 
In  some  instances  the  parturient  canal  gives  way,  and  at  once 
produces  a  communication  of  viscera.  Such  is  the  case  when 
the  perineum  yields,  and  with  it  a  portion  of  the  recto-vaginal 
septum,  although  strictly  speaking  this  can  hardly  be  said  to 
produce  a  fistula  till  the  perineum  has  healed  More  rarely, — 
fortunately  much  more  rarely, — the  upper  part  of  the  vagina  gives 
way,  either  by  itself,  or  following  the  line  of  a  rupture  in  the 
cervix  uteri.  But  the  great  majority  of  vaginal  fistulae,  of  puer- 
peral origin,  are  not  immediately  produced,  but  are  due  to  sub- 
sequent sloughing  from  severe  or  long-continued  labour  without 
skilled  help.  That  the  forceps,  or  still  more  readily,  craniotomy 
instruments,  nvay^  in  skilful  hands,  produce  rupture,  I  am  not 
prepared  to  deny,  but  in  the  great  majority  of  cases  it  is  the  delay 
in  using  these  instruments,  or  the  using  strong  traction  after  the 
head  has  been  allowed  to  become  thoroughly  impacted,  which  is 
answerable  for  the  result.  Fortunately,  we  are  almost  now  agreed 
on  this  point,  but  it  was  not  always  so.  "What  unskilled  use  or 
or  neglect  of  obstetric  instruments  may  do,  Emmet  and  other  ex- 
tensive operators  on  vesico-vaginal  fistulfe  have  taught  us.  The 
sloughs  produced  by  prolonged  pressure  may  come  away  in  a  day 
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or  two,  or  they  may  be  delayed  for  a  fortnight,  or  even  more,  bnt 
usoally  the  mischief  is  apparent  in  three  or  four  days.  The  part 
of  the  parturient  canal  aftected  by  the  pressure,  and  consequent 
sloughing,  is  influenced  in  various  ways,  but  it  is  usually  that 
portion  which  happens  to  lie  between  the  head  and  the  pubic 
symphysis  at  the  time  of  greatest  or  longest  pressure.  Thus  the 
part  in  rear  of  the  bladder  is  most  frequently  affected,  but  the 
urethra  may  be  dragged  up  into  this  situation,  or  the  anterior  lip 
of  the  cervix  uteri  may  be  pushed  down  and  caught  there.  The 
comparative  shortness  and  inflexibility  of  the  anterior  vaginal 
wall  is  also  not  without  its  influence  in  determining  the  seat  of 
rupture.  The  varying  situations  of  fistulse,  anterior  to  the  vagina, 
are  thus  accounted  for,  but  recto-vaginal  fistulse  are  more  com- 
monly due  to  direct  rupture  than  to  sloughing. 

It  may  be  well  to  show  at  a  glance  the  various  causes  of  vaginal 
^stulse — 


1.  Incised  or  punctured  wounds. 

2.  Cancerous  ulceration. 

3.  Pelvic  suppuration. 

4.  Syphilitic  ulceration. 

5.  Pessaries  or  other  foreign  bodies 

in  the  vagina. 

6.  Vesical  calculi. 


7.  Foreign  bodies  in  the  rectum. 
8    Foreign  bodies  in  the  bladder. 
9.  Chronic  vesical  ulceration. 

10.  Sloughing  during  fever. 

11.  Congenital  malformation. 

12.  Direct  tearing  in  labour. 

13.  Sloughing  after  labour. 


It  is  not  necessary  to  dwell  on  the  symptoms  produced  by  these 
fistute.  The  symptom  is  the  escape  per  vaginam  of  urine,  faeces, 
or  flatus.  This  may  vary  in  extent,  according  to  the  magnitude 
and  position  of  the  nstula.  In  recto-vaginal  fistulse  the  faeces  miay 
continually  escape,  except  when  constipation  exists  in  the  very 
highest  degree,  or  this  may  only  occur  during  diarrhoea,  or 
nothing  except  flatus  may  pass.  In  interior  Astute  the  escape  of 
uriue  IS  a  more  constant  symptom,  even  when  the  aperture  is 
small.  Especially  will  this  be  the  case  if  it  is  situated  just  behind 
the  urethra.  But  there  may  be  some  power  of  retention,  as  for 
instance  when  a  portion  of  the  urethra  only  is  involved,  and  not 
the  bladder,  or  when  the  aperature  in  the  bladder  is  so  situated  as 
to  be  above  water  mark,  either  in  standing  up  or  in  lying  down, 
when  the  bladder  is  only  partially  full.  More  rarely,  the  opposite 
wall  of  the  bladder  may  bulge  through  the  opening  in  such  a  way 
as  to  form  a  sort  of  a  pl«g>  until  more  complete  filling  of  the 
organ  separates  its  walls.  The  patient's  life  is  always  a  miserable 
one ;  and  to  add  to  the  above-named  symptoms,  which  cause  infi- 
nite discomfort,  there  is  always  some  accompanying  vaginitis  and 
vulvitis,  and  the  external  parts  become  inflamed  and  ulcerated, 
or  covered  with  eczema,  and  subject  to  pruritus.  The  removal  of 
these  secondary  symptoms,  previous  to  operation,  affords  no  mean 
element  of  success  in  the  operation  itselfi 
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Diagnosis  of  the  exact  condition  is  often  more  difficult  than 
might  be  imagined.  I  have  come  across  more  than  one  supposed 
urinary  fistula  which  has  proved  to  be  nothing  more  than  incon- 
tinence, and  which  has  yielded  to  the  use  of  strychnia  and  the 
constant  galvanic  current.  The  finger  will  generally  detect 
and  ^uide  us  to  a  fistula  of  any  size ;  but  in  tne  case  of  small 
openmgs,  single  or  multiple,  the  most  careful  and  prolonged, 
I)erhap6  repeated,  examination  may  be  necessary.  The  tubular  and 
duck-bill  specula  may  be  used  in  turn ;  but  no  matter  which  of  these 
first  shows  the  opening,  the  latter  will  be  required  to  bring  it 
fully  into  view,  and  within  reach.  A  wide  out  short  tubular 
speculum  oj  duck-bill,  with  a  fenestra  an  inch  wide  in  its  walls, 
are  either  of  them  very  serviceable  in  detecting  rectal  fistulace, 
and  inserting  sutures  in  them.  The  duck-bill  is  hardly  impaired  for 
its  other  usee  by  this  fene^^tra.  In  small  vesico- vaginal  fistulee,  or 
when  there  is  reason  to  think  that  the  posterior  opening  is 
uterine  rather  than,  or  in  addition  to,  a  vaginal  one,  the  injection 
of  fresh  milk  into  the  bladder,  while  the  vagina  is  exposed,  is  an 
excellent  aid  to  diagnosis.  The  white  oozing  fluid  is  at  once 
apparent  to  the  eye. 

There  is  hardly  anv  department  of  surgery  in  which  such  great 
improvements  have  been  made  of  late  years  as  in  the  operative 
treatment  of  these  affections ;  and  for  this  improvement,  although 
many  great  writers,  English,  continental,  and  American,  have 
contributed  a  share,  we  are  mainly  indebted  to  Marion  Sims,  who, 
by  the  introduction  of  his  speculum  and  silver  sutures,  alone 
noiade  all  the  rest  posible.  Emmet,  while  giving  full  credit  to 
his  distinguished  countryman  for  these  improvements,  points  out 
that  in  mere  priority  he  was  forestalled  in  both  ;  such  was  also 
the  case  with  the  introducer  of  the  sound  and  the  tent,  and  this 
gives  point  to  Emmet's  remark,  that  "ideas  and  general  principles 
may  be  new,  but  mechanical  procedures  seldom  are."  Although 
I  shall  have  little  or  nothing  to  say  here  of  the  surgical  treat- 
ment of  the  more  rare  forms  of  fistul»,  and  will  chiefly  confine 
myself  to  mentioning  the  princples  which  guide  us  in  the  treat 
ment  of  the  common  forms,  but  which  are  applicable,  with 
special  modifications,  to  all,  yet  it  m^y  be  advisable  to  place  in  a 
tabular  form  the  varieties  which  such  fistulse  may  assume.  The 
names  of  the  fistulee  are  in  themselves  sufficiently  descriptive  of 
the  organs  communicating : — 


1.  Vesico- vaginal. 

2.  Vefflco-uterine,        ' 

3.  Vcsico-utero- vaginal. 

4.  Urethro-vaginaL 

5.  Uretero-vaginal. 

6.  Uretero-rectal, 


7.  Vesico-rectal'. 

8.  Recto-vaginal. 

9.  Entero-vaginal. 
10.  Recto-labial. 
XI.  Perineo-vaginal. 
12.  Peritoneo-vaginaU 
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Of  these  it  will  be  observed  that  several  (2,  6,  7,  and  10)  are  not 
fistulfle  of  the  vaginia  at  all ;  but  their  mode  of  origin,  of  diag- 
agnosis,  and  of  treatment  is  so  closely  allied,  that  it  seems  better 
to  conclude  them  in  one  table.  Some  of  these  fistulaa  are  also  so 
rare,  or  their  treatment  is  so  exceptional,  that  they  may  be  at  once 
dismissed.  These  will  include  the  fistula®  into  the  ureters,  the 
recto-visical  fistulse,  where  the  vagina  has  escaped  injury,  the 
involvement  of  the  intestine  rather  than  the  rectum,  and  the 
recto-labial  fistula,  a  mere  accidental  variety  of  the  recto-vaginal 
(5,  6,  7,  9,  10).  The  peritonco-vaginal  (12)  is  a  form  of  fistula 
which,  a  priori^  one  would  hardly  consider  as  permanently  con- 
sistent with  life.  T  had,  however,  at  one  time,  the  ojjportunity  of 
carefullv  examining  a  case  recorded  by  Mr.  Walter  Whitehead 
{Brit.  Med.  Jour.^  Oct.  1872),  and  referred  to  by  Barnes  {Diseases 
of  Women  J  p.  461),  wh^re  no  trace  of  uterus  could  be  found  in  a 
multiparous  woman  (it  was  supposed  to  have  undergone  complete 
super-invohition),  and  where  the  sound  could  be  passed,  and  was 
often  passed,  through  a  small  orifice  at  the  top  of  the  vagina,  and 
could  with  ease  be  moved  about  in  any  direction,  and  for  any 
distance,  and  felt  in  close  contact  with  the  abdominal  walls. 
Finally,  the  perineo-vaginal  fiistula  (11)  may  be  eliminaled,  as 
differing  from  the  others  in  not  connecting  the  two  canals  or 
internal  viscera.  In  its  nature  it  is  similar  to  fistula  in  anOj  and 
I  have  seen  them  coexistent,  and  apparently  without  intercom- 
munication. Nothing  but  the  greater  vascularity  and  com- 
plexity of  the  parts  about  the  vulva,  and  the  fact  that  spontaneous 
healing  can  be  more  readily  trusted  to,  preveats  tJie  adoption  of 
similar  treatment  in  the  fistula  in  ano.  I  will  merely  indicate 
here  the  lines  of  treatment  in  a  case  of  ordinary  vesico- vaginal 
fistula,  referring  also  to  the  occasional  involvement  of  the  uterus 
or  urethra,  and  adding  anything  which  may  be  required  to  eluci- 
date the  treatment  of  recto- vaginal  fistulse  (1,  2,  3, 4,  8). 

Supposing,  then,  that  a  moderate-sized  rent  is  discovered  be- 
tween the  vagina  and  bladder,  what  are  the  probabilities  of  spon- 
taneous cure,  or  cure  without  operation?  Not  very  great,  cer- 
tainly, but  not  entirely  hopeless.  At  any  rate,  the  same  measures 
are  required  for  the  comfort  of  the  patient  as  those  which  give 
the  best  chance  of  spontaneous  cure.  A  small  sigmoid  catheter 
(fig.  67),  or  a  Skene-Qoodman  catheter  (fig.  68),  should  be  intro- 
auced  and  retained  in  the  bladder.  The  vagina  must  be  fre- 
quently syringed  .with  warm  water  contaiug  1  in  40  carbolic  acid, 
and  the  patient  must  be  kept  as  quite  as  possible  while  recovery 
from  parturition  is  going  on.  As  that  period  passes  by,  the 
injection  may  be  used  notter,  and  the  other  means  are  employed 
which  are  required  as  preparatory  to  operating  in  chronic  cases 
(see  Chap.  III.).    Spontaneous  cure  may  occur  in  this  way,  though 
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it  rarely  does  with  accidental  fistulse.  As  an  aid  to  cicatrisation, 
the  actual  cautery  is  now  almost  entirely  out  of  date.  A  very 
small  rectal  fistulae  may  h^al  under  its  influence,  though  stitching 
is  probably  better,  even  in  these ;  but  vesical  fistute,  even  mere 
pin-hole  apertures,  would  probably  heal  spontaneously,  under 
careful  general  management  as  well  as  with  the  use  of  the  cautery. 

There  is  a  tolerably  smart  contest  between  some  German  au- 
thorities— Simon,  for  instance— and  those  of  the  school  of  Marion 
Sims  and  Emmet,  as  to  the  value  of  the  metallic  suture,  of  care- 
ful preparatory  treatment,  and  as  to  other  and  less  important 
points,  and  it  is  not  for  those  who  approach  gyneecoloe v  from  the 
medical  rather  than  the  surgical  side  to  decide  judicially  between 
such  eminent  disputants,  but  the  humbler  function,  analogous  in 
some  ways  to  that  of  the  jury,  is  open  to  us,  and  on  tne  two 
points  mentioned,  the  great  value  of  silver  wire,  and  the  necessity 
of  ven^  careful  preparation  of  the  patient,  I  feel  compelled  to  find 
an  affirmative  verdict.  In  following  very  closely  the  lines  laid 
down  by  Emmet  for  closing  these  fistulse,  I  am  only  doing  what 
others  have  done,  not  always  with  similar  acknowledgment. 

The  preparation  of  the  patient,  then,  for  operation,  furnishes 
an  element  of  success  which  should  never  be  lost  sight  of.  As  a 
result  of  the  abnormal  direction  of  the  urinary  flow  there  very 
speedily  forms  a  deposit  of  phosphatic  sediment  around  the  fistula 
and  encrusting  the  vaginal  wall.  Ilence  we  have  concurrent  vag- 
initis, the  combined  discharges  causing  eczema  of  the  external 
parts,  together  with  abrasions  and  ulceration  of  the  vaginal  wall, 
vulva,  and  thighs.  This  condition  must  be  removed,  if  it  has 
been  allowed  to  occur.  With  a  soft  sponge  all  deposits  munt  be 
wiped  away,  at  one  or  more  sittings.  All  raw  surfaces  should 
then  have  applied  to  them  a  weak  solution  of  nitrate  of  silver. 
For  several  aa>s  the  vagina  is  frequently  syringed  with  water,  as 
warm  as. the  patient  can  comfortably  b^r  it,  and  the  addition  of 
carbolic  acid  (1  in  40)  is  advisable.  The  external  parts  must  be 
kept  free  from  irritation  by  the  application  of  vaseline.  The 
urine,  generally  alkaline,  must  be  restored  to  its  normal  acidity, 
for  which  purpose  Emmet  recommends  the  following  formula : — 
1^  Ac  Benzoic.  3ii,  Sod.  Bor.  3iii,  Aq.  Sxii.  St.  gss.  ter  die,  ex 
aquse  cyatho.  This  plan  of  treatment  must  be  continued  for  days, 
or  weeks,  until  the  parts  have  acquired  their  natural  appearance, 
an  occasional  touch  of  nitrate  of  silver  or  tincture  of  iodine  being 
given  to  excoriations  which  are  obstinate.  There  is  no  doubt  that 
success  is  often  obtainable  by  skilful  surgeons  without  these  pre- 
cautions, and  it  will  be  infinitely  better  if,  by  attention  to  the 
patient  from  the  first,  they  are  hardly  required  But  under  this 
treatment  spontaneous  healing  does  occasionally  occur,  as  it  does 
in  spite  of  the  surgeon,  in  the  case  of  clean  artificial  fistulse  made, 
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for  the  cure  or  relief  of  bladder  disease ;  and  few  who  have  seen 
a  vesico-vaginal  fistula  in  its  neglected  state,  and  compared  it  with 
one  thus  attended  to,  can  doubt  that  1|he  chances  of  spontaneous 
healing  or  operative  success  are  both  greatly  improved. 

Another  preliminary,  not  always,  but  often,  required,  is  the  di- 
vision of  cicatricial  bands  which  prevent  the  edges  of  the  fistula 
from  being  easily  approximated  and  united  without  undue  strain. 
Such  bands,  it  slight,  may  be  snipped  with  scissors  at  the  time  of 
operation,  but  if  strong  or  extensive  this  should  be  done  as  a  pre- 
liminary operation.  The  resulting  hsemorrhage  must  be  stayed 
by  haemostatic  astringents  and  the  pressure  of  one  of  Sims's  dilat- 
ing plugs,  and  a  week  or  ten  days  is  allowed  to  elapse,  during 
which  frequent  (^rbolic  svringin^  and  the  occasional  introduction 
of  the  glass  plug  should  be  employed. 

For  the  operation,  throe  assistants  at  least  are  required,  one  to 
take  charge  of  the  anaesthetic,  another  of  the  duck-bill  speculum, 
and  a  third  of  the  other  instruments,  sponges,  &c.  This  latter 
must  be  trained  to  keep  his  fingers  out  of  the  way  and  himself 
out  of  the  li^ht.  The  patient  having  had  the  bowels  well  cleared, 
and  a  dose  of  opium  administered,  is  anaesthetised,  and  placed  in 
the  lateral  prone  position.  The  duck-bill  speculum  is  introduced, 
and  the  fistula  brought  as  well  as  possible  into  view.  The  genu- 
pectoral  position  is  rarely  necessary.  The  lower  border  of  the 
fistula  is  then  seized  with  a  tenaculum,  or  a  long  finely-toothed 
forceps,  and  a  strip  of  vaginal  mucous  membrane,  one-fourth  to 
one-sixth  of  ^n  inch  wide,  is  carefully  removed  all  round  the 
orifice,  leaving  the  vesical  mucous  membrane 
intact,  but  paring  close  up  to  it.  This  fresh- 
ening should  extend  well  beyond  the  angles 
of  the  wound,  in  order  to  provide  against 
the  possibility  of  a  small  fistula  remaining 
at  those  points.  When  the  septum  is  very 
thin  it  may  be  difficult  to  obtain  a  sufficient 
raw  surface,  and  it  may  be  necessary  very 
carefully  to  split  the  layers  between  the  va- 
gina and  blaader,  making  the  non-mucous 
surface  of  each  to  play  a  part  in  the  new 
cicatrix.  Those  who  have  been  privileged 
to  see  Marion  Sims  operate  with  the  smalt 
razor-like  knives,  capable  of  being  set  at 
any  angle  in  a  long  handle  (fig.  46),  would 
be  tempted  to  under-estimate  tne  difficulty 
of  using  such  an  instrument  with  sufficient 
steadiness  and  skill,  but  in  ordinary  hands 
the  use  of  sharp  scissors  is  preferable  (fig, 
72).  A  variety  of  scissors  curved  in  vari- 
ous ways  would  form  part  of  the  armamentarium  of  a  specialist 


Fio.  72.— Paring  Fistula 
bySclBsore  (Churchill 
et  Leblond). 
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operating  on  any  large  scale,  but  figs.  78  and  74  show  two  of  Em- 
met's favourite  forms.  It  will  depend  on  the  skill  of  the  ope- 
rator, and  the  accessibility  and  size  of  the  fistula,  whether 
sufiioient  membrane  can  be  removed  in  one  long  strip,  or 
whether  fresh  hold  will  have  to  be  taken  and  the  paring  done 
at  several  strokes.  If  the  vesical  mucous  membrane  has  been 
cut  it  is  apt  to  bleed  /reely  This  may  be  checked  by  seiz- 
ing the  bleeding  edge^with  a  torsion  forceps  which  is  allowed 
to  hang  for  a  short  time,  the  delay  being  otherwise  not  disad- 
vantageous. If  that  fails,  a  ligature  of  gut  may  be  passed 
through  the  vaginal  wall  into  nie  bladder  and  out  again  at 
a  very  short  distance  from  the  raw  edge,  so  as  to  encircle  the 
bleeding  vessel.  Such  ligatures  must  never  be  placed  'fer,  say  not 
more  tmm  half  an  inch,  from  the  middle  line,  or  they  may  in- 
volve the  ureter.  In  the  case  of  a  large  opening  they  could  never 
be  free  from  this  danger. 

The  wound  bein^  now  pared,  it«  edges  must  be  united  so  that 
the  raw  surfaces  will  be  in  accurate  contact.    Pure  silver  wire  is 


Fio.  73. — Emmet's  Cuirad  Sclseora. 


Fig.  74. — Emmet's  Doable  Cuired  Scissors. 


certainly  the  best  for  this  purpose.  For  their  'introduction  most 
men  could,  I  think,  easily  manipulate  laterally  curved  needles  with 
fixed  handles  (fig.  48),  and  with  their  edges  rubbed  down  so  as  to 
make  them  as  nearlv  round  as  possible.  Tubular  needles  (fig. 
49)  with  a  lateral  or  double  curve  are  apt  to  fail,  from  the  wire 
refosing  to  pass.  Emmet,  however,  and  others  prefer  to  use  short, 
round  needles,  from  one-half  to  three-quarters  of  an  inch  in  length. 
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slightly  curved  at  the  point,  which  are  introduced  by  means'  of  a 
needle-holder,  carrying  with  them  a  loop  of  silk.  This  loop  is 
used  to  draw  back  through  both  sides  of  the  fistula  the  end  of  a 
silver  wire  hooked  round  it  The  space  between  the  stitches 
should  be  about  one-sixth  of  an  inch  (fig.  75).  AH  the  necessary 
stitches  having  been  placed,  and  a  little  time  being  given  to  allow 
oozing  to  cease,  which  cessation  may  be  accelerated  by  the  appli- 
cation of  a  little  pure  spirit,  the  bladder  should  be  washed  out 
with  a  gentle  stream  of  warm  water,  directed  through  a  catheter, 
and  allowed  to  escape  at  the  wound,  and  the  edges  must  now  be 
approximated.  Simple  twisting  of  the  wire  is  suflicient  (fig.  60). 
The  twisted  ends  are  then  cut  off  about  half  an  inch  from  the 
wound,  and  bent  over  laterally  to  alternate  sides.  A  small  self- 
retaining  catheter  is  introduced,  and  the  same  precautions  as  to 
after-treatment  must  be  observed  as  in  all  other  operations  of  this 
kind — very  light  nutritious  food,  and  opium  to  lock  the  bowels 

for  a  very  few  days,  and  to 
keep  the  patient  at  rest. 
The  stitches  should  remain 
for  ei^ht  or  ten  davs,  and 
should  be  removed  with 
the  greatest  possible  gen- 
tleness, the  catheter  being 
used  for  some  tin^e  subse- 
quently. 

When  the  vesico-vaginal 
tear  implicates  also  the  cer- 
vix uteri,  any  operation  for 
its  closure  becomes  still 
more  difllcult  and  compli- 
cated, but  must  be  contfuc- 
ted  on  the  same  lines.  It 
not  unfrequently  happens, 
however,  in  such  cases,  that 
partial  spontaneous  repara- 
tion takes  place,  leaving 
two  separate  fistulse,  one 
into  the  vagina,  the  other 
into  the  uterus,  or  perhaps 
one  only  into  the  cervix 
uteri.  This  can  only  be 
reached  by  freely  dividing 
the  cervix  up  to  the  fistula, 
so  as  to  reproduce,  to  a  cer- 
tain extent,  the  original 
tear  through  it. 
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Wlien  the  urethra  is  the  part  involved  in  a  vaginal  fistula,  the 
facility  of  repairing  it  is  greater  than  in  the  case  of  the  bladder, 
so  far  as  getting  at  it  is  concerned,  but  the  intervening  tissue  to 
work  upon  is  excessively  thin.  It  is  therefore  recommended, 
after  freshening  the  ed^es  on  the  vafi:inal  side,  to  relieye  the  ten- 
sion by  a  longitudinal  incision,  parallel  to  the  borders  of  the  re- 
paired fistula.  The  fistula  is  keep  well  in  view  during  operation 
Dy  retaining  a  full  sized  gum-elastic  catheter  in  the  urethra.  I 
am  inclined  to  recommend,  in  this  c«se,  though  from  little  per- 
sonal experience,  the  use  of  fine  gut  sutures,  which  may  be  left 
for  a  longer  period  than  wire  ones,  or  indefinitely. 

Recto  vagmal  fistulse  have  been  already  referred  to  in 
connection  with  the  subject  of  torn  perineum.  As  a  result 
of  this  accident,  with  subsequent  union  of  the  perineal  tear, 
and  also  as  an  occasional  result  of  abscess  or  syphilitic 
ulceration,  they  come  as  frequently  under  the  notice  of  the 
general  medical  practitioner  as  vesical  fistul»,  although  in  some 
respects  they  are  more  diflScult  of  repair.  This  is  owing  to  the 
greater  difBculty  of  bringing  them  steadily  into  view.  With  the 
finger  in  the  rectum  there  is  no  diflBculty  in  protruding  the  torn 
septum  into  the  vaginal  space,  but  to  insert  a  duck-bilf  speculum 
with  its  convexity  to  the  pubes,  though  it  is  generally  looked 
upon  as  our  only  resource,  is  certainly  not  in  accordance  with  the 
principles  upon  which  the  use  of  that  instrument  is  based.  By 
this  means,  and  having  the  labia  further  held  open  by  spatulse, 
while  the  patient  lies  on  her  back  in  the  lithotomy  position,  the 
fistnla  is  exposed.  A  fenestrated  speculum,  through  the  fenestra 
in  which  the  fistula  can  be  got  at,  is  sometimes  of  service,  and  it 
is  worth  while  to  have  one  specially  cut  for  the  operation.  When 
the  patient  has  been  anflestnetized,  a  large  bougie  can  be  easily 
passed  into  the  rectum,  previously  well  emptiM  by  injections, 
and  this  serves  to  keep  the  fistula  prominent.  The  mode  of  paring 
the  ed^  and  of  inserting  the  sutures  varies  little  from  that  fo£ 
lowed  in  relation  to  vesico-vaginal  fistulse,  but  the  bevelling  of 
the  edges,  the  wider  part  of  the  tear  being  vaginal,  is  often 
already  very  ereat  berore  any  paring  is  done.  In  cases  where 
there  is  difficulty  in  obtaining  a  suflicient  raw  surface,  the  septum 
may  be  carefully  split,  the  vaginal  layers  stitched  together  with 
wire  sutures,  and  the  rectal  ones  with  pure  gut,  which  is  left  to 
disappear  of  itself.  The  rectal  stitches  should  be  first  inserted. 
Dr.  Gtoodell  recommends  {op.  city  p.  68)  a  more  complicated  pro- 
cess, '*  a  shallow  cut  is  made  round  the  va^nal  mouth  of  the 
fistula,  about  half  an  inch  away  from  it,  ana  the  mucous  mem- 
brane dissected  up  to  its  rim  in  a  frill.  This  is  next  inverted  and 
Eushed  into  the  rectum  through  the  opening,  which  is  now  closed 
y  rectal  and  vaginal  stitches — the  former  uniting  the  raw  strip  t 
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around  the  vaginal  rim  of  the  fistula."  In  order  to  insert  these 
rectal  sutures  it  is  necessary  to  previously  stretch  and  paralyze 
the  rectum,  and  then  to  introduce  a  duck-bill  speculum  within  it. 

Occlusion  of  the  Vagina, 

Occlusion  of  the  vagina  may  be  congenital,  and  this  state, 
together  with  its  occasional  consequences,  will  be  described  in 
Chap.  VI.,  along  with  other  malformations.  Much  more  rarely 
it  may  reeult  from  injuries,  or  from  sloughing  after  labor  or  other- 
wise. If  complete,  and  if  it  occurs  before  the  menopause,  there  will 
of  course  be  retention  of  the  menstrual  fluids,  and  operative  pro- 
ceedings will  l;>e  required  similar  to  those  for  congenital  retention. 
If  only  partial,  it  may  still  act  as  an  impediment  to  connection,  and 
demand  remedy.  In  all  such  cases,  the  maxim  is  to  do  as  much  as 
possible  by  dilatation,  and  as  little  by  cutting.  If  ansesthosia  is 
used,  the  parts  yield  readily  and  betray  the  points  of  greatest 
tension.    These  should  be  carefully  snipped  with  scissors,  and  the 

flass  dilator  used  for  the  purpose  both  of  distension  and  arresting 
eemorrhages.     In  this  way  it  is  astonishing  how  little  cutting  of 
the  surface  enables  the  vagina  to  unfold  to  its  former  calibre. 

Artificial  occlusion  of  the  v^ina  is  recommended  in  the  case  of 
large  or  incurable  flstulse,  and  its  adoption  will,  of  course,  depend, 
to  a  very  great  degree,  on  the  presence  or  absence  of  menstrua- 
tion, and  on  the  marital  relatiDns.  Menstruation  is,  however,  no 
absolute  barrier,  as  in  such  cases  the  fluids  will  find  their  way  by 
the  rectum  or  bladder.  The  former  would  be  the  more  satisfac- 
tory outlet,  owing  to  the  danger  of  cystitis  and  accumulation  of 
clots  in  the  bladder ;  but  I  have  recently  had  under  notice  a  case 
(fig.  82)  where  the  vagina  is  congenitally  absent,  the  much  retro- 
verted  uterus  opens  directly  into  the  bladder,  and  menstrual  life 
has,  so  far,  about  five  years,  been  unattended  with  any  difliculty, 
except  for  one  or  two  periods  after  my  first  diagnosing  the  case  by 
passing  the  uterine  sound  per  urethram. 

As  a  matter  of  fact,  now-a-days,  vaginal  rents  v^ry  seldom  in- 
deed demand  total  occlusion  of  the  canal ;  and,  with  the  modern 
improvements  in  operating  on  fistulse  it  should  be  but  a  last  and 
rare  resource.  The  surfaces  chosen  for  freshening  and  attachment 
will  vary,  of  course,  according  to  the  exigencies  of  the  case  and 
the  amount  of  sound  tissue  remaining;  but,  as  a  rule,  it  will  be 
found  better  to  unite  the  anterior  and  posterior  walls  than  the 
lateral  ones.  Paring  and  uniting  of  the  vulvar  surfaces  would,  a 
priori^  appear  to  be  a  comparatively  easy  matter,  but  it  has  been 
found  practically  to  be  almost  impossible  to  avoid  some  fistulous 
opening  in  the  neighborhood  of  the  urethra,  which  destroys  the 
whole  operation. 

Digitized  by  VjOOQIC 


CONGBNITAL  MAL70RMATI0N8.  135 


CHAPTER   VL 

CoNGKKiTAii  Malfobicationb  OF  THB  Gbkital  Tract.  OTarie^  and  Fal- 
lopian Tubes,  Uterus,  Yaffina,  and  Vulva.  Hermaphroditism.  Bruits  of 
Atresia,  and  Proceedings  ^r  its  Removal. 

It  seems  advisable  to  mention  in  one  place  the  congenital  malfor- 
mation^ which  are  met  with  in  the  various  portions  of  the  gen- 
ital tract  Many  of  these  abnormalities  are,  of  course,  quite  in- 
curable, and  bear  solely  on  the  question  of  viability,  or  of  marriage 
or  sterility,  but  others  are  of  great  practical  importance,  leading 
to  the  retention  of  the{)roducts  of  menstruation,  and  thus  causing 
painful  and  dangerous  affections  which  are  fortunately  within  the 
reach  of  art.  ' 

The  Uterine  Appendages* 

Under  tliis  heading  we  include  the  ovaries  and  Fallopian  tubes, 
although  from  another,  and  perhaps  more  strictly  scientific  point 
of  view,  the  uterus,  vagina,  and  Fallopian  tubes  might  rather  be 
considered  as  the  appandages,  or  at  least  the  ducts,  of  the  ovaries. 
Malformations  of  the  latter  organs,  as  a  rule,  exist  only  in  connec- 
tion with  malformation  of  the  uterus,  but  they  mav  exist  separate- 
ly, and  are  doubtless  sometimes  the  hidden  and  obscure  causes  of 
menstrual  and  other  diseases.  When  the  uterus  is  absent,  or 
practically  absent,  being  found  only  in  the  most  rudimentary  form, 
it  is  rare  to  have  the  ovaries  present,  yet  cases  are  recorded  where, 
in  the  absence  of  any  recognisable  uterus  or  vagina,  there  occur- 
red an  undoubted  menstrual  molimen,  and  the  pathological 
theatre  shows  that  in  such  cases  one  or  both  ovaries  may  exist  in 
a  less  rudimentary  form  than  the  uterus.  The  occurrence  of  a 
monthly  molimen  under  such  circumstances  would  therefore  war- 
rant us  in  believing  in  their  existence,  although  we  were  unable 
to  detect  them  by  physical  examination,  but  in  the  abscence  of  an 
increasing  tumor,  caused  by  the  accumulation  of  the  monthly 
secretion,  which  would  imply  the  presence  of  a  uterus  of  some 
size,  or  if  there  were  no  signs  of  intra-pelvic  haemorrhage,  it 
would  hardlyjwarrant  us  in  any  attempt  at  surgical  interference. 
I  can  imagine,  however,  though  I  nave  never  seen,  such  an 

Digitized  by  VjOOQIC 


136  CONGENITAL   DEFECTS   IN   THE   OVARIES. 

amount  of  ovarian  trouble,  with  complete  absence  of  vagina  and 
absence  of  vaginga  and  uterus,  as  might  warrant  an  attempt  to 
seek  for  and  remove  by  abdominal  section  the  now  redundant  and 
harmful  glands.  Peaslee  operated  in  a  case  of  this  kind,  but  with 
fatal  result.  Independently  of  absent  uterus,  one  or  even  both 
ovaries  may  be  absent  from  foetal  disease.  Klob  and  Rokitansky 
have  attributed  this  in  some  instances  to  twisting  of  the  ovarian 
attachments,  whereby  the  ovary  was  slowly  strangled,  atrophied, 
and  completely  obliterated.  This  is  somewhat  analogous  to  what 
occurs  occasionally  to  the  mature  ovary  when  the  subject  of  cystic 
enlargements.  In  the  dissecting  room  a  supplementary  ovary  has 
also  Deen  occasionally  found,  originating  in  a  mere  accidental  fis- 
siparous  division  of  that  of  one  side  during  early  development.  If 
the* operation  of  oophorectomy  assumes  as  prominent  a  position 
as  it  at  present  threatens  to  do,  f-uch  abnormal  structures  may  yet 
be  encountered  in  the  living  subject. 

Hernia  of  the  ovary  through  the  canal  of  Nuck,  the  representa- 
tive of  the  inguinal  canal,  and  appearing  either  at  the  external 
ring,  or  in  the  labium,  has  already  been  mentioned,  and  if  not  a 
congenital  phenomenon,  the  condition  of  parts  which  allows  of  it 
is  so.  Its  first  recognition  may  be  due  to  an  attack  of  ovaritis, 
and  this  is  apt  to  become  chronic,  or  recurrent  to  such  an  extent 
as  to  necessitate  the  removal  of  the  organ,  reduction  being  then 
seldom  possible,  and  after  a  time  hardly  advisable.  Most  com- 
monly, however,  an  operation  has  been  undertaken  for  hernial  ob- 
struction, and  the  ovarian  contents  have  only  then  been  discovered. 
Tait  gives  a  full  summary  of  such  cases  as  he  has  been  able  to 
trace  {Diseases  of  the  Ovaries^  1>^83.)  A  distinct  swelling  of  such 
hernial  ovaries  is  noted  at  the  menstrual  periods.  Hernia  of  the 
ovary  elsewhere  has  been  described,  but  chiefly  as  a  post-mortem 
phenemenon.  Prolapse  of  the  ovary  into  Douglas's  pouch  will  be 
afterwards  noticed  (Chap.  XV.),  and  it  is  usually  an  acquired  and 
not  a  congenital  condition.  The  position  of  the  ovary  in  her- 
maphroditism or  pseudo-hermaphroditism  may  be  very  various. 
The  ovary,  though  existent,  may  also  be  arrested  in  stage  of  its 
development,  either  with  or  without  a  similar  arrest  in  the  uterus, 
but  most  com  monly  this  arrest  coexists  with  what  will  be  des- 
cribed AS  infantile  uterus  (Chap  VIII.).  The  combination  of 
these  two  arrest  in  development,  is  a  fertile  source  of  menstrual 
derangement  and  difficulty,  and  may  lead  to  nervous  aflTection^ — 
hysteria,  eplepsy,  and  hystero-epilepsy.  It  was  for  this  condition, 
and  to  cause  by  its  local  irritation  a  tendency  to  fuller  develop- 
ment of  all  the  organs,  that  Simpson  introduced  the  galvanic  stem 
pessary  into  the  uterus. 

Of  the  congenital  defects  of  the  Fallopian  tubes  little  is  accu- 
rately known,  although  a  fuller  knowledge  of  them  would  be  of 
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the  greatest  value,  seeing  that  the  investigations  of  Lawson  Tait 
have  rendered  it  probable  that  these  ducts  play  a  more  important 
part  in  physiology  and  pathology  than  has  formerly  been  assigned 
to  them {-BnY.  Med.  Jour.yVol.  i.,  1881).  In  his  recently  published 
work  on  diseases  of  the  ovaries  he  intermingles  his  remarks  on 
the  congenital  and  acquired  abnormalities  of  these  tubes,  so  as  to 
make  it  a  little  difficult  to  ascertain  what  facts  he  has  personally 
obtained,  or  culled  from  other  sources,  on  the  subject  of  the  for- 
mer. But  I  gather  that  congenital  tubal  abnormalities  sometimes 
do,  and  sometimes  do  not,  coincide  with  similar  developmental 
conditions  of  the  ovary,  and  that  a  not  uncommon  defect  lies  in 
the  relative  position  of  the  ovaries  and  tubes  (fig.  78) ;  sterility, 
and  I  would  suppose  tendency  to  hcematocele,  therefore  resulting. 
I  cannot  ascertain  whether  he  considers  that  the  occlusion  of  these 
tubes  at  both  ends,  and  their  consequent  distention  into  cysts,  is 
often  a  developmental  defect,  or  one  nearly  always  dependent  on 
inflammatory  adhesions.  Probably  it  is  too  much  to  ask  from  any 
present  observer.  Closure  of  fhese  canals  at  either  end  is  not  un- 
common from  gonorrhoeal  or  other  inflammatory  extensions,  lead- 
ing to  accumulation  of  their  contents,*  abscess,  or  hsematocele 
(Chap.  XVII.). 

The  Uterus. 

The  key  to  nearly  all  congenital  derangements  of  the  uterus  and 
vagina  lies  in  the  fact  that  thev  are  formed  in  early  foetal  life  by 
the  coalescence  of  the  two  Miillerian  ducts.  Most  of  the  recog- 
nised malformations  are  therefore  traceable  to  insufficient,  or  ex 
cessive  or  unequal  union  of  the  two  sides,  or  to  imperfect  devel- 
opment of  either  half  or  of  both.  The  uterine  portion  unites  later 
than  the  vaginal,  and  the  Fallopian  portion  remains  permanently 
ununited.  In  the  following  brief  account  of  these  malformations 
it  is  their  practical  bearing  upon  the  health  and  comfort  of  the 
patient  which  is  held  in  view,  rather  than  the  anatomical  interest 
of  the  matter. 

Absent  TTtems. — Clinically  speaking,  this  is  not  extremely 
uncommon  ;  that  is  to  say,  a  condition  of  matters  exists  in  which 
no  uterus  can  be  discovered  by  examination  of  the  living  subject. 
In  the  dissecting-room,  however,  some  trace  of  the  organ  can  gen- 
erally be  found  in  such  cases  (figs.  76  and  77).  Menstruation  is, 
of  course,  absent,  although  we  have  seen  that  some  molimen  may 
be  present,  dependent  on  the  more  or  less  perfect  state  of  the  ova- 
ries and  Fallopian  tubes.  The  vagina  also  is  often  absent,  or 
exists  only  as  an  imperfect  canal.  Every  external  appearance  of 
womanhood  may  be  present,  but  the  finger  in  the  rectum,  aided 
by  abdominal  pressure,  or  by  the  presence  of  a  sound  in  the  blad- 
der, detects  nothing  like  the  usual  uterine  body.  A  very  small 
hardish  substance  linay  sometimes  be  felt  centrally*  or  ^gftfflp 
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Kio.   76.-T-RudlmeDtary  Traces  of 
Uterus  (Schroeder).    «,  uterus. 


side,  but  practically  it  may  be  set  aside  as  only  possibly  denoting 

some  rudimentary  stage  of  nterine 
development,  of  no  clinical  im- 
portance. The  traces  which  are 
discovered  on  dissection  are  found 
on  the  posterior  surface  of  the 
bladder,  there  being  but  one  pouch 
of  peritoneum  between  the  blad- 
der and  the  rectum,  as  in  the 
male  (fig.  76).  These  traces  may 
consist  of  either  a  simple  trans- 
verse band  or  bow,  representing 
the  two  conjoined  halves  of  the 
body,  without  cervix;  or  there 
may  be  a  small  substance,  hollow 
or  solid,  somewhat  resembling  the 
uterus  in  shape,  and  with  or  without  separate  horns  (fiff.  77). 

TTtems  or  TTnicomis,  or  one-sided  uterus,  (fig.  78),  depends  on 
the  arrest  of  development  of  one  of  the  two  Miillerian  ducts. 
This  condition  is  compatible  with  perfect  menstruation,  and  even 
pregnancy.    It  is  difficult  and  often  impossible  to  diagnose  it 

during  life ;  but  it 
may  be  surmised 
if  we  meet  with 
certain  conditions, 
viz.,  a  narrow  va- 

fina  (unilateral 
evelopment),  a 
small  cervix,  and 
a  uterus  which  is 
shown  by  sound 
and  bi-manual  ex- 
amination to  be 
unusually  bent  to 
one  side,  having  a 
somewhat  sharply-pointed  fundus,  and  sometimes  an  unusual 
length.  All  other  causes  of  uterine  elongation  or  lateral  displace- 
ment must  be  capable  of  elimination  ;  and,  considering  the  rarity 
of  the  affection,  and  the  many  sources  of  error,  the  diagnosis 
must  be  held  subject  to  revision.  How  many  errors  would  be 
avoided  if  the  practitioner  would  acquire  a  habit  of  mentally 
noting,  and  carefully  remembering,  which  of  his  diagnoses  were 
merely  provisional  ?  The  undeveloped  half  may  consist  of  a  mere 
band  of  fibro-myomatous  tissue,  or  may  contain  a  small  cavity,  or 
an  elongated  tube,  opening  within  the  more  developed  one  at  any 
point,  or  with  no  outward  opening  at  all.     If  pregnancy  occur  in 
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Fig  .y?.— Rudimentary  Uterus  (Schoeder).  a,  uterus  :  6, 
uterine  horns  ;  e,  round  li/^aments  ;  d,  Fallopian  tubes ; 
e,  ovaries. 
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the  fnllv  developed  side,  all  may  go  well ;  if  in  the  andeveloped 
one,  early  abortion  may  fortunately  occur,  or  towards  the  middle  of 
pregnancy  rupture  may  take  place,  with  all  the  phenomena  and 
generally  fatal  results  of  a  so-called  interstitial  extra-uterine 
pregnancy,  or  a  premature  and  a  perfect  foetus  beine  bom  to- 
gether, or  near  the  same  time,  may  add  to  the  recorded  out  doubt- 
ful cases  of  super-foetation.  While  these  pages  were  going  through 
press,  I  have  met  with  an  interesting  case  of  a  lady  attacked 


Fio.  78. — UteroB  Unicornis  (SchroDler).  LH,  left  uterine  hern  ;  Lo,  left  orary  .  LT, 
left  Fallopian  tube  ;  LLr,  left  round  ligament.  RH,  Ro.  RT,  and  RLr  represent 
the  corresponding  structures  on  the  right  side.  The  relatire  positions  of  the  oyar- 
iee  and  lubes  are  abnormal. 

since  marriage  with  membranous  dysmenorrhoea.  She  herself 
(the  wife  of  a  medical  student)  observed  that  one  horn  of  the 
decidua  was  always  much  longer  than  the  other,  and  this  led  me 
to  clearly  make  out  the  signs  of  uterus  unicornis  in  a  minor 
degree. 

trtems  Duplex,  double  uterus,  or  Hysteros  Didelphys,  are 
the  terms  applied  in  the  case 
^^vhere  both  Mullerian  tubes 
have  become  fully  developed, 
forming  two  almost  separate 
uteri,  with  little  coalescence 
(fig.  79).  It  is  of  excessively 
rare  occurrence,  except  in  the 
case  of  non-viable  foetal  mon- 
strosities ;  but  of  late  years 
instances  have  been  found 
even  in  women  who  have 
borne  children.  They  are 
often  accompanied  by  a  doub- 
le vagina.  A  typical  case  of 
the  kind  is  well  reported  by 

my  colleague.    Dr.    Culling-  _ 

worth  {Bnt^Med.  Jour,,  1882,  vol.  ii.  p.  387).    There  is  no  reason^ 


Fio.  79.— Uterus  Duplex  (Thomas). 
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why,  in  such  a  case,  pregnancy  might  not  occur  in  either  section, 
or  even  in  both,  and  that  simultaneously.  Menstruation  'occurs, 
not  at  two  different  periods,  but  as  in  the  normal  condition.  The 
diagnosis,  attention  once  called  to  it,  would  be  simple  if  the 
vaginae  were  at  all  perfect. 

Xlterus  SeptuB  and  TTtems  Bicomis  constitute  two  varieties 
ot  imperfect  coalescence  of  the  two  primordial  constituents  of  the 
organ.  In  the  former  (fig.  80)  .the  uterus  is  divided  by  a  septum, 
which  extends  downwaras  from  the  fundus  in  various  degrees, 

but  externally  the  organ  may  show 
little  or  no  sign  of  malformation ;  in 
the  latter  (fig.  81)  there  is  a  separa- 
tion apparent  on  the  outside  or  the 
organ,  and  varying  in  extent  from  a 
mere  sulcus  at  tne  fundus,  which 
evidences  its  bilateral  origin,  to  a 
division  which  practically  creates 
two  uteri  with  a  common  cervix  or 
OS  externum.  Combinations  of  these 
two  forms  may  also  exist,  the  slightly 
two-horned  uterus  having  also  a  sep- 
tum dividing  the  common  cavity. 
Pathological  museums  probably 
show  but  a  small  portion  of  the 
possible  or  actual  varieties.  A  sin- 
gle or  double  vagina  may  coexist 
with  either  of  these  malformations ; 
the  more  complete  the  double  char- 
acter of  the  uterus,  the  greater  the  probability  of  vaginal  division. 
Although  there  may  be  no  arrest  of  development  in  the  sense 
now  treated  of, — that  is  to  say,  in  the  lateral  symmetry  or  central 
union, — there  may  be  an  arrest  of  developmental  growth.    Thus, 

even  in  the 
adult,  the  uter- 
us may  retain 
the  type  which 
it  has  normally 
assumed  in  the 
infant,  or,  reach- 
ing the  type  of 
the  young  vir- 
gin, it  may  re- 
tain that,  while 
the  size  may  re- 
main considera- 
bly under  the 
[normal.     Theaec 


Fig.  80.— Uterus  Septus    (Schrre- 
der-Kussmaul). 


Fig.  81.— -Uterus  Blcomls  (SchroBder). 
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two  abnormaiitieBy — ^the  infantile  uterus  and  the  so-called  oon- 

Senital  atrophy  of  the*  uterus, — are,  together  with  the  same  con- 
ition  of  the  ovary,  of  great  practical  importance,  but  they  will 
be  more  fittingly  descried  and  discussed,  when  their  resulting 
consequences  are  under  consideration  {see  Chap.  YIII.). 

The  Vagina. 

The  vagina  as,  we  have  already  noted,  is  also  affected  by  the 
want  of  due  fusion  between  its  lateral  halves  of  origin,  and  arrest 
of  development  may  occur  in  either  half,  or  bot£  In  the  one 
case  we  have  wholly  or  partially  double  vagina,  in  the  other  it  is 
narrowed  or  obliterated.  Using,  as  far  as  possble,  the  same  classi- 
fication as  for  the  uterus,  we  have 

Absent  Vagina. — Cinically  speaking,  this  refers  to  cases 
where  we  have  nothing  to  show  that  any  canal  exists  between  the 
bladder  and  rectum.  Rudimentary  structures,  discernible  only 
post  mortem^  may  be  left  out  of  account.  This  absence  may  occur 
either  with  a  fully  developed  uterus  and  appendages,  or  with  a 
more  or  less  corresponding  want  of  development  m  them.  But 
the  absence  may  be  partial,  confined  to  a  portion  of  the  vaginal 
canal  only,  and  the  undeveloped  portion  may  be  a  barrier  between 
the  uterus  and  the  vulva  of  very  varying  extent,  from  a  mere 
intervening  diaphragm  to  complete  obliteration.  In  all  such 
cases,  if  the  uterine  and  ovarian  functions  are  active,  wo  have  a 
condition  which  will  demand  surgical  interference,  as  we  shall 
just  now  see. 

Vagina  TTnilateralis. — ^Tbis  condition  certainly  exists,  looked 
at  from  a  developmental  point  of  view,  especially  iu  connection 
with  the  uterus  unicornis^  but  as  the  vagina  in  this  state,  owing 
to  the  distensibility  of  its  walls,  usually  fulfils  all  its  normal 
functions,  it  is  more  interestingmurphologically  than  practically. 

Vagina  Septa,  or  complete  vagina  Duplex,  may  coexist  with 
the  uterus  septus,  bicornis,  or  duplex, — tne  septum  being  only 
partial,  and  chiefly  affecting  the  lower  end  ot  the  vagina ;  or,  the 
lateral  organs  may  be  perfect,  communicating  with  their  indi- 
vidual cervices  and  closed  by  perfect  hymens.  But  double  vagina 
may  alsi)  co-exist  with  a  single  normal  uterus,  one  side  being  in 
all  probability  somewhat  rudimentary.  With  double  uterus  and 
vagina,  one  vagina  may  terminate  normallv  in  the  vulva,  with 
perfect  hymen,  and  the  other  may  be  occulated,  so  as  to  escape 
notice  until  distended  with  menstrual  fluid  (unilateral  hoemato- 
kolpoe). 

The  vagina  may  be  abnormally  narrow  or  short,  without  evi- 
dence of  any  other  developmental  abnormality.    In  the  former 
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caee,  artificial  dilatation  may  be  required  subsequent  to  marriage ; 
in  tbe  latter,  there  is  danger  of  uterine  inflammation  following 
connection,  unless  timely  warning  can  be  given  by  the  physician. 
Finally,  the  vagina,  perfect  otnerwise,  may  be  occluded  by  a 
complete  condition  of  the  hymen  that  structure,  nearly  always 
unduly  thickened  under  the  cicumstances,  having  no  orifice  for 
the  escape  of  uterine  discharge. 

In  double  vagina,  the  one  half  is  frequently  rather  in  front  of 
the  other,  and  this  is  attributable  to  the  fact  that  the  left  Mul- 
lerian  duct  lies  somewhat  in  front  of  the  right  But  in  certain 
more  rare  uterine  malformations  there  are  traces  of  an  antero- 
posterior defect  in  development,  as  well  as  of  the  lateral  one. 
About  two  years  ago  I  was  consulted  by  a  young  woman  of  pbout 
twenty-three  years  of  age  on  account  of  some  vague  discomforts, 
which  led  to  a  vaginal  examination.     Menstruation  was  said  to 

be  perfectly  regu- 
lar; but,  to  my 
astonishment,  I 
found  complete 
absence  of  the  va- 

E'na.  It  speedily 
came  •  clear 
that  menstrua- 
tion could  only 
occur  through  the 
urethra,  though 
there  had  never 
been  any  vesical 
discomfort,  nor 
suspicion  of  a 
wrong  channel. 
I  had  only  a 
uterine  sound 
at    hand,    but  I 

Eassed  it  into  the 
ladder,  while  I 
explored  the  rec- 
tum with  the 
left  forefinger  in 
search  of  a  uterus 
above  the  atresic 
vagina.  In  this 
way  the  sound 
undoubtedly  passed  into  a  clearly-definable  retro  verted  uterus, 
which  I  could  move  freely  per  rechtm.  There  were  some 
clots  after  this,  and  more  irritation  of  the  bladder  than  ever 
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before.  She  declined  to  allow  of  a  digital  examinatioa  of 
the  bladder  per  uretkram,  and  I  have  since  lost  tiight  of  her. 
In  this  case  (fig.  82),  where  the  cervix  or  lower  portion  of 
the  nterus  opened  into  the  bladder,  it  may  have  resembled, 
morphologically,  the  sinus  pocularis  of  the  male.  And  we  have 
a  reminder  or  survival  of  a  former  state  of  development,  perma- 
nent in  birds,  where  Miiller's  tubes  open  into  a  common  uro- 
fenital  canal ;  and  where,  at  a  still  earlier  stage,  this  common 
uot  opens,  along  with  the  rectum,  into  a  general  cloaca.  The 
English  student  will  find  a  clear  account  of  ibe  above-mentioned 
congenital  abnormalities  of  the  uterus  in  Schroeder  (ZiemsserCs 
Cyclopedia^  vol.  x.),  who,  however,  together  with  nearly  all  subse- 
quent writers,  is  mainly  indebted  to  the  classic  work  of  Kussmaul 
(  W  urzburg,  1859). 

The  Vulva. 

In  malformations  of  the  vulva  the  antero-posterior  failure  in 
developement  is  still  more  frequently  apparent 

Absent  Vnlva  is  found  in  those  cases  where  no  external  open- 
ing has  occurred,  and  where,  therefore,  the  bladder,  genital  canal, 
and  rectum  have  no  outlet,  common  or  separate  (fig.  83).  Such 
foetuses  are  non-viable,  and  generally  monstrous  in  other  respects. 
In  other  cases  (fig.  84),  the  external  opening  is  present,  but  the 

Ffye  Diagrammatic  Figures,  after  Schrooder,  illustrating  staees  in  the  developement  of 
the  Genito-urinary  Orfi^ans  and  Rectum,  referred  to  in  the  present  text.  ALL, 
the  allantois  ;  M,  Mailer's  canal ;  B,  rectum  ;  A,  depression  corresponding  to  fu- 
ture anus ;  CI,  general  cloaca ;  C,  clitoris ;  B,  bladder  ;  U,  urethra ;  V,  yagina ;  S, 
sinus  urogenitiuls. 

(>erineal  septum  has  not  descended  between  the  rectum  and  genito- 
urinary tract.  In  arrest  of  development  at  a  still  later  stage, 
both  anus  and  perineum  mav  be  found,  but  I  he  separation  of  ure- 
thra and  vagina  may  occur  high  up  in  the  pelvis  (fig.  85),  both 
organs  communicating  with  the  vulva  by  a  single  passage.     If  the 
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clitoriB  be  large  (fiff.  86),  we  have  here  a  sort  of  female  hypoBpa- 
dias.  Or  the  developmental  narrowing  of  the  urethra  may  be  en- 
tirely arrested,  and  the  bladder  and  vagina  may  open  into  the 
vestibule  together  (fig.  87). 

Lateral  deficiencies  or  redundancies  may  exist  in  any  part  of 
the  vulva,  but  not  so  as  to  allow  of  their  classification  in  the  same 
manner  as  those  of  the  vagina  or  uterus.  The  most  frequent 
types  of  malformation  are  those  which  give  to  the  external  or- 
gans of  one  sex  more  or  less  of  the  appearance  of  those  of  the 
other,  giving  rise  to  what  is  termed 

Hermaphroditism. 

By  this  term  was  originally  meant  the  union  of  both  sexes — 
of  Hermes  and  Aphrodite — in  one  individual.  This  condition  of 
things  was,  previou-  to  the  opening  up  of  modern  gynsBCological 


Flo.  88.— Marie  Madeleine  Lefort,  an  undoubted  female  (after  Gburchlll  et  Leblond). 

studies,  not  unnaturally  supposed  to  exist   with   moderate  fre* 
quency.     Cases  of  true  hermaphroditism — that  is,  cases  where  a 
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real  teeticley  capable  of  secreting  spermatozoa,  and  a  real  ovary, 
capable  of  secreting  ova,  have  been  found  to  exibt  in  the  same  in- 
dividual (for  this  is  the  only  true  definition  of  a  bi-sexaal  human 
bein^),  are  indeed  few  and  far  between  ;  so  much  so,  that  a  little 
scepticism  may  be  considered  pardonable  even  as  to  thbse^  which 
are  best  authenticated,  although  no  antecedent  impoteibility  can 
be  pleaded.  For  an  analysis  of  such  cases,  and  for  a  most  mas- 
terly discussion  of  the  whole  subject,  the  reader  is  referred  to  the 
second  volume  of  Sir  James  Simpson's  collected  works.  Person- 
ally, I  must  plead  guilty  to  beiug  still  a  sceptic. 

On  the  other  hand,  cases  where  the  congenital  modifications  of 
the  external  organs,  in  shape  and  relation,  are  so  great  as  to  render 
it  extremely  diflicult,  if  not  impossible,  to  distinguish  the  sex,  are 
by  no  means  uncommon ;  and  such  a  case  oi  false  hermaphroditism 
may  at  any  time  odcur  to  the  practitioner,  wnen  he  may  be  called 
on,  ui  der  great  difficulties,  to  determine  the  sex  ot  an  infant.  Let 
him  not  do  so  ofiT-hand,  or  without  careful  consideration,  and  more 
than  one  inspection.     All  such  cases  must  be  recognized  as  de- 
pendent on  arrests  or  redundancies  in  the  development  of  indi- 
vidual parts,  or  on  incomplete  or  abnormal  union  of  lateral  parts. 
Thus,  a  large  clitoris, 
with  completelv  adhe- 
rent labia,  will  give  a 
male  aspect    to    a  fe- 
male; a  very  small  pe- 
nis, and  a  scrotum  oqly 
partly  closed  in,  will 
give  a  female  appear- 
ance to  a  male.     The 
closure  or   non-closure 
of   the    central   raphe 
is    the    most  frequent 
source  of  temporary  or 
permanent     mistakes, 
the    complete   closure 
being  the  male  charac- 
teristic   The  male  or- 
gans may  resemble  the 
female  in  the  smallness 
of  the  penis,  especially 
if    it  be    hypospadic; 
and  hypospadias,  if  ex- 
tensive,    involves     to 
some  degree  a  separa- 
tion between  the  lateral  halves  of  the  urethra  and  scrotum,  or  even 
perineum,  thus  giving  rise  to  an  appearance  closely  resembling  the 
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vulva.  If  the  testicles  have  not  descended,  an  arrest  in  the  devel- 
opmental process  likely  enough  to  be  coexistent,  we  lose  another 
clue  to  the  real  sex ;  but  even  if  they  are  apparently  present,  the 
possibility  of  labial  hernia  of  the  ovaries  must  not  be  forgotten. 
The  female  organs  will  resemble  the  male  when  the  clitoris  and 
its  prepuce  are  unusually  large,  and  when  adhesion  has  taken  place 
between  the  opposite  labia.  Hernial  ovaries  would  make  such  a 
case  peculiarly  difficult  to  decide;  and  the  difficulty  would  cul- 
minate if  the  rare  condition  of  the  urethra,  passing  along  the 
clitoris  and  opening  at  or  near  its  point. also  existed.  In  alldiffi- 
cult  cases,  a  search  per  rectum  for  the  uterus  would  solve  this 
doubt,  if  it  were  not  that  absent  or  undeveloped  uterus  may 
further  complicate  the  matter.  Its  evident  presence  is  positive, 
its  absence  is  only  negative,  evidence  of  the  sex.  A  very  short 
time  may  suffice  to  render  more  prominent  the  characteristic  sex- 
ual organs  of  the  individual ;  and  at  puberty  the  general  physical 
development,  and  the  form  which  sexual  desire  may  assume  may 
assist.  The.  former  must  not,  however,  be  too  much  depended 
upon,  as^the  accompanying  illustrations  will  show  ffi^s.  88,  89^. 
The  occurrence  of  menstrual  or  seminal  discharges,  tne  latter  mi 
croscopically  examined,  is  of  much  higher  value.  If  the  judg- 
ment as  to  the  sex  must  be  suspended,  and  as  its  doubtful  nature 
cannot  be  publicly  recognised,  it  is  decidedly  advisable  to  bring 
up  the  child  as  a  male.  This  will  involve  less  difficulty  in  after- 
life, in  case  of  mistake,  than  will  the  opposite  course. 

Atresia,  or  Occlusion  of  the  Genital  Canal. 

So  far  I  have  said  little  or  nothing  of  the  practical  inconveni- 
ences which  accompany  any  form  of  malformation  that  occludes 
the  genital  passage  at  any  part  of  its  course.  Occlusion  of  the 
vulva  or  vagina  will,  of  course,  offer  an  impediment  to  marriage, 
and  will,  as  well  as  the  occlusion  of  the  uterus,  prevent  the  escape 
of  the  products  of  menstruation.  Closure  of  the  vulva  by  slight 
acquired  adhesions  has  already  been  mentioned  (p.  57),  and  need 
not  occupy  us  any  further ;  and  such  external  closure  as  is  due  to 
considerable  congenital  abnormality  of  the  external  organs,  as  in 
so-called  hermaphroditism,  may  also  be  left  out  of  consideration. 
It  is  either  irremediable,  or  forms  part  of  a  still  further  closure 
involving  the  vagina,  which  may  or  may  not  be  amenable  to 
treatment 

An  imperforate  hymen  is  a  not  uncommon  cause  of  congenital 
occlusion,  and  it  generally  leads,  at  an  early  period  of  the  men- 
strual life,  to  a  medical  investigation.  If  accumulation  of  men- 
strual secretion  has  taken  place  above  it,  it  may  be  found  bulging 
outwards  to  a  considerable  extent ;  and  the  same  bulging  wii 
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probably  be  found  when  a  mere  band  of  vaginal  tissue  exists  just 
behind  the  hymen.  It  rarely  bursts,  and  thus  performs  a  natural 
cure ;  for  when  the  hymen  is  complete,  it  is  nearly  always  also 
hypertrophied.  The  vagina  may,  as  we  have  seen,  be  congeni- 
talnr  occluded  in  its  whole  length,  being  practically  absent,  or  the 
occlusion  may  involve  any  portion  of  it.  Congenital  uterine  oc 
elusion  is  less  common  than  vaginal,  but  may  involve  either  the 
OS  externum  alone,  or  the  whole  or  separate  portions  of  the  cervix. 
Various  injuries  may  give  riee  to  narrowing  or  stenosis  of  the 
vagina  and  uterus,  but  this  is  seldom  so  complete  as  to  lead  to  ab- 
solute occlusion.  The  same  consequences  and  symptoms  will, 
however,  then  arise  as  from  congenital  occlusion,  and  the  treat- 
ment is  conducted  on  the  same  principles. 

In  congenital  atresia  of  any  portion  of  the  tract,  the  first  sus- 
picion of  anything  being  wrong  usually  occurs  at  the  period  of 
puberty,  say  from  twelve  to  fifteen  years  of  age.  The  patient 
oe^ins  to  show  signs  of  menstruation,  in  the  form  of  back-ache 
and  general  malaise;  and  this  is  generally  accompanied  by  severe 
colicky  pains  and  some-  abdominal  tenderness,  without  the  least 
appearance  of  any  external  sanguineous  discharge.  These 
symptoms  subside  in  a  few  days,  but  are  repeated  with  greater 
severity  at  more  or  less  regular  monthly  intervals.  They,l)y  and 
by,  begin  to  be  accompanied  by  a  sense  of  pressure  on  the  bladder 
and  rectum,  which  never  entirely  disappears.  Sometimes  there 
is  distinct  fever  during  the  monthly  paroxysms,  leading  to  a  sus- 

Eicion  of,  or  actually  caused  by,  local  inflammations.  The  general  • 
ealth  fails,  and  the  patient  falls  into  a  state  of  hectic,  with  or 
without  ansemia.  Medical  advice  is  now  sought,  if  not  previously. 
In  some  cases  the  symptoms  are  not  so  characteristic.  In  one, 
were  I  had  lately  to  make  an  artificial  vagina,  the  patient,  a  girl 
under  twelve  years  of  age,  had  had  no  periodic  symptoms,  but  an 
almost  constant  agonizing  colic  for  nearly  eighteen  months ;  there 
were  no  external  manifestations  of  puberty,  but  an  examination 
of  the  abdomen  revealed  a  large  globular  uterine  tumor,  easily 
reiuihed  through  the  rectum.  In  another  case,  the  symptoms, 
although  present  for  several  years,  were  so  slight,  that  it  was  only 
after  marriage  that  the  state  of  matters  was  investigated.  Sooner 
or  later,  if  the  uterine  and  ovarian  functions  continue,  the  dis-  • 
tension  caused  by  their  products  leads  to  a  tense  but  fluxuating 
tumor,  the  site  of  which  will  depend  on  the  seat  of  obstruction. 
If  the  hymen  alone,  or  only  the  lower  part  of  the  vagina  be 
affected,  the  tumor  will,  of  course,  be  vaginal  (h»matoKolpos),  . 
will  presa  much  on  the  pelvic  viscera,  leading  to  constipation  and 
dysnria,  and  will  be  felt  bulging  towards  the  vulva  or  almost 
occluding  the  rectum.  It  is  only  after  a  considerable  time  that, 
the  vagina  being  incapable  of  further  distention,  the  uterus  begins 
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to  dilate  also,  the  two  cavities  being  ultimately  thrown  into  one, 
pretty  much  as  in  the  second  stage  of  labor.  In  occlusion  of  the 
upper  vagina  or  cervix  uteri,  the  uterine  distention  alpne  exists, 
and  ^ives  rise  to  a*  smooth  globular  tumor  (&g,  i^O)  in  the  hypo- 
gastnum  (hsematometra),  often  much  inclinea  towards  the  right 
side.  Great  distention  of  the  vagina  alone  may  also  be  felt  above 
the  puli4s  and  a  careful  examination  may  in  this  case  detect  the 
hard  undilated  uterus  at  its  summit  (fi^.  91).  If  the  facts  and 
history  of  the  case  be  strictly  inquired  into  and  borne  in  mind, 
and  a  careful  examination  made,  these  tumors  can  hardly  be  mis- 
taken  for  pregnancy  or  ovarian  cvstic  tumor,  except  in  the  case 
of  occlusion  of  the  uterus  alone,  in  later  life,  and  from  accidental 
causes.  Much  of  the  menstrual  fluid  in  these  accumulations  is 
doubtless  directly  absorbed,  or  its  more  liquid  parts  may  exude 
through  the  uterine  walls  under  the  inevitable  pressure,  to  be  then 
absorbdd  by  the  peritoneum;  the  remainder  constitutes  a  dark, 
treaoly-looking  fluid,  of  varying  density,  and  contains  altered 
blood-cells,  mucus,  and  occasionally  some  cholesterine.  As  the 
uterus  continues  to  distend,  danger  arises,  either  from  its  bursting, 
or  from  bursting  of  the  Fallopian  tubes,  which,  later,  partake  in 
the  dilatation,  or  from  escape  of  blood  into  the  peritoneum 
through  their  fimbriated  extremities.    There  is  strong  reason  also 


Fio.  90. — HsBmatometra.    Utems 
distended  with  blood  (Schroeder). 


Fig.  90.— HnmatokolpoB.    Vafina 
dUtended  with  blood  (Schroader). 


to  believe  that  blood  may  accumulate  in  the  tubes  to  a  dangerous 
extent,  independently  of  any  reflux  from  the  uterus.  It  may 
therefore  be  laid  down  as  a  general  rule  that,  when  this  condition 
of  dilated  uterus  or  vagina  is  discovered,  the  sooner  operative 
measures  for  its  relief  are  resorted  to  the  better. 
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Unfortunately,  the  escape  of  the  flaid  externally  thns  indaced 
is  apt  to  be  followed  by  sudden  uterine  or  Fallopian  contraction, 
which  may  precipitate  the  accidents  just  mentioned ;  but  this 
danger  has  to  be  encountered,  and  the  lonj^r  we  wait  the  more 
imminent  it  becomes,  especially  as  the  Fallopian  tubes  are  apt  to 
contract  iidhesions  which  render  this  tearing  more  probable.  To 
the  risk  which  may  thus  follow  the  liberation  ox  the  retained 
fluid,  there  must  be  added  another,  viz.,  the  danger  of  septic 
changes  in  what  remains,  as  soon  as  the  external  air  is  admitted. 
These  two  classes  of  danger  point  somewhat  in  opposite  direc- 
tions as  r^i^rds  treatment,  -  to  avoid  the  one,  the  slowest  possible 
exit  should  be  given  ;  to  avoid  the  other,  the  sooner  the  whole 
can  be  evacuated  and  the  passages  rendered  arseptic  the  better. 
There  is  no  use  in  attempting  to  ignore  either  horn  of  the 
dilemma,  in  the  face  of  all  ^t  experience. 

TVeaiment. — Supposing  that  the  hymen  alone  is  the  cause  of  ob- 
struction, there  are  two  modes  of  treatment  open  to  us.  First,  we 
may  make  a  free  incision  into  the  obstruction,  and  dilate  it  at 
once  with  the  fingers  or  with  a  rectum  bougie;  then,  when  free 
escape  has  taken  place,  we  wash  out  the  vaginal  or  utero-vaginal 
cavity  with  copious  antiseptic  injections.  These  injections  must 
be  frequently  repeated,  and  in  the  intervals  the  patient  must  wear  as 
large  a  size  as  possible  of  Sim's  or  Barnes's  dilator.  This  serves 
to  prevent  fresh  adhesion,  if  it  does  not  also  to  some  extent  pre- 
vent the  admission  of  septic  germs.  Secondly,  we  may  let  off  the 
fluid  much  more  slowly,  and  with  complete  antiseptic  precautions 
from  the  beginning.  This  can  sometimes  be  done  by  syphon 
action.  A  trocar  and  cannula,  the  latter  ftimished  with  a  long 
India-rubber  tube,  are  inserted  through  the  centre  of  the  hymen  ; 
the  tube,  first  filled  with  carbolized  water,  is  allowed  to  hang 
down  into  a  basin  of  the  same,  and  the  contents  of  the  abnormal 
cavity  thus  gradually  drain  away.  When  they  have  ceased  to  flow, 
as  a  mometary  lifting  of  the  tube  from  the  basin  will  ascertain, 
the  cannula  is  withdrawn,  and  the  orifice  in  the  hymen  is  closed 
by  a  serre-Jine  or  two,  or  by  a  suture,  or  by  collodion,  if  it  can  be 
made  to  adhere.  Next  day  the  free  incision  may  be  made,  and 
the  case  treated  by  antiseptic  injections.  Very  slow  aspiration 
mast  be  substituted  for  the  syphon  action  if  the  fluid  is  too  thick 
to  run  without  it 

These  two  plans  should,  in  my  opinion,  be  used  electically.  If 
the  case  is  seen  early  during  menstrual  life,  and  when  the  absence 
of  a  supra-pubic  tumor  renders  it  probable  that  there  is  little  or 
no  uterine  distention,  or  distention  and  adhesion  of  the  Fallopian 
tabes^  the  former  plan,  by  free  incision,  may  be  used,  and  in  op 
posite  circumstances  the  latter.  In  a  doubtful  case,  the  latter — by 
antiseptic  drainage — should  be  preferred,    When  the  flmd  will 
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not  flow  through  a  moderate-sized  cannula  without  strong  aspira- 
tion, incision  must  be  proceeded  with  at  once.  Small  bands  of 
vaginal  adhesion,  just  within  the  hymen,  and  felt  to  be  mere 
membraneous  obstacles,  are  to  be  treated  in  the  same  way. 

More  extensive  occlusions  of  the  vaginal  canal  require  carefdl 
consideration  before  proceeding  to  their  treatment.  Their  extent 
must  be  made  out  as  thoroughly  as  possible  by  careful  rectal  ex- 
amination, in  combination  with  supra-pubic  digital  pressure,  and 
also  with  a  sound  in  the  bladder.  In  this  way  the  presence  of  the 
uterus  must  be  distinctly  ascertained.  We  should  be  quite  clear 
as  to  the  existence  of  some  menstrual  molimen,  and  of  some  vaginal 
or  uterine  distention.  It  is  doubtful  how  far  one  would  be  justi- 
fied in  risking  an  operation  for  the  mere  purpose  of  hollowing  out 
a  vaginal  canal,  when  eveything  points  to  the  absence  of  the 
utero-ovarian  structures  and  functions.  The  object  of  the  opera- 
tion is  twofold — to  make  a  permanent  vagina,  suflicient  to  permit 
of  marriage,  and  too  allow  of  the  immediate  and  permanent 
escape  of  the  menstrual  discharge.  The  latter  is  the  primary  and 
more  important  one,  being  essential  to  the  life  and  health  of  the 
patient,  and  it  may  sometimes  be  achieved  when  the  former  is 
impossible;  but  it  must  not  be  attempted  by  apparently  easier 
methods,  such  as  tapping  the  uterus  per  rectum^  with  a  vaginal 
approach  is  at  all  possible. 

The  process  of  making  an  artificial  vagina,  or  of  opening  up  any 
large  occluded  portion,  is  simple  enough  on  paper,  but  not  always 
so  simple  in  execution.  The  external  opening  is  made  with  the 
scalpel.  It  can  only  be  made  large  enough  by  a  transverse  cut, 
which  must  cross  at  a  short  distance  in  front  of  the  anus.  If  there 
is  a  slight  vaginal  culrde-Sdc^  it  will  serve  as  our  guide,  and  the 
incision  will  cross  it.  The  skin  or  semi-mucous  tissue  being 
thoroughly  divided  in  this  way,  and  torsion  of  any  bleeding 
point  having  been  made,  the  rest  is  all  done  without  cutting  in- 
struments, except  in  cases  of  traumatic  occlusion.  In  these,  any 
very  prominent  bands  of  cicatricial  adhesion  must  be  divided  by 
slight  snipping  with  bluut-pointed  scissors  during  the  progitess  of 
dilatation. 

The  patient  being  aaaesthetised  and  placed  in  lithotomy  position, 
a  catheter  is  placed  in  the  bladder  and  held  up  against  the  pubes 
by  an  assistant.  The  left  forefinger  of  the  operator  is  introduced 
into  the  rectum  and  retained  there  as  a  permanent  ^uide,  while 
the  right  is  used,  after  the  incision  is  made,  as  the  vagihal  dilator. 
Taking  care  to  retain  a  distinct  septum  between  the  advancing 
finger  and  the  rectum  behind  the  bladder  in  front,  we  slowly  tear 
through  the  connective  tissue,  working  freely  from  side  to  side,  so 
as  to  insure  suflicient  space,  but  always  pushing  onwards.  The 
handle  of  a  scalpel  may  give  a  little  occassional  assistance;  buc  if  so. 
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we  must  be  sare  that  its  edges  are  not  too  sharp,  and  that  they  are 
only  used  horizontally.  Gr^ually  a  passage  is  thus  opened  to  the 
atems,  or  we  open  into  the  dilated  upper  end  of  the  vagina,  and 
can  feel  that  we  are  in  a  cavity  filled  with  fluid.  In  this  case  the 
finger  is  withdrawn ;  and  while  the  treacly  fluid  is  flowing,  the 
largest  possible  rectum  bougie  is  inserted,  until  the  finger  in  the 
rectum  shows  that  it  has  reached  the  cavity,  when  it  is  withdrawn 
again.  There  is  not  much  choice  now  between  slow  and  ouick 
evacuation.  The  greatest  danger  lies  in  the  absorption  of  the 
exuding  fluid  by  the  raw  surfaces  thus  made,  after  air  has  been  ad- 
mitted. A  double  catheter  is  passed  into  the  dU-de-sac  as  far  as  it 
will  go  without  force,  then  very  slightly  withdrawn,  and  the 
cavity  is  well  washed  out.  More  careful  search  is  now  made  for 
the  OS  and  cervix  uteri,  which  may  be  either  widly  dilated  or 
almost  normal.  The  case  is  then  treated  on  the  same  principles 
as  when  a  hymeneal  occlusion  is  concerned ;  but  very  frequent  in- 
sertion of  the  vaginal  dilator  for  weeks  or  months  is  required  to 
insure  complete  vaginal  patency. 

It  may  happen,  however,  that  we  may  reach  the  globular  uterus, 
and  yet  no  escape  of  fluid  occur.  •  The  uterus  itself  isoccluded. 
If  the  situation  of  the  os  uteri  is  apparent,  we  are  advised 
to  pierce  it  with  trocar  or  scalpel,  A  silver  catheter  of  small 
size  seems  to  me  a  more  fitting  instrument.  But,  as  in  a  case 
already  referred  to  (p.  147),  the  globular  uterus  may  apparently 
be  there,  but  no  trace  of  os  or  cervix  to  be  found.  In  such  a  case 
the  surface  must  be  first  scraped  with  the  end  of  a  director,  to 
ascertain  that  there  is  no  intervening  membrane.  There  was  one 
\n  the  case  alluded  to,  and  the  finger  passed  through  into  a  dis- 
tinct extra-uterine  space,  the  rudiment  of  the  vagina,  but  still  no 
perceptible  os  or  cervix  was  to  be  found.  There  is  no  remedy 
under  such  circumstances  but  to  make  one.  This  was  done,  also 
with  the  end  of  the  director,  and  the  finger  was  forced  after  it. 
The  gush  of  retained  menses  followed  its  removal.  The  uterus 
was  now  washed  out,  and  a  male  lithotomy  tube  was  inserted  into 
it  and  retained  by  tapes,  being  removed  daily,  cleaned,  and  re- 
turned. This  patient  now  menstruated  freely,  although  with 
dysmendrrhoea ;  but  I  have  vainly  endeavoured  to  have  her 
brought  to  town  again  for  a  more  careful  examination  of  the  state 
of  the  parts.  If  the  vaginal  canal  has  been  freely  opened  and  the 
uterus  well  discovered,  and  if  the  symptoms  are  not  urgent,  then 
it  would  be  well  to  wait  some  time  before  proceeding  to  the  treat- 
ment of  the  uterine  atresia.  This  would  diminish  the  rit-k  of 
septicaemia,  and  enable  us  to  act  slowly,  as  recommended  below. 
But  on  no  account  should  the  delay  be  permitted  if  the  symptoms 
of  distention  are  severe,  either  at  the  menstrual  period  or  during 
the  intervals.    If  kept  well  dilated  for  some  months,  the  artifici;^^. 
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vagina  acquires  a'mucous  lining,  and  serves  all  the  purposes  of  a 
natural  one,  even  to  the  extent  of  enduring  the  dilatation  of 
child-birth. 

I  can  imagine,  although  I  have  never  seen,  a  case  where  the 
uterine  distention  may  be  so  great,  and  the  rectal  septum  so  thin, 
as  to  make  it  advisable  to  perforate  per  rectum  before  attempting 
the  vaginal  dissection. 

Congenital  occlusion  of  the  uterus  alone  is  not  common,  and 
unless  the  whole  orgati  is  badly  developed  it  is  generally  confined 
to  the  OS  externum.     But  acquired  occlusion  may  follow  after 
pregnancy  complicated  with  inflammatory  sequelse,  or  after  the 
abase  of  strong  local  applications  to,  incision  of,  and  other  opera- 
tions upon  the  cervix.     But  even  long-continued  catarrhal  inflam- 
mation of  the  cervix  may  lead  to  occlusion,  especially  after  the 
menopause,  and  in  such  cases  it  may  give  rise  to  little  indication 
of  its  existence.     However  the  occlusion  is  produced,  if  it  is  dur- 
ing the  period  of  menstrual   life,  accumulation  of  inspissated 
menstrual  discharge  within  the  uterus  {hcemcUometra)  is  the  re- 
sult, and  the  Fallopian  tubes  are  apt  to  share  in  this  distention 
(hcematosalpynx).    The  uterine  walls  may  be  either  hypertrophied 
or  very  much  thinned.     Occlusion  may  occur  after  impregnation 
has  taken  place;  in  which  case,  owing  to  the  gradual  uterine 
distention,  all  trace  of  os  or  cervix  may  disappear,  giving  rise  to 
a  very  awkward  complication  of  labour.    It  also  occasionally 
happens  that,  menstruation  having  ceased,  Ihe  occluded  uterus 
continues  to  secrete  a  quantity  of  mucous  fluid,  more  or  less 
watery,  which  distends  tne  organ,  giving  rise  to  the  same  physi- 
cal signs  as  heematometra  {hydromcira);  and  in  still  rarer  cases 
this  fluid  is  or  becomes  purulent  (j>yometra\  or  decomposes,  giving 
rise  to  the  presence  of  gases  (physometra).    In  the  diagnosis  of  all 
these  tumours  resulting  from  occlusion  of  the  uterus,  the  first  im- 
portant point  is  to  eliminate  pregnancy.    In  congenital  cases  this 
presents  little  or  no  difliculty,  except  when  there  is  intentional 
rraud,  and  untruthful  information  on  the  part  of  the  patient.     In 
the  case  of  very  old  or  very  younjc  patients  there  can  also  be  little 
doubt ;  but  during  the  child-bearing  age,  and  when  the  occlusion 
is  not  congenital,  it  may  be  essential  to  wait  for  the  evidence 
afforded  by  the  rate  of  growth,  although  a  very  careful  considera- 
tion of  the  signs  of  pregnancy  {see  Appendix)  will  generally  ren- 
der thip  unnecessary  after  the  earlier  weeks.     The  non-fluctuating 
and  hard  character  of  solid  or  malignant  uterine  or  other  growths, 
and  of  the  solidified  exudations  of  pelvic  inflammation  or  hsema- 
tocelp,  should  serve  to  eliminate  them,  and  an  examination  by  the 
sound  will  serve  to  show  the  non-patency  of  the  uterine  canal ;  or, 
if  it  overcome  this,  will  give  exit  to  the  distending  fluids.     The 
danger  of  mistaking  an  ovarian  cyst  is  in  this  way  avoided.     lu. 
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phjsometra  the  clear  percussion  note  over  the  tuniour  is  very 
characteristic,  although  I  have  met  with  the  same  sign  in  the 
case  of  ovarian  cysts,  when  decomposition  and  gaseous  accumula- 
tion had  taken  place. 

The  higher  the  point  of  occlusion  of  the  utero-va^inal  canal,  the 
more  apt  are  Fallopian  complications  to  occur ;  it  is  therefore 
important,  in  uncomplicated  hseroatometra  or  extensive  hydro- 
raetra,  to*  promote  slow  evacuation  when  possible.  If  the  cervix 
be  present,  it  must  of  course  be  the  point  of  entry ;  if  not,  the 
speculum  may  show  a  depression«corresponding  to  the  os  exter- 
num ;  failing  this,  the  uterus  should  be  pierced  towards  its  poste- 
rior part.  In  all  these  cases  a  long  curved  trocar  and  cannula, 
furnished  with  an  indiarrubber  tube  and  allowed  to  act  syphon 
wise,  as  previously  directed,  should  be  used.  The  uterus  must 
not  be  forcibly  compressed,  but  a  comfortable  abdominal  bandiu^e 
is  permissible.  If  tne  stricture  be  very  slight,  a  catheter  may  be 
used  instead  of  the  trocar  and  cannula.  Washing  out  of  the 
uterus  under  these  circumstances  is  inadvisable^  unless  sudden 
rigors  or  high  temperature  point  to  the  occurrence  of  septic  poi- 
soning, in  which  case  a  double  catheter  must  be  used,  to  make 
sure  of  free  egress  for  the  fluid,  and  the  injection  must  ^be  slow 
and  devoid  of  force-  The  opening  now  made  must  be  kept  patent 
by  the  frequent  passage  of  a  good  sized  bougie,  increasing  the 
size  gradually  up  to  No.  12  at  least.  This  is  preferable  to  the  use 
of  tents,  or  of  a  stem  pessary. 

In  the  presence  of  uterus  bicomis  or  other  uterine  malforma- 
tions, along  with  double  vagina,  cases  are  recorded  of  occlusion 
and  vaginal  distention  onr  one  side  only  (lateral  hsematometra  or 
heematokolpos),  and  some  of  double  affection  (Schrceder,  op.  ciL^ 

£59).  In  the  event  of  double  occlusion,  the  symptoms  are  simi- 
r  to  those  met  with  in  the  more  common  or  single  form ;  but  the 
second  tumour,  a  first  having  been  successfully  treated,  or  the 
sole  tumour  when  there  exists  one  patent  vagina  and  uterus, 
must  be  carefully  differentiated  from  prolapse  of  the  vaginal  wall 
or  from  vaginal  cysts.  The  former  can  only  be  mistaken  through 
want  of  careful  examination  and  of  attempts  at  reposition ;  tne  * 
latter  may  require  explanatory  puncture  for  diasruosis.  Throm- 
bus of  the  vagina,  or  pelvic  abscess,  or  hsematocele,  have  each  a 
clear  distinguishing  history  of  their  own  to  guide  us  in  diagnosis. 
The  treatment  of  nsematoraetra  of  a  rudimentary  uterine  horn 
{see  Uterus  Unicornis)  by  abdominal  incision  belongs  to  the  sur- 
gery of  the,  perhaps,  not  very  distant  future.  For  the  diagnosis 
and  treatment  of  mere  narrowing,  without  complete  atresia 
{stenosis)  of  the  cervical  canal,  the  reader  is  referred  to  Chapter 

vni. 
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CHAPTER  Vn. 

Otttlation,  Mbnstbuation,  and  thbib  D18ORDBR6.  Amenorrhoea,  Sap- 
pressed  Menstruation.  Scanty  Menstruation.  Menorrhagia.  Djsmen- 
orrhoBa.    Vicarious  Menstruation.    The  Menopause. 

From  a  strictly  scientific  point  of  view,  the  consideration  of  the 
so-called  "  functional "  disorders  of  menstruation  should  be  de- 
layed uhtil  we  have  discussed  those  uterine  or  ovarian  diseases  of 
which  they  are  for  the  most  part  mere  symptoms  and  evidences. 
But  there  are  certain  practical  advantages  to  be  derived  from  an 
opposite  course ;  and  my  experience  as  a  lecturer  has  taught  me 
that  it  is  preferable  to  speaK  first  of  the  disorders  and  difiiculties 
connected  with  the  function  of  menstruation,  taking  every  care 
to  avoid  the  serious  error  of  allowing  symptoms  of  disorder — 
amenorrhcea,  dysmenorrhoea,  and  the  like — ^to  be  considered  as 
separate  diseases,  apart  from  their  often  numerous  causes. 

The  uterus,  Fallopian  tubes,  and  ovaries  are  all  more  or  less 
concerned  in  the  function  of  menstruation,  and  this  function  is 
most  intimately,  although  perhaps  not  inseparably,  connected 
with  the  function  of  the  ovaries  alone — ovulation. 

Ovulation. 

By  ovulation  we  understftnd  the  production  and  expulsion  of 
an  ovum  or  ova  by  the  ovaries,  there  being  still  every  reason  to 
believe  that  such  expulsion  obeys,  as  menstruation  does,  a  very 
distinct  law  of  periodicity.  Within  the  stroma  of  the  ovary 
there  are  found,  from  the  earliest  period  of  extra-uterine  life, 
microscopic  appearances,  which  indicate  the  presence  of  enor- 
mous numbers  of  small  follicles,  the  earliest  stage  of  the  Graafian 
vesicles.  Henle  estimated  these  as  amounting  to  70,000  in  one 
ovary  which  he  carefully  examined ;  and  it  would  appear  from 
the  researches  of  Bischoff,  Fowlis,  and  others,  that  at  birth  the 
ovaries  contain  nearly  all  the  ova  which  are  to  be  expelled  in  after 
life,  although  new  ones  may  be  formed  for  a  year  or  two  subse- 
quent to  birth.  As  the  time  of  puberty  approaches,  some  of  the 
Graafian  vesicles  become  more  apparent,  especially  near  the  sur- 
face, and  finally  one  of  these  bursts  and  discharges  its  ovum 
on  to  the  peritoneal  surface.     At  every  subsequent  monthly 
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period  this  occurs,  and  at  each,  the  ovum  is  received  into  the 
fimbriated  trampet  shaped  end  of  the  FoUopian  tube,  and  is  so 
conveyed  to  the  uteras.  This  is  reached  after  several  days,  and  if 
no  impregnation  takes  place,  the  ovum  disappears  along  with  the 
uterine  and  vaginal  secretions.  The  cicatrix  left  in  the  ovary 
undergoes  the  changes  which  give  rise  to  the  corpus  luteum,  true 
or  false,  and  finally  leaves  but  a  faint  puckering.  The  combina- 
tion of  such  puckerings  during  months  and  years  of  sexual  life 
gives  rise  to  the  altered  appearance  of  the  adult  ovary  as  com- 
pared with  that  of  the  adolescent  girl  (fig.  92\  This  is  the  gen- 
erally recognised  course  of  matters  in  ovulation,  but  there  is 
hardly  a  single  point  in  it  which  is  not  considered  as  still  sub 
jiidice  by  the  physiologists  ;  indeed,  it  would  be  well  if  some  ot 
their  number,  who  are  not  very  sparing  in  their  criticisms  of  the 
inexactitudes  and  discrepancies  of  practical  medicine,  would 
furnish  us  with  a  little  more  exact  certainty  about  a  function  and 
phenomenon  deserving  of  the  fullest  consideration.  Strong  doubts 
are  thrown  by  some  upon  the  question  of  periodicity  as  affecting 
ovulution.     No  one  can  yet  tell  us  beyond  dispute  whether  im 


Fio.  92.— Human  Ovary.    A,  from  an  Adolescent ;  B,  from 
an  Adult  (Toung). 

pregnation  affects  the  recently  disharged  ovum,  or  that  which 
follows  a  month  later.  The  exact  process  by  which  the  Fallopian 
tube  erasps  the  ovary,  and  attracts  the  ovum  to  the  uterus,  is  still 
not  clearly  defined.  All  that  we  can  say  is,  that  vascular  erection 
of  the  fimbriae  occurs  at  the  right  time,  and  that  capillary  attrac- 
tion towards  the  uterus  seems  to  aid  the  action  of  the  cilia  of  the 
tubes.  The  relation  in  which  ovulation  and  menstruation  stand 
to  one  another  lies  also  in  the  debatable  land.  That  ovulation 
may  exist  without  menstruation  is  absolutely  certain,  for  preg- 
nancy has  often  been  observed  before  any  sign  of  menstruation 
had  occurred,  and  daily  happens  in  women  who  are  not  menstru- 
ating, owing  to  the  fact  of  the  lactation  going  on.  The  converse 
is  also  true,  although  its  occurence  may  be  less  common.  When 
both  ovaries  have  been  removed,  menstruation  bus  gone  on  for 
several  periods  with  fair  regularity.     This  may,  however,  and  I 
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think  with  justice,  be  fairly  attributed  to  the  lingering  effect  of 
the  acquired  habit  of  perioaic  engorgement,  for,  as  a  rule,  removal 
of  the  ovaries  involves  speedy  cessation  of  all  the  symptoms.  In 
women  who  continue  to  menstruate  many  years  after  the  apparent 
cessation  of  conceptional  power,  and  who  are  not  the  subjects  of 
disease,  we  very  probably  have  this  habit  continued  after  the 
generally  supposed  periodic  stimulus  of  ovulation  has  ceased. 
There  is  reason  to  believe,  also,  that  in  certain  cases  of  sterlity , 
and  of  dysmenorrhoBa,  these  are  due  to  arrested,  or,  as  Farre 
termed  it,  "disappointed  ovulation,"  from  thickening  of  the 
ovarian  coverings.  These  pathological  causes  of  dissociated 
ovulation  and  menstruation  need,  however,  in  no  way  invalidate 
the  law  that  the  occurrence  and  persistence  of  menstruation  are  in 
the  first  place  due  to,  and  mainly  kept  up  by,  ovarian  stimulation. 
No  ovarionist  has,  so  far  as  I  am  aware,  ever  discovered  a  case 
where  a  woman  who  has  never  menstruated  previous  to  operation, 
has  done  so  after  the  removal  of  both  ovaries.  When  tne  Fallo- 
pian tubes  are  occluded  by  adhesions,  ovular  expulsion  is  incom- 
plete, and  small  and  repeated  attacks  of  hematocele  are  some- 
times undoubtedly  due  to  this  expulsion.  Extra-uterine  foetation 
is  another  result  of  incomplete  ovular  expulsion.  In  considering 
the  subject  also  of  dysmenorrhoea  (  difficult  or  painful  menstrua 
tion),  we  shall  not  forget  to  notice  that  in  some  instances  it  is  the 
ovulation,  rather  than  the  menstrual  phenomena,  with  which  we 
have  chiefly  to  do.  It  is  not  neccessary  here  to  attempt  to  trace 
the  role  which  the  ovum  or  its  surrounding  vesicle  plays  in  the 
formation  of  certain  ovarian  tumours. 

After  this  brief  mention  of  ovulation  as  a  separate  function, 
and  of  its  disorders,  I  shall  take  the  liberty  of  considering  it,  as 
we  are  compelled  clinically  to  do,  as  only  a  stage  in  the  series  of 
menstrual  phenomena. 

Menstruation. 

The  ordinary  features  of  menstruation  are  well  enough  known, 
but,  with  regard  to  its  intimate  nature,  physiology  leaves  us 
nearly  as  much  in  the  dark  as  it  does  with  respect  to  that  of  ovula- 
tion. That  the  periodic  secretion  comes  from  the  uterus,  at  least 
mainly,  is  beyond  a  doubt,  but  how,  or  by  what  changes  in  the 
organ  it  is  accompanied,  is  ?till  a  matter  open  to  discussion.  The 
existence  of  engorgement  of  the  uterus,  including  its  mucous 
membrane,  may  be  taken  as  admitted  on  all  hands,  as  also  may 
the  fact  that  whatever  important  changes  occur  in  the  mucous 
membrane  are  confined  to  the  body  of  the  uterus.  This  mem- 
brane becomes  swollen  and  hypertrophied  to  a  considerable 
extent  at  each  period.      At  one  time  the  blood  oozing  from 
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this  scarce  was  looked  upon  as  a  secretion,  then  (as  by 
C!o6te)  as  a  transadation  without  any  breach  in  the  capillary 
tubes,  then  (as  by  Farre)  as  an  escape  through  certain  permanent 
vascular  orifices.  Pouchet  adopted  the  view  that  a  considerable 
depth  of  the  mucous  membrane  itself  is  shed.  Tyler  Smith  and 
Handfield  Jones  demonstrated  that,  in  many  instances  at  least, 
almost  all  trace  of  the  membrane  disappeared  from  the  uterine 
body  during  menstruation,  blood  oozing  from  the  subjacent  tis- 
8ueu ;  and  John  Williams  has  so  thoroughly  worked  out  and  illus- 
trated this  view,  that  I  believe  it  is  now  generally  adopted  by 
gynsDcologists  as  a  basis  for  pathological  views  or  therapeutic 
action.  But  there  seems  to  be  no  finality  in  such  matters.  Kan- 
drat  has  all  along  mantained,  and  still  mantains,  that  only  the  su- 

erficial  layer  is  shed,  owing  to  its  undergoing  fatty  degeneration. 
ore  recently,  Leupold,  after  careful  examination  in  the  dead 
subject,  denies  the  existence  of  any  fatt^  degeneration,  while 
Koricke,  scraping  the  uterus  of  living  subjects  with  the  curette, 
leads  us  back  to  where  we  began,  and  finds  that  no  portion  of  the 
mucous  membrane  disappears  at  all.  No  wonder  that  Thomas 
expresses  concerning  this  discussion  what  is  felt  by  a  cood  many 
other  gynsecologists,  when  he  says — **  I  prefer  to  aroia  it."  The 
difficulties  of  the  whole  subject,  and  the  absence  of  any  real  solu- 
tion of  most  of  them,  are  verv  thoroughly  and  recently  detailed 
by  Leopold  (Archivfur  Oyndkologiey  xxi.  8).  Using  such  slight 
powers  of  deciding  in  the  matter  as  I  possess,  I  am  inclinea  to 
accept  Williams's  views  (06^^.  Jour.^  vol.  ii.),  based  on  those  of 
Tyler  Smith,  as  being  not  far  from  the  truth,  and  as  furnishing 
at  any  rate  the  best  working  hypothesis.  I  accept  also  in  the 
same  way  the  general  principle  of  ovarian  excitation  as  a  stimu- 
lant to  menstruation.  The  cause  of  the  periodicitv  of  menstrua- 
tion, or,  if  it  is  preferred,  of  ovulation,  or  of  the  general  con- 
dition which  accompanies  these,  is  to  me  as  yet  an  unsolved 
mystery. 

The  periodic  menstrual  discharge  is  a  phenomenon  which  is 
liable  to  very  serious  departures  from  its  normal  standard,  such 
departures  being  often  due  to  general,  often  to  local,  disease,  and, 
not  infrequently,  in  their  turn,  the  cause  of  other  general  or  local 
diseases.  Tait  has,  I  think,  fairly  proved  that  ovulation  under- 
goes similar  irregularities,  from  which,  however,  he  draws  deduc- 
tions not  yet  by  any  means  generally  received.  Departing  from 
my  general  plan,  I  think  it  will  be  well  to  add  a  few  more  words 
as  to  the  phenomena  observed  in  health.  At  every  returning 
monthly  period  there  is  an  increase  in  th^  nervous  and  vascular 
tension  of  the  whole  system,  .the  former  being  shown  by  an  in- 
creased liability  to  all  forms  of  explosive  nerve  disease,  and  the 
latter,  not  only   by   the  feelings  of  the  patient,  but  by  actual 
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sphygmographic' tracings  of  the  pulse.  Barnes  and  Faneourt 
Barnes  have  shown  that  this  vascular  tension  begins  to  rise  some 
three  days  before  the  occurrence  of  discharge,  and  subsides  in 
about  three  days  from  its  first  flow.  Dr.  Mary  Jacobi  had  pre- 
viously described  the  reeular  sphygmographic  wave,  and  Stepnen- 
son  of  Aberdeen  albO  publishes  some  suggestive  observations  on 
the  subject,  althouc^h  not  quite  coinciding  with  Barnes  as  to  the 
relation  of  the  discharge  to  the  height  of  the  pulse  tension.  A 
striking  example  of  the  general  tension  occurring  at  the  men- 
strual periods  is  met  with  in  periodic  fulness  of  the  thyroid 
gland.  I  have  seen  one  or  two  instances  in  young  girls  where  the 
appearance  of  exophthalmic  goitre  was  present,  but  disappeared 
on  the  complete  o^mmencemeftt  of  menstruation.  The  common 
symptom  of  swelling  and  uneasiness  of  the  breasts  shows  not 
only  this  general  vascular  tension,  but  also  the  special  sympathy 
of  these  organs  with  the  uterus.  The  pelvic  engorgement  exist- 
ing in  all  cases  doubtless  corresponds  in  time  with  this  heightened 
systemic  vascular  tension,  and  the  uterus  can  be  felt  per  vaginam 
to  be  heavier  and  more  swollen  than  usual,  while  even  the  cervix 
is  more  puffy  and  patulous.  The  Fallopian  tubes  participate  in 
this  engorgement,  and  their  extremities  cling  to  the  ovary.  Law- 
son  Tait  states  that  this  occurs  at  the  menstrual  period,  whether 
there  is  a  ripe  vesicle  or  not.  These  functional  changes  in  the 
tubes  are  quite  sufficient,  I  think,  to  show  that  "  they  are  most 
markedly  under  the  same  periodic  influence  as  that  which  pro- 
duces the  menstrual  flow,"  but  surely  not  "  that  they  are  them- 
selves its  cause." 

The  menstrual  fluid  consists  of  red  blood  mixed  with  varying 
quantities  of  acid  vaginal  mucus,  and  it  is  the  presence  of  this 
mucus  which  prevents  coagulation.  Coagula  are  an  indication, 
theretore,  of  an  abnormal  amount  ot  sanguineous  discharge, 
beyond  what  the  vaginal  mucus  can  keep  fluid,  or  of  some  cause 
of  retention  of  the  flow.  In  most  women  there  is  a  slight  odour 
special  to  this  discharge,  and  in  some  it  is,  during  the  whole  of 
life,  marked  and  offensive.  I  think  I  have  seen  this  somewhat 
diminished  by  the  administration  of  ergotine  (Bonjeans's  extract, 
gr.  ii.  ter  die,  in  pill).  This  probably  acts  by  preventing  reten- 
tion in  the  utertis,  but  should  not  be  used  without  due  considera^ 
tion.  In  the  commencement  and  at  the  close  of  menstrual  life, 
the  mucous  may  predominate  over  the  sanguineous  element,  and 
in  delicate  young  girls,  or  where  menstruation  is  temporarily 
in  abeyance,  or  towards  the  menopause,  it  mav  seldom  represent 
the  flow ;  but  it  must  not  be  confounded  with  ordinary  leucor- 
rhoea.  The  duration  of  the  flow  varies  much,  sav  from  two 
to  six  or  seven  days,  within  the  limits  of  health.  The  quantity 
also  varies  much,  say  from  two  or  three  to  eight  or  ten  ouncee, 

Digitized  by  VjOOQIC 


ITS  NORMAL  PHBNOHBNA.  159 

but  this  is  difficult  to  ascertain.  If,  in  a  woman  of  cleanly 
habits,  only  one  or  two  napkins  suffice  for  twenty-four 
hours,  the  quantity  is  certainly  scanty,  while  if  six  or 
more  are  required  it  may  be  considered  .over-abundant  From 
thirteen  to  fifteen  is  the  average  age  tor  commencement  in  this 
country,  but  there  are  great  variations  here  also.  Hot  climates, 
luxurious  habits,  and  precocious  experiences  tend  to  promote 
earlier  appearance,  but  it  may  occur  in  the  absence  of  any  of 
these.  Exceptionally  early  menstruation,  and  even  pregnancy  as 
early  as  from  ten  to  eleven  are  recorded.  Kussmaul  mentions  a 
case  of  impregnation  occuring  at  eight  years.  A  discharge  of 
blood  in  very  young  in&nts  has  not  infrequently  been  met  with. 
I  have  seen  two  instances  where  this  occurred  slightly  two  or 
three  times,  with  fair  periodicity,  and  then  disappeared ;  and  I 
believe  it  has  occurred  persistently  from  the  age  of  one  year. 
The  time  of  cessation  (menopause)  varies  also  within  wide  limits. 
Forty-five  is  usually  considered  to  be  about  the  mean  time,  but 
many  healthy  women  cease  ten  or  more  years  before  this,  and 
others  continue  with  perfect  regularity  till  hfty-one  or  fifty-two. 
The  periodicity  of  the  discharge,  while  generally  observing  the 
law  which  imposes  a  lunar  month  or  hwenty-eight  days,  also  varies 
within  certain  limits.  I  can  vouch  for  the  fact  that  some  women 
can,  for  long  peripds,  reckon  the  recurrence  of  the  discharge  by 
the  calendar  month  and  not  the  lunar,  and  this  where  an  entry  is 
regularly  made  in  the  almanac  It  is  probably  an  instance  of 
mental  expectancv  influencing  a  physiological  function.  When 
the  whole  period,  from  the  commencement  of  one  discharge  to 
to  the  commencement  of  the  next,  falls  much  below  the  twenty- 
eight  days,  morbid  conditions  are  certainly  approached,  but,  in 
the  absence  of  any  deterioration  in  health,  disease  cannot  be 
asserted  to  be  present.  Attempts  have  been  made  to  formulate 
certain  types  of  periodicity,  such  as  the  twenty-one  day  type,  but 
not,  I  think,  with  much  success.  I  can  only  recognize  frequent 
variations,  and  do  not  see  what  is  to  be  gained  by  collecting  a 
a  percentage  of  twenty-seven  day  cases  and  calling  it  a  type.  We 
might  do  the  same,  equally  fruitlessly,  with  types  of  gestation. 

We  have  already  noted  the  occurrence  of  a  certain  amount  of 
systemic  disturbance,  as  shown  by  nervous  and  vascular  tension, 
and  this  must  be  considered  a  part  of  the  physiological  state ; 
hence  there  are  few  women  who  are  not  somewhat  unwell,  and  do 
not  understand  the  euphemistic  term  of  "being  unwell."  Some 
malaise  is  experienced  from  distention  of  the  pelvic  vessels  and  of 
those  of  the  sympathetic  mammae,  or  of  the  nerve  centres,  ren- 
dering the  woman,  for  the  time,  less  capable  of  sustained  mental 
or  physical  exertion.  These  symploms,  lassitude,  backache, 
irritability,  head-ache,  Ac,  vary  much  in  degree,  up  to  ^he  point 
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of  rendering  the  ordinary  duties  of  life  a  burden,  and  requiring 
temporary  but  absolute  repose  of  body  and  mind.  Those  few 
women  who  are  entirely  exempt  from  them,  and  who  endeavor  by 
their  example  to  set  the  fashion  to  their  sex  in  the  way  of  disre- 

fard  of  such  frailties,  in  educational  or  other  pursuits,  may  be 
tly  compared  to  those  men,  mostly  of  a  past  or  passing  genera- 
tion, who  are  able  to  impose  an  equally  fallacious  standard 
of  alcoholic  toleration  on  the  male  sex. 

There  is  a  stage,  although  a  very  indefinable  one,  at  which  the 
severity  of  these  symptoms,  or  changes  in  the  character,  pr' 
amount,  or  frequency  of  the  discharge,  must  be  held  as  bringing 
the  case  within  the  domain,  and  as  requiring  the  title  of  disease. 
And  here  arises  a  difficulty  involving  some  sacrifice  of  scientific 
propriety  to  clinical  necessity.  !N'early  all  the  phenomena  which 
we  must  describe  as  disorders  of  menstruation  are  mere  symptoms 
of  something  lying  behind,  of  systemic  diseases,  or  of  local 
afiections  yet  unmentioned.  The  description  of  a  mere  symptom 
as  a  disease  is  highly  unscientific,  yet  in  no  department  of  medicine 
can  this  be  entirely  avoided. 

Disorders  of  Menstruation. 

The  menstrual  function,  or  at  any  rate  its  ordinary  manifesta- 
tions, may  be  absent,  deficient,  excessive,  or  accompanied  by 
abnormal  symptoms;  and  these  four  natural  divisions  of  the 
subject  may  be  tiyther  subdivided  to  some  useful  extent.  Thus 
we  must  say  something  about  the  following — 

1.  Amenorrhcea,  or  entirely  absent  menstruation. 

2.  Arrested,  or  suppressed  menstruation. 

3.  Scanty  menstruation. 

4.  Menorrhagia,  or  excessive  menstruation. 

5.  Metrorrhagia,  or  irregular  uterine  hsemorrhage.^ 

H.  DvsmenorrncBa,  or  painful  or  difiicult  menstruation. 
7.  Vicarious  menstruation. 

AmenorrhoBa. 

Absence  of  menstruation,  as  a  symptom  of  closure  ot  the 
genital  canal,  at  any  point,  has  already  been  referred  to  (Chap, 
vl.)  Under  these  circumstances  the  phenomena  of  periodic 
vascular  and  nervous  tension,  with  more  or  less  of  the  dis- 
comfort commonly  accompanying  them  (menstrual  molimen), 
are  met  with  at  or  about  the  usual  age.  These,  insteEtd  of 
being  followed  by  the  normal  discharge,  pass  away  from  time 

^Thls  Is  not  necessarily  a  disorder  of  menstruation  at  all,  but  while  treating  of 
menstrual  disorders  mainly  as  symptomatic,  it  is  convenient  to  notice  it  here. 
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to  time,  until  they  begin  to  give  place  to  the  symptoms  of  intra- 
pelvic  pressure  or  abdominal  pain  and  distention  already  des- 
cribed. There  is  already  a  presumption  in  favor  of  some 
mechanical  obstruction,  by  the  time  that  the  patient  is  brought 
for  advice.  It  there  is  no  doubt  as  to  the  existence  of  molimen, 
there  can  be  no  doubt  also  for  the  necessity  for  some  kind  of 
a  physical  examination.  At  first  the  abdomen  is  carefully  pal- 
pated to  see  if  there  is  any  perceptible  tumor.  The  discovery 
of  this  would  compel  immediate  recourse  to  further  and  internal 
examination,  no  matter  how  young  the  patient,  but  in  the  absence 
of  any  such  swelling  it  is  permissible,  if  the  symptoms  are  not  at  all 
urgent,  to  wait  for  a  short  time,  and  try  the  effect  of  treatment 
such  as  is  recommended  when  little  or  no  molimen  is  present. 
This  failing  to  produce  any  result,  an  examination  ;>^  rectum  is  to 
be  proposea.  By  this  means  we  can  at  once  ascertain  the  pre- 
sence of  any  accumulation  of  menstrual  secretion,  and  can  then 
proceed,  if  necessary,  to  the  further  examination  by  the  vagina. 
The  use  of  ansethesia  is  very  desirable,  permitting  as  it  does, 
without  pain,  a  through  bi-manual  examination  of  the  pelvis. 
The  occurrence  of  atresia,  being  established,  it  must  be  treated  on 
the  lines  laid  down  in  the  previous  chapter. 

But  in  the  great  majority  of  cases  of  amenorrhoea,  there  is  no 
well  defined,  if  any,  molimen,  and  nothing  to  lead  to  the  supposi- 
tion that  there  is  secretion  taking  place  and  mechanically  re- 
tained. The  patient  has  simply  arrived  at,  or  passed  the  normal 
age  for  menstruation  and  for  that  reason  alone  or  because  she  is  out 
of  health,  a  fact  always  attributed  by  the  patient's  friends  to  the 
amenorrhoea,  she  is  brought  for  advice.  Here  an  examination 
must  be  the  exception  instead  of  the  rule.  If  marriage  is  contem- 
plated, or  if  the  patient  is  old  enough  to  have  acquired  the  right 
to  ask  for  accurate  information,  then  it  is  of  course  demanded, 
but  otherwise,  it  must  be  borne  in  mind  that  the  cause  of  such 
retarded  flow  is  usually  constitutional,  and  that  no  young  girl 
should  while  this  is  still  probable,  be  subjected  to  an  examination 
of  the  kind  required  for  a  complete  diagnosis.  If,  by  means  of 
examination,  we  detect  a  complete  atresia,  but  without  distinct 
molimen,  and  with  no  sign  of  retention,  I  have  already  strongly 
counselled  non-interference.  Nothing  but  an  approaching  mar 
riage  and  the  determination  to  proceed  with  it,  after  all  has  been 
explained,  would  justify  the  attempt  to  make  a  vagina  in  the 
absence  of  all  evidence  of  uterine  or  ovarian  functional  existence ; 
I  should  personally  object  very  strongly  to  operate  even  under 
these  circumstances.  But  in  complete  amenorrhoea,  examination 
may  detect,  notatresia,  but  imperfect  development  of  the  uterus, — 
the  infantile  uterus,  to  be  afterwards  described  (Chap.  VIIL), — 
with  its  usual  accompaniment  of  undeveloped  ovaries.     In  such 

Digitized  If  CjOOgle 


162  TREATMENT  OF  AMBNORRH(EA. 

a  case,  also,  I  would  advise  that  nothing  should  be  done,  surgically 
at  least.  Menstruation,  if  established  under  such  circumstances, 
will.be  fitful,  painful,  and  productive  of  far  more  mischief  than 
amenorrhoea.  If,  however,  after  a  time,  nature  attempts  to  carry 
on  the  functions,  and  that  fitfully,  painfully,  and  scantily,  wo 
shall  be  justified  in  usinff  such  means  to  assist  in  the  process  as 
are  described  when  speaking  of  the  infantile  utei^us  or  of  dys- 
menorrhoea.  In  the  absence  of  an  examination,  or  in  the  event  of 
our  finding  no  mechanical  obstruction,  or  the  absence,  or  rudi- 
mentary condition  of  organs,  constitutional  treatment  must  be 
tried,  and  will  nearly  'always  succeed.  The  utmost  endeavor 
must  be  made  to  promote  the  mens  sania  in  corpore  sano.  Early 
hours,  nutritive  food,  a  full  but  not  excessive  amount  of  sleep, 
thoroughly  ventilated  homes,  or  workshops,  or  school-rooms, 
avoidance  of  overwork  or  over-education,  out-door  exercise  in  some 
form,  warm  woollen  under-clothing  and  hosiery,  daily  bathing  in 
water  as  cold  as  can  be  comfortably  borne,  and  when  this  is  fol- 
lowed by  good  reaction,  careful  attention  to  the  bowels,  without 
pureation  if  possible — these,  combined  with  the  judicious  use  of 
cod-liver  oil,  iron,  manganese,  arsenic,  strychnine,  or  quinine,  con- 
stitute the  true  promoters  of  menstruation,  or  emmenagogues,  in 
simple  amenorrhoea.  It  is  well  when  mothers  can  be  persuaded 
to  avail  themselves  of  these  alone  in  the  case  of  their  young 
daughters.  There  are  certain  drugs  which  have  the  reputation  of  a 
specific  action  on  the  menstrual  secretion,  but  I  prefer  to  reserve 
the  mention  of  these  until  we  speak  of  their  more  fitting  sphere 
of  action  in  arrested  or  deficient  menstruation.  The  departures, 
from  general  health  which  most  frequently  account  for  the  late  or 
absent  menstruation  will  also  be  more  fully  mentioned  there.  The 
appearance  of  molimen  must  be  watched  for,  and  its  advent  should 
be  the  signal  for  the  use  of  a  warm  or  even  hot  hip  bath,  or  of  an 
injection  of  warm  water  into  the  rectum  at  bed-time,  for  a  few 
days,  or  until  the  flow  appears. 


Arrested  Menstruation  {Suppresdo  Mmsium). 

Here  the  flow  has  been  established  to  some  extent,  or  for  a  con- 
siderable time,  but  its  regular  occurrence  is  interrupted,  and  that 
sometimes  suddenly,  at  other  times  gradually,  from  some  cause, 
often  obscure,  sometimes  apparent  enough. 

These  causes  may  be  classified  as  follows : — 

1.  Constitutional  delicacy. 

2.  Diseases  of,  or  leading  to,  mal-nutriti on— phthisis,  Bright's 
disease,  &c. 
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3.  Aqffimia  or  chlorosis,  constitutional  or  acquired — fipom 
hfemorrhoids,  miscarriages,  &c. 

4.  Over-work  and  over-education. 

5.  Change  of  climate,  especially  from  heat  to  cold. 

6.  Mental  causes — fright,  anxiety,  home  sickness,  &c. 

7.  Acute  diseases — fevers,  pneumonia,  pelvic  inflammations, 

&C. 

8.  Cold, 

9.  Super-involution  of  the  uterus. 

10.  Acquired  uterine  or  vaginal  atresia. 

11.  Ovarian  diseases,  cystic  degenerations,  Ac. 

12.  Pregnancy  and  lactation. 

13.  The  menopause. 

This  list  could  easily  be  extended,  but  there  are  few  causes  of 
arrested  menstruation  which  are  not  included  in  one  or  other  of 
its  items.  It  will  afterwards  be  seen  that  many  of  the  same  cau- 
ses, the  first  half  of  them  especiallv,  give  rise,  in  certain  circum- 
stances, not  always  very  easily  differentiated,  to  the  opposite  con- 
dition of  menorrhagia. 

The  same  constitutional  delicacy  which  leads  to  retarded  men- 
struation or  amenorrhoea,  will  often  lead  to  its  temporary  arrest, 
especially  during  the  first  few  years  of  menstrual  life,  and  it  will 
require  the  same  constitutional  treatment,  while  it  equally  con- 
tra-indicates  local  interference  or  specific  drugs. 

The  advent  of  more  defined  and  serious  affections,  such  as 
Bright's  disease  and  phthisis,  is  so  often  heralded,  and  more  often 
followed  by  gradual  or  almost  sudden  suppression,  that  the  appar- 
ently causeless  occurrence  of  menstrual  cessation  should,  in  the 
absence  of  pregnancy,  lead  to  careful  and  repeated  examination  of 
the  more  important  viscera  or  of  their  functions.  The  opposite 
condition  of  over-menstruation  is  no  less  common  under  these  cir- 
cumstances, and  is  of  even  greater  import,  from  its  exhausting 
tendency.  Under  no  circumstances  should  menstruation  be 
forced  while  there  is  even  a  suspicion  of  the  existence  of  such 
affections. 

Anaemia  in  all  its  forms  is  productive  of  the  same  opposite  re- 
sults, and  demands  the  same  cautionary  remark.  The  restoration 
of  healthy  blood  by  judicious  nutriment  and  ferruginous  tonics  is 
called  for,  whether  the  anaemia  is  primary,  or  due  to  any  form  of 
haemorrhage,  or  to  previous  menorrhagia  or  leucorrhoea.  The  ac- 
tion of  manganese  (mang.  ox.  praecip.,  gr.  x)  in  such  cases,  with  or 
without  iron,  is  not  mymical.  I  doubt  whether  the  opposite  con- 
dition of  plethora  ever  produces  menorrhagia  or  suppression  ex- . 
cept  as  a  condition  secondary  to  more  definite  local  congestive 
affections,  but  where  it  is  met  with,  and  in  the  absence  of  other 
indications,  free  saline  purgation  can  do  no  harm.  , 
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Over-physical  work,  especially  in  the  case  of  sempstresses,  shop 
assistants,  and  young  "  general  servants,"  and  over-mental  work, 
especially  in  schools,  is  a  fertile  source  of  menstrual  disorder,  in- 
cluding suppression, — the  remedy  is  often  more  ohvious  than 
attainable.  I  have  no  experience  of  agricultural  or  mining  work- 
ers, but  I  believe  the  former  are  less  liable  to  be  thus  aflfected  than 
their  urban  sisters. 

Change  of  climate,  when  great,  has  a  marked  eftect  on  menstru- 
ation. English  women  in  India  suffer,  with  few  exceptions,  from 
exhausting  menorrhagia  or  leucorrhoea,  and  some  women  are  so 
sensitive  m  this  respect  that  a  change  from  town  to  country,  from 
the  seaside  to  inland  situations,  or  the  like,  will  produce  marked 
and  immediate  effects.  Such  eases,  whether  of  increased  or  di- 
minished flow,  are  idiosyncratic  and  obey  no  general  law,  and  if 
the  change  of  residence  is  inevitable,  we  can  but  attempt  to 
modify  its  action  by  counteracting  changes  in  the  general 
hyffi^ne. 

Mental  conditions  are  a  fruitful  cause  of  suppressed  menstru- 
ation. Fear,  or  sudden  joy,  may  cause  this  to  be  sudden,  and 
wearing  anxiety  may  cause  it  gradually.  Nostalgia,  or  home- 
sickness, in  the  case  of  school  gins  or  young  domestic  servants, 
though  it  has  very  often  to  bear  the  blame  which  is  due  to  inju- 
dicious education  or  over-work  at  the  periods,  may  act  in  this 
way ;  and  the  dread  of  pregnancy  in  the  unmarried  or  the  expec- 
tation and  hope  of  it  in  the  recently  married,  may  bring  about  a 
symptom  which  serves  to  obscure  the  real  diagnosis. 

A  similar  suppressive  effect  is  often  seen  during  acute  diseases, 
— during  the  zymotic  affections  or  inflammations  of  the  important 
viscera  or  their  coverings.  The  suppression  thus  acutely  induced 
may  continu^e  long  after  the  mental  or  febrile  conditions  just  men- 
tioned have  passed  away.  At  the  time  of  acute  suppression,  if 
the  patient  is  otherwise  in  a  fit  state,  the  hip  or  hot-water  bath', 
or  hot  rectal  injections,  or  hot  vaginal  injections  (105°),  or  hot 
applications  to  the  extremities,  may  restore  the  flow.  If  the  su  j>- 
pression  continues,  the  case  will  by  and  by  be  suited  for  the  use  of 
specific  remedies,  so  far  as  these  are  of  any  value. 

Cold,  in  the  form  of  wet  feet,  sudden  chills,  continued  exposure, 
damp  or  insuflScient  day  or  night  clothing,  or  otherwise,  may 
prove  suppressive  during  the  course  of  the  flow,  and,  like  other 
sudden  suppressions,  may  give  rise  to  very  serious  symptoms. 
Pelvic  congestions  or  inflammations,  and  similar  affections  of 
other  viscera,  are  not  infrequently  duetto  this,  and  a  great  variety 
of  anomalous  nervous  symptoms  sometimes  follow  m  its  wake. 
What  is  true  of  cold  in  its  other  medical  aspects  is  true  here  also, 
— it  may  be  the  exciting  and  sole  cause  of  disease ;  but  unless 
very  severe,  it  requires  also  some  predisposing  cause.   ,  This  puiy 
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consist  ot  diminished  tone  from  pre-existing  and  long-continued 
causes,  of  temporary  depression  from  over-fatigue,  or  of  re-action 
from  mental  or  bodily  stimulation.  The  immediate  or  subse- 
quent treatment x)f  suppression  from  cold  is  similar  to  that  neces- 
sitated by  the  two  previous  causes. 

Super-involution  of  the  uterus  after  pregnancy  and  delivery  in 
course  of  middle  life  {see  Chap.  VIII.)  is  not  a  very  common  oc- 
currence, and  when  it  does  happen  it  is  most  probably  accom- 
panied by  similar  changes  in  the  ovaries.  It  is  a  matter  for  very 
careful  consideration  whether  a  "woman  in  whom  this  has  occurred 
should  be  treated  ab  one  in  whom  the  menopause  has  prematurely 
arrived,  or  as  one  who  has  temporarily  returned  to  the  pre- 
menstrual period.  The  presence  of  molinien  would  largely 
determine  the  question  in  favor  of  the  latter  view,  and,  of  course, 
the  age  of  the  patient  also;  but  under  ordinary  circumstances, 
beyond  careful  attention  to  the  general  hygiene,  it  is  advisable  to 
leave  the  decision  to  nature. 

As  regards  atresia  of  the  vaginal  canal  or  cervix  ut^ri,  produced 
by  traumatic  or  inflammatory  affection,  there  is  nothing  to  be 
added  to  what  has  already  been  said  under  the  heading  of 
"Congenital  Atresia,"  or  majr  be  incidentally  said  when  treating 
of  disease  of  the  cervix  uten.  It  will  be  seen  that  I  have  not 
thought  it  necessary  to  tabulate  separately  the  causes  of  suppressed 
menstruation  and  of  merely  suppressed  menstrual  flow* 

Cystic  or  other  degenerative  affections  of  the  ovaries,  whatever 
be  our  theory  as  to  the  mutual  relations  of  ovulation  and  menstru- 
ation, tend  to  diminish  or  arrest  the  natural  phenomenon.  These 
organs,  however,  being  double,  the  most  extensive  disease  of  one 
siae  may  coexist  with  free  menstruation.  When  both  ovaries  are 
affected  to  the  extent  of  destruction  of  the  normal  tissues, 
arrested  menstruation  follows  sooner  or  later,  and  the  temporary 
exceptions  are  easily  accounted  for  on  the  principle  of  periodic 
habit.  The  existence  of  such  exceptions,  however,  and  the  im- 
possibility of  telling  how  far  either  or  both  ovaries  are  affected, 
render  this  symptom  of  wholly  or  partially  arrested  menstruation 
of  less  value  than  it  would  otherwise  be  in  the  differentiation 
between  ovarian  and  uterine  or  other  tumors. 

All  the  previously  named  causes  of  arrested  menstruation  may 
be  considered  as  pathological ;  but  we  must  constantly  bear  in 
raind  the  possibility  of  physiological  arrest  due  to  Pregnancy, 
Lactation,  or  the  Menopause.  One  of  the  most  frequent  and 
difficult  problems  the  physician  is  called  upon  to  solve  lies  in  the 
differentiation  of  the  arrest  due  to  pregnancy  from  that  due  to 
other  causes;  and  it  cannot  be  too  strongly  impressed  on  the 
younff  practitioner,  that  mistakes  on  this  p^int  are  too  often 
frau^t  with  disaster  to  his  patient  and  disgrace  to  himself.     I 
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have  elsewhere  appended  the  signs  and  symptoms  of  pregnancy 
in  a  separate  form  (Appendix)  for  the  purpose  of  reference  whefa 
speaking  of  the  diagnosis  of  several  diseases.  The  only  way  to 
avoid  such  fatal  mistakes  as  I  have  alluded  to,  in  early  pregnancy, 
is  to  resist  the  temptation  of  a  positive  and  immediate  diagnosis, 
or  to  any  active  treatment,  or  to  intra-uterine  examination,  until 
time  has  been  given  to  reconsider  and  recompare  the  symptoms 
and  signs,  and  to  allow  of  watching  whether  tne  developments  of 
pregnancy  follow  in  their  due  time  and  order.  No  matter  icho  the 
patient  may  he^  pregnancy  must  b^  regarded  as  possible;  and  this 
possibility  must  influence  all  action,  or  rather  must  compel  in- 
action until  all  doubt  is  solved.  With  the  married,  the  patient 
should  be  made  to  share  in  the  belief  of  this  possibility;  with  the 
unmarried  we  must  be  reticent,  but  none  the  less  cautious.  In 
the  latter  case  physical  signs  must  alone  be  depended  on,  and  in 
all  cases,  little  weight  must  be  attached  to  more  sympathetic  dis- 
turbances, there  being  not  a  single  symptom  of  the  kind  which 
may  not  occur  independently  of  pregnancy.  The  not  infrequent 
occurrence  of  anomalies  in  menstruation  during  pregnancy  must 
also  be  carefully  borne  in  mind. 

As  a  rule,  menstruation  is  absent  for  several  months  during 
lactation ;  but  there  are  very  many  exceptions,  and  ovulation  and 
impregnation,  or  ovulation  alone,  may  certainly  occur  at  a  very 
early  period  after  delivery. 

The  very  early  occurrence  of  the  menopause  may  lead  to 
difficulties  in  diagnosis;  but  the  fact  requires  to  be  borne  in  mind 
that  it  may  occur  at  the  age  of  thirty  or  even  less,  and  that  inde- 
pendently of  any  disease,  or  of  super-involution  or  other  local 
affection.  This  early  cessation  is  often  sudden,  more  often 
gradual,  and  unaccompanied  by  much  sign  of  systematic  disturb- 
ance. 

Treatment. — So  far,  it  will  be  observed  that,  in  considering  the 
causation  of  arrested  menstruation,  the  appropriate  treatment  has 
almost  followed  as  a  natural  sequence,  and  that  I  have  said  little 
or  nothing  of  specific  treatment,  medical  or  surgical.  When 
either  amenorrhoBa  or  suppressed  menstruation  is  not  due  to  atresia, 
or  is  not  accompanied  by  severe  pain,  mechanical  treatment  is 
seldom  advisable.  The  use  of  an  intra-uterine  stem  pessary  for 
the  purpose  of  exciting  by  its  presence  such  an  amount  of 
physiological  attention — to  coin  an  expression — to  the  uterus  and 
ovaries,  as  will  lead  to  furtlier  development,  is  rarely  to  be  recom- 
mended. Such  instruments  have  their  use,  as  we  shall  see 
shortly,  but  not  in  painless  amenorrhoea  in  the  virgin.  In  the 
married  woman,  when  she  is  very  desirous  of  offspring,  they  may 
be  very  cautiously  tried,  but  not  unless  she  is  under  very  careful 
supervision,  and  with  all  the  precautions  afterwards  to  be  enforcedi 
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It  18  very  easy,  by  lighting  up  inflammatory  mischief,  to  make 
the  remedy  infinitely  worse  than  the  disease.  The  same  observa- 
tions apply  to  attempts  to  excite  menstruation  by  rapidly  dilating 
the  cervix  with  one  of  the  dilators  afterwards  to  be  mentioned, 
and  thus  aflfording  a  local  stimulant.  The  painful  and  ineffective 
menstruation  thus  sometimes  set  up  is  a  poor  substitute  for  mere 
painless  absence  of  the  phenomenon.  The  application  of  elec- 
tricity in  such  cases  is  less  objectionable ;  but  it  is  only  fair  to  the 
patient  to  remember  that  its  use  must  be  long  continued,  and 
that  its  success  is  very  problematical.  The  constant  current  is  the 
preferable  form.  In  young  girls  the  electrodes  may  be  applied 
firmly  over  each  ovarian  region,^and  one  of  them  occasionally  and 
alternately  to  the  spine.  In  the  married,  or  when  electricity  is 
used  for  other  affections  than  absent  or  scantv  menstruation,  an 
electrode  in  the  form  of  a  sound,  insulated  by  shellac  or  otherwise, 
except  at  a  couple  of  inches  from  the  point,  must  be  introduced 
into  the  uterus  itself.  If  such  introduction  produces  little  or  no 
irritation,  the  plan  may  be  fairly  tried  for  several  weeks,  but 
otherwise  it  must  be' abandoned.  In  all  cases,  the  length  of  time 
required,  and  the  great  possibility  of  failure,  must  be  explained 
to  the  patient  by  the  conscientious  practitioner.  Neglect  of  this 
rule,  in  more  than  one  form  of  uterine  treatment,  has  brought 
much  opprobrium,  not  always  undeserved,  on  gynaecological  prac- 
tice. The  external  application  only  is  not  quite  open  to  the  same 
remark,  as  it  can  after  a  time  be  entrusted  to  the  patient  and  her 
friends.  Tho  application  should  be  almost  daily,  and  but  a  small 
number  of  cells  should  be  used — not  more  than  twenty — for  some 
ten  minutes  at  a  time.  I  may  qualify  what  I  havie  said  above  by 
stating  that  I  have  once,  and  only  once,  seen  this  treatment  of  a 
small  xxterua  followed  by  healthy  menstruation  and  several  natural 
prescnancies. 

The  so-called  emmenagogue  drugs  should  nev^r  be  used  where 
there  is  the  faintest  suspicion  of  pregnancy,  nor  where  exhaust- 
ing diseases,  such  as  phthisis,  are  presumed  to  lie  at  the  root  of 
the  evil.  I  do  not  ot  course  refer  to  general  tonic  remedies,  or 
mild  aperients,  or  the  like,  which  can  only  be  considered  as  em- 
menago^ues  in  an  indirect  sense. 

The  list  of  emmenagogues,  ancient  and  modem,  is  a  very  formi- 
dable one,  and  I  can  only  refer  to  a  few  which  have  some  claim 
to  authoritative  recommendation,  or  of  whose  action  I  have  some 
personal  experience. 


I.  A/ofs. — Sharply  purgative  doses  occaaonally,  and  smaller  but  regular 
doses  in  habitual  constipation  and  sluggishness.    An  ounce  of  the  decoc 
tion  in  a  warm  rectal  injection  at  the  expected  period,  where  such  injec* 
tions  are  recommended  above.  ,  I 
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2.  Myrrh. — 3  to  10  grains,  generally  given  with  aloes.    Action  doubtful. 

3.  Ergot. — 3  grains  of  Bonjean*s  ergotin  in  pill,  or  20  minims  of  the  ext. 

ergot,  liquid.,  or   i  to  4  teaspoonfuls  of  Tanret*s  syrup  of  ergotinine.  ter 
die.     Beware  of  pregnancy. 

4.  Permanganate  of  Potash, — 2  grains  in  pill  ter  die  (Ringer,  Lancet,  vol.  i., 

1883,  p.  7),    Safe,  and  I   think  occasionally  useful,     jj.  Pot.  permang.; 
kaolin,  a.  a.  gr.  ii.;  vaselin.,  q.  s. 

5.  Savin, — 01.  sabinae,  X([  x.,  in  mucilage., 

6.  Rue, — 01.  rutae.  ttt  x..  in  mucilage. 

7.  Cantharides, — Tinct*  canthar  ttt.  v.  ad  xx.    Dangerous. 

8.  Turpentine, — 01.  terebinth.  TTt  x„  in  piucilage. 

The  last  four  are  apt  to  be  severely  irritating  to  all  the  mucous  surfaces, 
and  apart  from  this,  their  specific  action  is  more  than  doubtful. 

9.  Aconite, — Tinct.  aconit.,  ITl  iiv.  ter  die.    Avoid  its  dangerous  alkaloids. 

10.  Belladonna.— X\iiz\,\i€i\2AoTi,,  1T1  v..  or  ext.  belladon.,  gr.  \  to  \, 

Both  the  above  are  of  use  in  sudden  suppression  with  pain,  spasmodic  or 
congestive,  but  they  are  not  otherwise  cmmenagogues. 

11.  Bromine, — The  bromides  in  full  doses  are  of  use  when  suppressed  men- 

struation is  complicated  with  pain  or  strong  molimen. 

1 2.  Apiol. — 3  to  6  minims  in  perles  or  capsules.     I  think,  though   I  say  so 

with  reserve,  that  I  have  seen  somethmg  like  a  specific  action  from  ihis 
remedy  in  suppression,  never  in  amenorrhcea. 

Besides  the  above,  I  have  not  thought  it  worth  while  to  discuss 
the  emmena^ogue  properties  of  guaiacum,  mentha  pulejium,  gal- 
banum,  achillsea  millefolium,  muriate  of  ammonia,  artemisia, 
crocus,  Pulsatilla,  sanguinaria,  taraxacum,  and  a  host  of  others. 
Their  use  and  application  is  now  chieflv  relegated  to  domestic 
pharmacy  or  to  the  so-called  eclectic  physicians,  whose  chief  char- 
acteristic is  the  careful  selection  of  every  kind  of  fashionable 
-opathy,  or  -ism,  or  popular  fallacy,  to  the  exclusion  of  rational 
and  scientific  practice.  The  use  of  the  natural  mineral  waters,  in 
combination  with  their  more  or  less  healthy  surroundings,  must 
not,  however,  be  ignored  as  valuable  curative  means,  to  those  who 
can  afford  to  give  them  a  sufficient! jr  long  trial.  Harrogate,  Gils- 
land,  Strathpeffer,  and  Moffat  in  Britain,  and  Schwalbach  and  Spa 
on  the  Continent,  may  be  instanced  as  acting  indirectly  as  emmen- 
agogues.  The  hot-water  springs  of  Wiesbaden,  Tarasp,  and  Aix- 
les-fiains  are  valuable  as  baths,  and  Kreuznach  in  Germany,  and 
Woodhall  in  England,  have  valuable  properties  when  amenorrhoea 
is  due  to  the  effects  of  strumous  or  syphilitic  cachexia,  or  to  pel- 
vic disease  with  chronic  exudations.  The  last  of  these  springs 
might  be  made  a  valuable  addition  to  our  national  health  resorts. 
In  sudden  suppression,  accompanied  at  the  time,  or  followed  at  a 
subsequent  period,  by  much  pelvic  engorgement  and  febrile  symp- 
toms, a  few  leeches  applied  to  the  perineum,  or  better  still,  in 
suitable  cases,  a  free  scarification-  of  the  cervix,  will  greatly  re- 
lieve symptoms,  and  is  sometimes  followed  by  the  return  of  the 
natural  flow. 
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Scanty  Menstruation. 

This,  which  is  sometimes  called  "spamenorrhoBa,"  apart  from 
its  frequent  concomitant  dysmenorrhoea,  need  occupy  little  of  our 
time.  If  we  eliminate  preejnancy  and  lactation  as  physiological, 
and  atresia  as  a  pathological  cause  of  arrested  menstruation,  every 
one  of  the  causes  of  that  condition  may  occasionally  act  partially, 
and  produce  scanty  instead  of  completeljr  arrested  flow.  This  may 
show  itself  either  in  a  notable  diminution  of  the  amount  of  the 
discharge,  or  by  snbstituting  the  mucous  for  much  of  the  san- 
guineous element,  or  by  prolonging  the  intervals.  In  whichever 
way  scanty  menstruation  shows  itself,  apart  from  menstrual  pain, 
it  is  amenable  or  unamenable  to  the  same  treatment  as  amenor- 
rhoea  or  suppressed  menstruation  from  the  same  causes. 

Menorrhagia  and  Metrorrhagia. 

By  the  former  of  these  terms  we  understand  either  undue  fre- 
quency or  undue  quantity  of  the  menstrual  discharge,  periodicity 
lH}ing  maintained,  however,  with  fair  regularity — by  the  latter 
we  mean  the  occurrence  of  sanguinous  discharges,  not  only  at  the 
regular  periods  but  also  at  irregular  intervals  between  them.  The 
distinction  is  a  very  important  one,  and  might  be  held  to  forbid 
our  treating  of  the  two  conditions  together,  or  of  the  latter  at  all 
as  a  disorder  of  menstruation.  Practical  considerations,  however, 
make  it  desirable  to  do  so.  We  find  that  quite  as  much  as,  or 
even  more  than  is  the  case  with  amenorrhoea,  these  symptoms  are 
frequently  capable  of  being  traced  to  some  uterine  or  ovarian 
affection.  Especially  is  this  the  case  where  they  occur  during 
middle  or  elderly  life. 

At  the  first  commencement  of  menstruation,  and  towards  its 
close,  it  is  not  uncommon  to  have  the  secretion  increased  in 
amount  or  frequency,  and  this  sometimes  alternates  with  the 
opposite  conditions  of  arrested  or  scanty  menstruation. 

We  may  look  upon  such  cases  as,  in  a  sense,  functional  disor- 
ders, and  the  same  thing  may  happen,  though  less  rarely,  at  other 
periods  of  life,  but  even  here,  though  careful  investigation  may 
fail  to  discover  any  local  lesions,  the  increased  flow  must  still  be 
considered  as  symptomatic  of  some  constitutional  state  lying 
behind  it     - 

Causation, — Referring  to  the  causes  of  arrested  menstruation 
which  have  been  mentioned  (p.  162),  we  find  that  several  of  them 
may  with  equal  propriety  be  enumerated  as  leading  to  menorrha- 
ffia,  though  comparatively  seldom  to  metrorrhagia.  We  may 
have 
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1.  Constitutional  delicacy. 

2.  Diseases  of,  or  caused  by,  mal-nutrition,  Bright's  disease, 
especially. 

3.  Ansemia,  including  scurvy  and  the  hsBmorrhagic  diathesis. 

4.  Over-work  or  over-education. 

5.  Climatic  changes. 

6.  Mental  disturbances. 

7.  Acute  diseases,  rarely. 

8.  Plethora  or  full  habit  of  body. 

9.  Cardiac  affections,  especially  with  hypertrophy  or  dilatation. 

10.  Hepatic,  or  other  visceral  disease,  even  mere  constipation, 
leading  to  venous  obstruction,  especially  when  a  sequel  of  chronic 
alcoholism. 

It  is  not  difficult  to  understand  how  all  the  foregoing  causes, 
which  lead  to  changes  in  the  blood  of  a  more  or  less  deteriorating 
character,  or  to  excess  of  the  nerve  tension  observed  in  normal 
menstruation,  or  to  variations  in  the  general  or  local  circulation, 
should  produce  opposite  effects.  But  it  is  often  very  difficult  tp 
say  why,  in  any  individual  case,  the  one  result  should  follow 
rather  than  the  other — menorrhagia  or  deficient  menstruation. 
The  cause  being  recognised,  however,  or  strongly  suspected,  and 
the  absence  of  local  organic  causes  being  as  far  as  possible  ascer- 
tained, the  treatment,  medicinal  or  hygienic,  follows  the  same 
lines  in  either  t^se 

In  the  vast  majority  of  cases  of  decided  menorrhagia  in  women 
who  have  reached  the  middle  period  of  sexual  life,  we  have  some 
local  cause  which  demands  investigation  and  treatment.  This  is, 
above  all,  the  case  where  metrorrhagia  is  present  even  in  a  slight 
degree.  No  such  case  should,  therefore,  ever  be  allowed  to  con- 
tinue long  without  our  insisting  on  a  sufficient  local  examination. 

To  enumerate  the  occasional  causes  of  menorrhagia,  most  of 
which  may  also  occasionally  give  rise  to  metrorrhagia,  will  be  to 
tabulate  many  of  the  diseases  upon  the  study  of  which  we  are 
just  entering.  It  is  therefore  impossible  to  do  more  than  merely 
tabulate  them  here,  reserving  all  discussion  as  to  their  modus  ope- 
randi and  their  treatment.  In  addition  to  the  causes  named 
above,  we  may  have 

11.  Chronic  inflammation  of  the  uterus  with  hypertrophy. 

12.  Sub-involution  of  the  uterus. 

13.  Fibroid  growths  (fibro-myomata)  of  the  uterus. 
14   Polypi  of  the  uterus. 

15.  Malignant  disease  of  the  uterus. 

16.  Endometritis  with  chronic  granulations. 

17.  Inversion  of  the  uterus. 

18.  Displacements  of  the  uterus. 

19.  Granulations  and  lacerations  of  the  cervix. 
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20.  Retiiined  products  of  conception  or  meuatruation. 

21.  Congestive  affections  of  the  ovaries,  Fallopian  tubes,  or 
pelvis  ffeneraily. 

In  addition,  again,  to  these,  we  must  bear  in  mind  that  diseases 
of  the  vulva  or  vagina,  which  cause  occasional  haemorrhage,  may 
give  rise  to  the  suspicion  of  menorrhagia  or  metrorrhagia,  until 
an  investigation  takes  place.  It  is  always  an  important  point, 
when  menorrhagia  is  present,  to  decide  whether  an  immediate 
local  examination  is  required.  In  the  case  of  the  young,  the 
symptom  may  fairly  be  considered  for  a  lengthened  period  as  of 
constitutional  origin ;  about  the  time  of  the  menopause,  in  the 
uumarried,  this  is  also  permissible  for  a  short  time,  but  only  in 
the  event  of  the  patient  being  under  regular  observation.  In  all 
other  cases  an  examination  is  desirable,  and  the  responsibility 
for  delay  in  this  respect  should  at  any  rate  devolve  on  the  patient. 

It  seems  unnecessary  to  say  more  here  about  the  diagnosis  of 
menorrhagia ;  the  fact  is  self-apparent,  the  cause  must  be  differen- 
tiated, if  necessary,  by  every  means  at  the  disposal  ot  the  physi- 
cian. 

The  treatment  might  also  be  summarised  in  a  similar  manner. 
The  mere  loss  of  blood  must  be  combated  by  diet  as  generous  as 
the  patient  can  assimilate,  and  by  the  usual  blood  restoratives ; 
but  where  the  cause  remains  doubtful,  or  where  its  removal  must 
be  a  work  of  time,  measures  may  be  required  to  arrest,  or  at  any 
rate  to  diminish,  the  flow.  Such  remedies  may  be  divided  into 
those  which  are  local  and  those  which  act  through  the  general 
system.     As  local  remedies,  we  employ — 

1.  CM. — This  may  be  applied  in  the  form  of  ice,  or  ice  cold 
water  applied  to  the  vulva,  or  injected  into  the  vagina.  Great 
caution  is  necessary  in  usin^  this  means  in  cases  which  merely 
approximate  to  increase  of  function.  Coolness  of  diet,  clothing, 
&e.,  are  allowable  enough,  but  the  application  of  extreme  cold 
should  be  reserved  for  those  cases  which  are  genuine  haemor- 
rhages. 

2.  Heat. — A  very  decided  effect  upon  severe  hsemorrhage  is^ 
ofteu  produced  by  the  application  of  heat  to  the  spine,  by  means  of 
Chapman's  india-rubber  bags.  Apart  from  obstetric  practice,  and 
in  the  absence  of  dysmenorrhoea,  I  have  no  experience  of  the 
internal  use  of  hot  water  as  an  anti-hsemorrhagic  means,  pure  and 
simple,  but  I  should  not  hesitate  to  try  it,  according  to  Emmet's 
method,  in  cases  where  the  other  means  failed.  In  many  cases,  as 
will  be  seen,  it  is  available  as  the  most  satisfactory  treatment  of 
the  local  cause,  especially  in  all  cases  of  pelvic  engorgement 

3.  Plugging  the  Vagina. — There  is  no  doubt  that  by  a  firm 
vaginal  pmg,  by  packing  the  vagina  through  the  speculum,  any 
form  of  uterine  haemorrhage  may  be  arrested  for  the  time  being,    t 
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provided  that  the  uterine  cavity  is  not  sufficientlv  dilatable  to 
allow  of  dangerous  concealed  haemorrhage.  But  there  are  such 
manifest  objections  to  this  plan,  in  most  of  the  affections  which 
lead  to  menorrhagia,  that  it  should  be  reserved  for  extreme  cases, 
in  which  any  step  is  permissible  which  will  obviate  the  tendency 
to  immediate  death.  A  small  spon&^e  or  pledget  soaked  in  the 
glyceroles  of  carbolic  acid,  tannic  acid,  sulphate  of  iron,  or  iodine, 
and  carefully  placed  against  the  cervix,  will  often  prove  effectual, 
but  in  m93t  cases  where  any  form  of  plug  is  desirable  it  is  better 
to  adopt  the  plan  of 

4.  Hugging  the  Cervix  Uteri. — This  is  mosc  easily  effected  by  a 
sponge  or  tupelo  tent,  large  enough  to  fill  the  cervix,  and  intro- 
ducea  in  the  usual  way.  It  must  be  retained  in  position  for  a 
short  time,  till  expansion  has  fairly  commenced,  by  a  small  tampon 
or  by  a  vaginal  dilator.  In  malignant  disease  of  the  cervix,  this 
means  is,  of  course  seldom  admissible,  or  where  it  is  known  that 
considerable  dilatation  of  the  uterine  cavity  exists,  but  in  other 
cases  it  serves  the  immediate  purpose  well ;  and,  moreover,  it  not 
infrequently  brings  about  a  permanent  cure,  by  the  absorption  of 
cervical  growths  or  non-malignant  excrescences,  and  it  is,  in  many 
instances,  the  first  step  in  the  way  of  thorough  diagnosis. 

5.  Local  Astrinacnts. — It  is  difficult  to  see  how  local  astringents 
applied  only  to  the  vagina  can  serve  any  purpose  in  the  case  of 
intra-uterine  disease,  but  in  the  form  of  injections,  verv  carefully 
administered,  or  medicated  plugs,  or  even  pessaries,  they  are  of 
service  where  cervical  ulceration  or  malignant  fungosities  forbid 
other  steps. 

6.  Scarification  of  the  Cervix. — This  will  sometimes  cause  the 
cessation  of  long-continued  metrorrhagia,  or  even  menorrhagia. 
Its  modus  operandi  is  somewhat  obscure,  but  it  will  again  be 
referred  to  in  speaking  of  the  haemorrhages  from  fibroid  tumoars. 
It  is,  however,  also  occasionally  serviceable  in  cases  complicated 
with  uterine  congestion,  and  with  granular  non-malignant  fun- 
gosities of  the  cervix. 

Local  measures  applicable  to  the  interior  of  the  uterus  can  only 
be  considered  when  treating  of  intra-uterine  disease. 

The  above  local  remedies  arc  for  the  most  part  only  stop-gaps, 
for  immediate  use  in  severe  haemorrhage,  and  must  never  be 
allowed  to  interfere  with  the  more  permanent  treatment  directed 
against  the  causation  of  the  disease. 

Among  the  internal  remedies  used,  more  or  less  empirically,  in 
menorrhagia  and  metrorrhagia,  I  need  only  refer  to  the  folio-w- 
ing, premising  that  all  those  remedies  which  tend  to  promote  a 
healthy  blood  pabulum  may  be  considered  as  rational  and  indi- 
rectly curative  in  nearly  every  case. 
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1.  Ordinary  Astringents — These  include  acetate  of  lead,  gallic 
acid,  the  mineral  acids,  catechu,  krameria,  it  ed  genus  omne.  As 
subsidiary  agents  thOT  may  occasionally  do  good  in  chronic  hsfcm- 
rrhages,  but  I  confess  I  have  little  faith  inany  of  them.  Ausefulpre^ 
caution  is  to  avoid  spoiling  the  patient's  digestive  powers  hy  them. 

2.  Ergot. — ^This  is  an  infiniteljr  more  valuable  affent  in  every 
w^ay,  acting  as  an  astringent,  not  in  the  ordinary  undefined  sense, 
bat  by  producing  tension  of  the  whole  uterine  muscular  tissue. 
That  it  has  a  similar  action  on  the  muscles  of  the  small  vessels 
has  been  abundantly  proved  of  late  years,  and  this  has  led 
to  its  general  adoption  as  ai  heemostatic  in  other  than  gynse- 
cological  practice.  It  renders  the  whole  uterus  firm  and  less 
spongy — it  acts  as  a  compressor  of  every  vessel  in  its 
walls,  and  throughout  its  whole  area — it  tends  to  expel  clots 
— ^and  is  thus  a  valuable  corrective  agent  in  all  atonic 
uterine  states.  A  sense  of  "grasping"  in  tlie  lower  ab- 
domen is  often  an  indication  of  its  action.  Its  effect  upon 
uterine  growths  will  be  further  referred  to,  and  it  is  especially 
useful  in  cases  of  menorrhagia  caused  by,  or  accompanying,  sub- 
involution. If  it  is  desirable  to  obtain  rapid  action,  1  to  3  grains 
of  Bonjean's  ergotine,  or  of  sclerotic  acid,  may  be  injected  into 
the  fleshy  part  of  the  buttock.  This  will  disolve  in  twice  or  thrice 
its  own  bulk  of  water,  and  the  addition  of  a  little  chloral  hydrate 
-will  preserve  the  solution  for  a  time  from  decomposing  and  becom- 
ing inert.  A.  R.  Simpson's  formula  is — ergotinae,  .5ii. ;  aquae,  5vi. ; 
chior.  hyd..  3ss.,  twelve  minims  containing  about  3  grains  of 
ergotine.  I  am  strongly  in  hope  that  we  shall  find  a  more  certain 
and  reliable  agent  than  ergotine  in  the  ergotinine,  or  supposed 
active  principle  of  ergot,  introduced  by  M.  Tanret  of  Paris.  My 
own  recent  experience  is  too  slight  to  speak  positively,  but  it  is 
very  encouraging.  There  is  a  solution  of  gr.  A-  to  20  minims.  3 
to  10  to  be  used  for  subcutaneous  injection,  ana  syrup  of  -^  to 
the  drachm  ;  dose  1  to  4  drachms. 

3.  Quinine. — This  drug  will  sometimes  act  as  an  oxytocic  in 
obstetric  practice  when  ergot  has  failed,  and  one  or  two  grains, 
or  five  in  cases  of  severity,  administered  thrice  daily  in  hsemorrh 
age  from  sub-involution,  have  frequently  appeared  to  me  to  act 
as  a  powerful  haemostatic  and  counteractor  of  menorrhagia. 

4.  Iodide  of  Potassium  — ^This  remedy  will  also  sometimes  be 
found  to  produce  in  a  few  days  decided  diminution  in  chronic 
menorrhagia  or  metrorrhagia.  It  acts  no  doubt  as  an  absorbent 
of  something,  though  it  may  often  be  difficult  to  say  of  what. 
Its  trial  would  therefore  be  chiefly  demanded  where  such  action 
might  fairly  be  supposed  to  be  required  on  account  of  the  known 
or  supposed  cause  of  the  affection. 

Digitized  by  VjOOQIC 


174  DTSMEXORRH(EA. 

5.  Digitalis  Aconite^  and  Veratnim  viride^  and  probably  alpo 
ConvaUaria^  have,  by  their  action  on  vascular  or  cardiac  tension, 
an  undoubted  controlling  power  upon  the  circulation,  and,  through 
this,  over  some  forms  of  haemorrhage.  The  two  former,  at  any 
rate,  are  indicated  when  uterine  flow  seems  to  be  due  to  systemic 
disturbance  rather  than  to  local  disease. 

6.  Ipecacunaha. — This  drug  in  full  doses  will  sometimes  cut  short 
a  post'partum  haemorrhage,  though  recourse  is  seldom  had  to  it  in 
the  presence  of  more  certain  remedies.  I  once  gave  it  with  im- 
mediate good  effect  in  an  incontrollable  metrorrhagia  from  an 
intra-uterine  polypus,  and  might  possibly  feel  called  on  to  do  so 
again.     I  have  no  experience  of  it  in  minute  doses. 

7.  The  Bromides^ — These  would  seem  to  be  of  use  in  cases 
where  over  frequent  menstruation  appears  to  depend  on  ovarian 
irritation  or  congestion.  I  admit,  however,  the  possibility  of 
much  fallacy  here. 

8.  Cannabis  Indica, — ^This  has  been  much  lauded  as  a  specific 
anti-menorrhagic.  As  a  matter  of  theory  one  would  expect  it  to 
act  chiefly,  if  at  all,  in  similar  cases  to  those  benefited  by  the  bro- 
mides. I  have  often  prescribed  the  tincture  and  extract  where 
menorrhagia  and  dysmenorrhoea  coexisted,  and  have  thought  I 
have  seen  benefit  in  the  diminution  of  both  symptoms  together, 
but  have  never  been  able  to  be  sure  that  the  haemorrhage  was 
specially  or  alone  affected. 

10.  Iron  is,  according  to  many  writers,  contra-indicated  in 
menorrhagia  as  tending  to  increase  the  symptons.  I  cannot  say 
that  I  have  observed  this  effect  myself;  and,  when  anaemia  is  a 
consequence  or  a  cause,  it  may,  T  think,  safely  be  used  in  small 
and  dificestible  doses. 

In  all  cases  of  menorrhagia,  perfect  rest  and  recumbency  at  the 
time  of  the  attack,  with  the  absence  of  all  excitants,  are  an  es- 
sential of  successful  treatment.  Metrorrhagia,  as  a  symptom  of 
uterine  disease,  will  be  further  and  frequently  referred  to.  I 
should  just  mention  also  that  in  a  few  cases  of  both  affections,  of 
extreme  gravity,  transfusion  has  apparently  saved  life  by  afford- 
ing the  blood  pabulum  and  cardiac  stimulus  which  were  effectual 
in  prolonging  it  until  means  could  be  adopted  to  arrest  the  cause 
of  discharge. 

Dysmenorrhoea. 

Painful  menstruation  is  a  symptom  of  such  frequent  occurrence 
that  one  would  expect  its  pathology  to  have  been  clearly  worked 
out  and  its  treatment  to  be  correspondingly  rational  and  scientific, 
and  generally  agreed  upon.     Such,  however,  is  by  no  means  the 
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case,  and  I  know  of  no  department  of  gynaecology  in  which  I  find 
it  harder  to  follow  out  my  desire  of  giving  to  the  reader  only 
such  facts  or  opinions  as  are  based  on  general  experience,  and  as 
furnish  a  sure  basis  for  practice.  True  it  is  that  every  writer 
gives  us  a  long  list  of  causes,  but  whenever  a  discussion  arises  at 
any  of  our  obstetrical  societies,  as  for  instance  on  the  excellent 
I)aper  of  Dr  Williams  {ObsL  Trans,^  vol.  xxiv.),  it  becomes 
manifest  that  the  most  discordant  views  exist  among  the  very 
highest  authorities,  and  on  almost  every  point  To  discuss  these 
opinions,  or  to  pit  authority  against  authoritv  is  foreign,  nay  an- 
tagonistic, to  my  proposed  objects.  T  cannot  but  think  that  many 
of  the  discrepancies  are  more  verbal  than  real,  and  that  some  are 
even  the  result  of  the  temper  rather  than  of  the  jud^mept  of  the 
speakers.  Two  courses  are  open,  either  to  follow  the  teaching  of 
some  one  authority,  or,  regardless  of  criticism,  to  express  merely 
the  views  which  have  commended  themselves  to  myself.  The 
latter  plan  seems -to  be  the  least  objectionable. 

Slight  dysmenorrhoea  may  be  said  to  be  almost  a  normal  condi- 
tion, dependent  on  the  vascular  and  nervous  disturbances  accom- 
panying the  regular  function.  An  abnormal  amount  of  this  is 
often  accompanied  by  long  continuance,  by  scantiness,  or  by  over- 
abundance of  the  discharge,  or  by  alterations  in  its  character. 
None  ot  these  are  essential  to  painful  liienstruation,  though  they 
may  often  afford  a  clue  to  its  source.  In  many,  perhaps  most 
cases,  dysmenorrhoeal  gain  is  clearly  uterine,  extending  like  the 
pain  of  labour  to  the  back,  or  loins,  or  hypogastrium ;  m  others  it 
is  chiefly  or  entirely  felt  in  the  vicinity  of  the  ovaries,  and  is  ac- 
companied by  tenderness  on  pressure  there.  Some  disputants  say 
that  this  latter  is  merely  ovarian  pain  accompanying  menstrua- 
tion, and  not  dysmenorrhoea, — a  distinction  whose  only  difference 
seems  to  consist  in  its  opposition  to  the  classification  of  other  dis- 
putants. Dysmenorrhoeal  pain  is  sometimes  spasmodic,  intermit- 
ting, and  expulsive,  like  the  pain  of  an  abortion ;  more  often  it  is 
continuous.  Often  it  precedes  the  discharge  for  a  few  hours,  or  a 
day  or  two,  and  ceases  on  its  full  establishment;  less  often  it  con- 
tinues or  comes  on  during  the  discharge  Sometimes  there  i^  ac- 
companying menorrhagia,  with  or  without  clots ;  at  other  times 
the  discharge  is  scanty  throughout  the  period.  In  some  cases 
(a  distinct  group)  the  pain  culminates  up  to,  and  is  evidently  due 
to,  the  expulsion  of  the  whole  or  portions  of  the  mucous  lining  of 
the  uterus.  All  these  varieties  in  pain  may  be  traced,  theoreti- 
cally at  least,  and  often  practically,  to  varieties  in  the  causation  of 
dysmenorrhoea.  Priestly  was  the  first  to  point  out  a  remarkable 
class  of  cases  where  dysmenorrhoeal  pain  occurs,  not  only  at  the 
period,  but  exactly  midway  between  two  periods.  A  physiologi- 
cal factor  not  yet  explained,  but  which  may  have  a  pregnant 
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nifcaning,  18  doubtless  involved.  The  severity  of  the  pain  is  in 
some  cases  intolerable,  giving  rise  for  hours  or  days  to  intense 
agony  and  depression  of  mind,  and  accompanied  by  sympathetic 
vomiting,  serai-consciousness,  or  epileptiform  attacks.  I  hava 
never  seen  a  case  of  death  ensuing,  but  sometimes  I  have  gravely 
apprehended  it. 

Causes.-r-lt  will  be  found  convenient  to  divide  and  subdivide 
the  causes  of  dysmenorrhoea,  including  in  the  catalogue  some 
which  may  be  open  to  discussion.     We  will  notice— 

(A.)  Causes  which  are  of  a  general  rather  than  a  local  char- 
acter. 

1.  The  neuralgic  habit  or  neurotic  constitution. 

2.  The  gouty  and  rheumatic  diathesis. 

8.  Mental  depression,  sudden  or  continued. 

4.  The  syphilitic  cachexia. 

(B)  Causes  due  to,  or  producing,  local  congestions  or  inflam- 
mation. 

1.  Chronic  metritis. 

2.  Abdominal  or  visceral  congestions. 

3.  Pelvic  congestions  and  chronic  inflammatory  affec- 

tions. 
1,  Uterine  tumours. 

5.  Uterine  displacements  or  flexions. 

6.  Sudden  or  severe  cold. 

(C.)  Causes  due  to  obstruction  in  the  passages. 

1.  Atresia  of  the  cervix  uteri,  vagina,  or  vulva,  or  im- 

perforate hymen. 

2.  Stenosis  of  the  same  parts  of  the  genital  tract. 

3.  Infantile  uterus. 

4.  Uterine  flexions. 

5.  Polypi,  or  tumours  of  the  uterus  or  cervix  uteri. 

6.  Pelvic  exudations  or  adhesions,  distorting  or  pressing 

on  the  uterus. 
(D.)  Membranous,  decidual,  or  hsemorrhagic  substances,  whose 
expulsion  is  causative. 

1.  Uterine  exfoliation. 

2.  Early  abortions. 

3.  Diphtheria. 

4.  Clots  from  any  source  of  stagnation  or  obstruction. 
(E.)  Ovarian  or  Fallopian  causes. 

1.  Ovarian  hypersesthesia  or  inflammation. 

2.  Ovarian  Tumours,  adhesions,  or  displacements. 

3.  Fallopian  constrictions,  adhesions,  or  inflammations. 
In  most  of  the  above  cases  we  have  uterine  spasm,  playing,  no 

doubt,  an   important  role  in  the  production  of  pain,  generally 
caused  by  the  effort  to  overcome  obstruction  or  expel  abnormal 
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discharges,  bat  sometimes  independent  of  either.  It  is  not  con- 
fined to  one  class  of  cases,  and  cannot  well  constitute  a  class  of 
itself.  Formidable  as  is  the  list  of  causes  now  assigned,  I  believe 
it  is  still  incomplete,  and  that  dysmenorrhoea  can,  as  little  as  the 
other  menstrual  deviations,  be  studied  apart  from  its  aspect  of  a 
mere  symptom  of  something  behind,  either  constitutional  or  local. 

(A.)  The  General  or  Constitutional  Causes  have  of  late 
been  too  little  recognised.  Careful  investigations  by  Hermann, 
Vedeler,  and  others  have  shown  that  at  any  rate  many  of  the 
uterine  local  affections  named  above  may  be  present  without  dys- 
menorrhoea  and  that  dysmenorrhoea  may  very  frequently  exist  in 
their  absence.  This  should  lead  us  to  beware  of  attaching  too  much 
importance  to  mere  mechanical  explanations ;  but,  even  m  the  esti- 
mation of  these  writers  themselves,  it  should  by  no  means  lead  to 
equally  irrational  ignoring  of  them  {see  discussion  on  this  subject  be- 
tween Dr.  Graily  Hewitt  and  Dr.  Hermann,  in  the  Lancet  from  June 
7, 1884,  to  February  15, 1885,  and  apparently  not  yet  concluded). 

The  term  "  neuralgic  habit "  or  "  neurotic  constitution  "  may 
not  be  a  very  scientific  one,  but  I  know  of  no  better  to  express 
what  has  a  clinical  existence.  Whether  as  a  product  of  chloro- 
ansemia  or  of  luxurious  habits,  or  of  unknown  factors,  the 
neuralffic  and  hypersesthetic  habit  undoubtedly  exists ;  •  and, 
apart  m)m  observed  facts,  all  presumption  would  lie  in  fav- 
our of  the  uterus  or  its  annexes  being  frequently  affected. 
Why  should  a  highly  neurotic  patient  never  have  neuralgia 
in  the  organs  liable,  above  all  others,  to  constant  changes  in 
all  their  tissues?  Why  should  this  not  be  specially  in- 
duced at  the  time  when  such  changes  are  most  in  action? 
And  why  should  neuralgia,  an  affection,  one  of  whose  charac- 
teristics is  a  strong  tendency  to  periodicity,  not  affect  those 
organs  which  are  so  essentially  periodic  in  their  function? 
The  onus  probandi  lies  with  those  who  deny  the  proba- 
bility or  actual  occurrence  of  purely  neuralgic  dysmenor- 
rhoea. The  pain  in  this  form  is  more  or  less  continuous,  or  at  any 
rate  not  necessarily  synchronous  with  any  stage  of  the  flow,  it 
may  exiet  previously  or  subsequently  to  the  discharge,  or  be  co- 
existent with  it,  and  in  some  cases  will  yield  like  magic  to  anti- 
neuralgic  remedies.  In  the  purely  neuralgic  form  there  are  no 
inflammatory  symptoms,  and  no  clots  or  membranous  discharge. 
Neuralgia  is  frequent  in  other  organs,  especially  the  breasts. 

Gk)ut  and  other  diathetic  affections  must  rank  as  causes  of  neu- 
Itilgic  dysmenorrhoea  until  their  connection  with  neuralgia  is  dis- 
proved in  other  departments  of  medicine. 

The  same  may  be  said  of  mental  disturbance,  and  also  of  cold, 
though  we  may  fairly  admit  that  these,  especially  the  latter,  more 
often  act  through  the  medium  of  hypersemia  or  local  congestion. 
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I  hare  so  frequently  seen  dysmenorrhoea  associated  with  the 
syphilitic  cachexia,  that  I  have  placed  it  in  this  class  of  general 
rather  than  local  causes,  although  I  am  not  prepared  to  maintain 
that  local  tissue-changes,  undiscoverable  clinically,  might  not  be 
found  by  the  pathologist  in  all  such  cases. 

(B.)  Oongestion  or  Inflammation. — Pain  is  a  general  char- 
acteristic of  congestion  or  inflammation  in  almost  every  organ, 
and  especially  when  that  organ  is  functionally  active.  The  uterus 
is  no  exception.  No  one,  I  think,  disputes  this  source  of  dysmen- 
orrhcea^  If  the  cause  be  sudden  and  acute,  the  resulting  dysmen- 
orrhoea  will  also  be  so  ;  but  it  may  bring  about  a  habitual  recur- 
tence,  either  with  or  without  the  persistence  of  chronic  inflam- 
mation. 

Chronic  uterine  inflammation,  especially  endometritis,  fulfils  all 
the  conditions  of  a  dysmennorrhoeal  as  well  as  of  a  menorrhagic 
cause,  although  the  patulous  cervix  may  often  diminish  or  even 
annul  the  tendency  to  dysmenorrhoea.  Painful  menstruation  may 
also  be,  in  some  cases,  lessened  by  the  free  menorrhagic  discharge, 
while  in  other  cases  it  is  aggravated  by  the  retention  of  menor- 
rhagic clots. 

Abdominal,  especially  hepatic  disease,  has  already  been  men- 
tioned as  a  cause  of  menorrha^ia,  and  one  link  in  tliat  causation 
is  passive  congestion  of  the  whole  pelvic  contents.  Uterine  tu- 
mours have  a  similar  tendency,  and  are  thus  sometimes  produc- 
tive of  dysmenorrhoea,  apart  from  their  obstructive  action  within 
the  uterus.  We  shall  have  more  to  say  just  now  on  the  question 
of  uterine  flexions. 

Sudden  or  severe  cold  may  produce  dysmenorrhoea  as  suddenly 
as  it  produces  suppression  ;  the  two  things  are  often  simultane- 
ous, and  the  local  congestion  thus  induced  may  often  continue  for 
an  indefinite  period,  if  the  continuance  of  dysmenorrhoea  may  be 
considered  as  evidence  of  this. 

Plethora  is  such  an  undefinable  condition,  that  I  prefer  not  to 
discuss  its  action,  further  than  to  state  that  plethoric  women  often 
suffer  from  dysmenorrhoea,  which  diminishes  or  disappears  when 
the  plethoric  condition  is  reduced. 

(0.)  Obstruction. — Complete  closure  of  the  cervix  uteri,  var 
gina,  or  other  parts  of  the  genital  canal,  whether  congenital  or 
acquired,  is,  of  course,  a  cause  of  painful  attempts  at  menstrua- 
tion. No  one  denies  this.  Probably  every  one  will  also  admit 
that  in  such  cases  the  pain  is  due  to  the  uterine  muscular  efforts 
to  overcome  an  absolute  obstruiction.  No  one  would  surely  refuse 
to  admit,  however,  that  here  the  case  may  more  fairly  be  consi<]h 
ered  as  one  of  obstruction,  than  as  one  of  muscular  spasm,  which 
is  only  secondary. 

In  stenosis,  however,  there  is  an  orifice  of  outlet,  though  this  is 
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at  some  points  abnormally  small.     A  too  minate  orifice  in  the 
hymen  has  been  noticed  as  a  cause  of  dysmenorrhoea,  which  was 
cured  immediately  by  incision  (Watts,  Am.  Jour,  of  ObsL,  1882, 
p.  269).    This  is  a  rare  occurrence,  however,  and  may  be  variously 
explained.    I  am  not  aware  that  dysmenorrhoea  from  vaginal 
stenosis,  apart  from  other  presumptive  causes,  has  been  recomed ; 
but,  if  uterine  stenosis  be  admitted  as  a  cause,  one  could  hardly 
dispute  the  possibility  of  vaginal.    It  is  chiefly  with  contracted 
cervix,  however,  that  we  have  to  do,  though  there  are  many  who 
will  not  admit  that  this  is  ever  a  bause  of  dysmenorrhoea.    A 
priori  one  might  expect  that  the  passajz^e  of  a  given  amount  of 
fluid  through  a  contracted  passage  might  produce  distention  of 
the  contracted  portion  and  consequent  resistance  and  pain,  even  if 
the  fluid  did  not  become  inspissated  during  the  temporary  retard- 
ation of  its  flow.     Dr.  Matthews  Duncan,  and  my  colleague  Pro- 
fessor A.  Gktmgee,  showed  by  experiment,  some  years  ago  {Jour, 
of  Anat.  tmd  Phys.^  Nov.  1870),  that  blood  will  flow  through  a 

flass  capillary  tube.  Capillary  glass  tubes,  however,  cannot  evi- 
ence  pain.  Many  cases  have  also  been  clinically  noted  where  a 
painless  menstrual  flow  occurred  through  an  exceedingly  con- 
tracted 06  uteri.  I  have  seen  this  myself.  From  this  fact,  the 
deduction  is  made  by  many  eminent  gynaecologists  that  obstruc- 
tive dysmenorrhoea  is  a  myth.  On  the  other  hand,  it  is  impossi- 
ble that  any  one  familiar  with  female  diseases  can  have  failed  to 
recc^ise  many  cases  where  stenosis  of  the  cervix  uteri,  or  partial 
blocking  of  its  passage  by  tumours,  or  by  flexion  of  its  walls,  was 
regularly  accompanied  by  severe  dysmenorrhoea,  and  where  the 

Sam  disappeared  immediately  on  the  removal  of  these  conditions, 
obstructive  dysmenorrhoea  seems  to  me  to  be  a  clinical  fact,  ex- 
plain its  occasional  absence  under  very  similar  circumstances  how 
we  may.  In  one  case  it  may  be  the  resistance  of  a  sensitive  and 
contracting  canal,  in  another  the  additional  expulsive  effort  re- 
quired, and  in  another  the  inspissated,  because  retarded,  flow, 
which  is  the  main  factor  in  the  production  of  pain  ;  in  all  it  is 
the  obstruction  which  is  primarily  at  fault.  Stenosis  of  the  cervix 
and  infantile  uterus  are  more  fully  discussed  in  the  next  chapter, 
together  with  their  treatment. 

u  terine  growths  act  not  only  by  causing  hypersemia  of  the  or^n 
itself  and  of  the  surroundinjj  pelvic  tissues,  but  also  by  blocking 
the  cervical  canal,  and  pelvic  disease  may  also  act  as  a  cause  of 
dysmenorrhoea  in  this  twofold  manner. 

The  question  of  utrine  flexion  as  a  cause  of  dysmenorrhoea  is  a 
very  knotty  one,  if  we  are  to  judge  by  the  extent  of  its  literature. 
A  flexed  uterus  is  apt  to  become  an  engorged  one.  The  bending 
of  its  walls  interferes  wiht  the  circulation,  and  both  fundus  and 
cervix  are  apt  to  become  swollen  thereby.    It  is  very  cor 

Digitized  by ' 


?e.T?(5|*e 


180  MBHBRANOUS  I>TSMBNORKH<BA. 

observe  distinct  and  chronic  engorgment  of  that  portion  of  the 
cervix  which  lies  towards  the  concavity  of  the  flection.  If  the 
bend  occur  in  the  cervix  itself^  there  is  contraction  of  the  canal  at 
that  point,  and  the  removal  of  this  by  the  sound  does  undoubtedly 
often  aflford  temporary  and  sometime  permanent  relief,  experio 
crede.  The  retardation  of  the  flow  thus  caused  tends  to  cause 
intra-uterine  coagillation,  hence  an  aggravation  of  the  pain.  The 
passage  of  small  clots  thus  induced  has  been  watched  through  the 
speculum,  and  its  accompanying  accession  of  pain  has  been 
demonstrated.  To  say  that,  because  sometimes  pain  does  not 
coexist  with  the  passage  of  fluid  through  a  contracted  cervix  or 
flexed  uterine  canal,  therefore  it  is  never  so  produced,  would  be  to 

Sursue  a  line  of  argument  which  would  upset  many  other  true  de- 
uctions  from  the  phenomena  observed  in  the  living  subject. 
Bemutz  has  observed  large  uterine  casts  passing  without  pain, 
but  th^  does  not  militate  against  the  certain  knowledge  we  pos- 
sess as  to 

(D.)  Membranous,  Decidual,  or  HsBmorrhagic  Causation, 
On  the  contrary,  we  are  here  on  comparatively  safe  and  indisput- 
able ground.  No  one  doubts  that  the  expulsion  of  a  firm  clot  of 
blood,  or  of  an  early  abortion,  or  of  a  more  or  less  complete  ex- 
foliation of  the  uterine  mucous  lining — of  the  unimpregnated  and 
undisintegrated  decidua — gives  rise,  as  a  rule,  to  pain,  and  no  one 
is,  apparently,  very  much  inclined  to  analyse  the  relative  share  in 
the  production  of  this  pain  borne  by  uterine  spasm  or  cervical 
resistance  to  dilatation. 

I  have  no  experience  of  that  rare  affection,  true  uterine  diph- 
theria, but  of  early  abortion  every  practitioner  has  some.  Clot- 
ted menstrual  discharge  is  nearly  always  accompanied  by  pain, 
unless  the  clots  are  of  extra-uterine  orign,  or  unless,  as  in 
manv  cases  of  chronic  metritis,  we  have  also  a  very  patent  cer- 
vical canal. 

The  not  very  common  affection  of  the  periodical  discharge  of  a 
complete  uterine  cast  (membranous  dysm^norrhoRa  of  most  writers) 
demands  a  few  further  remarks.  According  to  the  views  of  men- 
struation enunciated  by  Williams  a<id  others,  the  whole,  or  a 
large  amount  of  the  mucous  lining  of  the  body  of  the  uterus  is  cast 
off  at  every  period.  In  health  this  is  accompanied  by  a  fine  dis- 
integration, giving  rise  to  no  jpain  or  visible  phenomena.  Under 
certain  as  yet  obscure  conditions,  however,  aisintegration  of  the 
mucous  coat  does  not  take  place,  though  expulsion  does:  It  is  ex- 
pelled as  a  more  or  less  complete  cast,  of  triangular  shape  (fig.  93^, 
showing,  when  perfect,  the  orifices  of  the  os  externum  ana  Fal- 
lopian tubes.  Its  internal  surface  is  smooth  and  pierced  with  the 
openings  of  the  uterine  glands,  its  external  surface,  when  floated 
in  water,  is  shaggy  and  villous.     Why  this  occurs  in  only  a  soiall 

Digitized  by  VjOOQ  IC 


OVABIAN  OB  FALLOPIAN  DT8MIN0BBH(XA. 


181 


Fio.  08. — Dysmenorrhosal  Membrane  (Goste). 


Sroentage  of  women,  and  not  in  others,  is  an  open  question.  ^  In- 
mmation  has  probably  nothing  to  do  with  it,  and  certainly 

conception  has  not. 
We  may  hide  our 
ignorance  by  saying 
it  is  due  to  malnutri- 
tion. However  that 
may  be,  we  may 
have  a  cast,  often  a 
very  perfect  one, 
thrown  off  and  ex- 
pell  ed  by  uterine 
contraction,  and  by 
the  blood  which  ac- 
cumulates behind  it, 
at  every  period.  Once 
established,  the  habit 
of  exfoliation  en 
masse  is  apt  to  con- 
tinue for  years,  or 
during  the  whole  of 
sexual  life,  giting 
rise  to  successive  a^ 
tacks  of  dysmenor- 
rhoea,  which  generally  increase  in  severity  and  baffle  the  skill  of 
the  ablest  practitioners. 

In  all  the  cases  of  dysmenorrhcea  referred  to  under  this  section, 
pain  usualy  ceases  when  the  offending  body  is  expelled.  It 
should  be  mentioned  here,  moreover,  that  occasionally,  though 
rarely,  a  substance  may  be  expelled  which  bears  the 
shape  of  the  uterus,  and  resembles  pretty  closely  an 
early  abortion.  On  minute  examination,  however,  it  is 
found  to  contain  no  trace  of  decidual  structure,  nothing  but  more 
or  less  decolorised  fibrin.  It  may  even  have  a  hollow  interior. 
The  utmost  caution  is  necessary,  for  obvious  reasons,  to  bear  in 
mind  the  possibility  of  such  a  fibrinous  polypus,  as  it  is  somelimes 
termed,  independently  of  impregnation  or  sexual  congress,  other- 
wise a  diagnosis  disastrous  to  the  reputation  of  patient  or  doctor 
may  ensue.* 

(E.)  Oyarian  or  Fallopian  Causation.— Some  authors  would 
eliminate  the  ovary  as  a  cause  of  dysmenorrhoea,  but  misunder- 
standing on  this  point  would  appear  to  be  rather  as  to  nomencla- 
ture than  otherwise,    Matthews  [Duncan  says  {Clinical  Lectures^ 

1  See  papere  by^Haddon,  Edin,  Med.  Jour,^  Jan.  1872,  p.  611 ;  Cnlllnfcworth,  ObttUi, 
Jour.f  vol.  vll.,  1879.  p.  488 ;  Duncan,  Obitet,  Jour.,  vol.  viil.,  1880,  p.  129 :  and  Rae, 
-       <.vol.  1,1883,  p.  &4. 
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2nd  ed.,  p.  129)  :-r-"  In  the  same  way  she  is  said  to  have  ovarian 
dysmenorrhcBa  if  she  has  pain  in  one  or  other  ovary  during  the 
monthly  peiiod.  But  this  is  not  dysmenorrhoea  proper."  But, 
proper  or  not  proper,  it  is  so  frequent  a  form,  and  the  functions 
of  the  ovary  and  the  uterus  are  so  allied,  that  it  seems  advisable 
to  retain  it  in  any  attempted  classification.  Others  have  objected 
to  the  term  because  it  seems  to  sanction  the  theory  of  a  regulating 
ovarian  force  in  menstruation,  beyond  what  is  capable  of  proof. 
All  that  is  asserted,  however,  is  the  clinical  fact  that  many  women 
sufter  from  acute  or  sub-acute  pain  in  the  ovary  at  every  mens- 
trual period,  and  very  frequently  at  that  period  only.  This 
usually  precedes  the  flow,  occurring  at  the  time  when  the  vascu- 
lar and  nervous  tension  are  rising  to  their  acme.  Under  such  cir- 
cumstances the  ovary  is  frequently  the  subject  of  some  abnormal 
condition — chronic  inflammation,  cystic  degeneration,  prolapse, 
&c.,  which  can  be  ascertained  by  bi-manaul  examination,  but  in 
other  cases  the  dysmenorrhceal  pain  is  the  only  ascertainable  fact. 
The  pain  may  radiate  into  the  abdomen  6r  lower  limbs,  and  there 
often  accompanies  it  a  marked  tendency  to  hysteria  and  other 
neurotic  aftections.  True  epilepsy,  or  the  train  of  symptoms 
described  of  late  years  as  hystero-epilepsy,  are  also  met  with 

The  whole  subject  of  the  part  played  m  menstruation  by  the 
Fallopian  tubes  is  at  the  present  time  svh  judice.  That  they  do 
play  a  more  important  part  than  was  formerly  supposed,  may 
certainly  be  taken  as  proved,  but  how  far  that  part  is  primary, 
and  how  far  secondary,  to  uterine  or  ovarian  stimulation  is  quite 
uncertain.  They  do  become  intensely  engorged,  and  they  are  sub- 
ject to  disorders  which  must  often  render  such  engorgement  un- 
usually painful,  and  they  ai-e  thus  probably  to  be  credited  with 
some  of  the  extra-uterine  phenomena  under  consideration. 

Treatment  of  Dysmenorrhoea. 

We  have  next  to  consider  the  bearing  of  the  above  complex 
but  necessary  classification  on  the  subject  of  treatment.  Whether 
the  disordered  function  exists  from  the  commencement  of  mens- 
truation and  lasts  indefinitely^  or  whether  it  arises  at  some  subse- 
quent period,  and  is  temporary  in  its  duration,  the  true  principle 
of  treatment  must  always  be  to  regard  it  as  a  symptom  of  some 
one,  or  of  a  combination  of  more  ftian  one,  of  tne  constitutional 
states  or  local  aftections  above  mentioned.  I  would  rather  omit 
all  mention  of  the  treatment  of  so  painful  and  common  an  aflTec- 
tion,  than  mislead  the  student  by  drawing  oft  his  attention  from 
the  necessity  of  always  endeavouring  to  understand  the  causation 
and  the  rational  treatment  which  depends  thereon.  The  general 
bodily  conditions  demand  special  study,  and  particularly  in  prim- 
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wry  dysmenorrhooea,  in  young  subjects,  at  a  time  when  we  are  apt 
to  be  dazzled  by  so  many  recent  surgical  triumphs.  I  need  not 
farther  refer  to  the  measures  required  by  the  neurotic  constitution 
or  neuralgic  habit,  by  gout,  rheumatism,  or  s^hilis,  or  by  ab- 
dominal or  thoracic  diseases  leading  to  congestion  of  the  pelvis. 
They  should  be  fully  tested  before  having  recourse  to  manipula- 
tions which  we  would  fain  avoid.  Even  when  palliation  or  em- 
pirical treatment  is  absolutely  called  for,  it  should  be  only  an  in- 
centive to  the  further  search  for  causation,  and  for  treatnient 
founded  on  a  surer  basis.  The  treatment  of  chronic  metritis  of 
infantile  uterus,  of  uterine  displacements*  of  uterine  polypi  and 
tumours,  and  of  stenosis  and  atresia  of  the  genital  organs,  is  dis- 
cussed elsewhere,  as  also  that  of  those  pelvic  affections  which, 
in  various  ways,  carry  painful  menstruation  in  their  train. 

Membranous  dysmenorrhoea  might  be  considered  as  a  disease 
per  scy  although,  unfortunately,  its  treatment  is  almost  as  obscure 
as  its  pathology.  Fruitless  attempts  have  been  made  by  means 
of  alterative  medicines — iodine,  arsenic,  mercury,  guaiacum,  cod- 
liver  oil,  and  the  like — to  change  the  nutritive  conditions  which 
are  supposed  to  involve  the  expulsion  en  masse  instead  of  the  dis- 
integration of  the  uterine  mucous  membrane.  All  sorts  of  power- 
ful local  remedies — ^nitrate  of  silver,  nitric  acid,  bromine,  and  so 
forth — have  been  applied  to  the  interior  of  the  uterus,  in  the  hope 
that  they  would  in  some  way  modify  its  tissue  changes.  I  have 
never  seen  any  satisfactory  proof  of  success  in  either  way,  though 
so  eminent  an  authority  as  Dewees  speaks  very  certainly  as  to 
the  favourable  action  of  guaiacum,  and  all  that  I  have  to  recom- 
mend in  this  affection  is  to  adopt  general  means,  just  about  to  be 
mentioned,  for  relieving  present  pain,  and  for  giving  a  free  egress 
for  the  uterine  cast,  by  means  of  dilatation  of  the  cervix. 

For  the  l^lief  of  the  main  symptom,  dysmenorrhoeal  pain,  we 
have  an  abundance  of  remedies,  more  or  less  effectual. 

1.  Opium  in  its  various  forms  is  perhaps  the  most  effective.  It 
must  be  used  sometimes,  but  should  always  be  prescribed  in  dis- 
guise^ The  terrible  opium  habit  is  a  wretched  substitute  for  any 
painful  affection,  even  where  the  symptom  of  pain  is  constant,  and 
the  disease  is  necessarily  fatal. 

2.  Alcohol  is  perhaps  the  most  popular  remedy,  and  its  use  in 
dysmenorrhoea,  and  in  alleviating  the  nervous  depression  of  preg- 
nancy, is  an  almost  certain  means,  in  neurotic  subjects,  of  creating 
habitual  female  drunkards.  I  can  trace  scores  of  cases,  from  my 
own  knowledge,  to  this  source  alone.  To  be  of  service  it  must  be 
given  in  sedative,  that  is  in  large  and  increasing,  doses,  and  for 
several  years  I  have  forbidden  its  use  under  these  circumstances, 
in  large  or  in  small  quantities,  in  disguised  or  undisguised  forms. 

8,  Certain  other  Sedative  and  Antispasmodic  Remedies  are  occa- 
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«ionally  of  ase,  bat  the  action  of  every  one  of  them  is  liable  to  be 
uncertain.  Henbane  and  conium  are  of  this  class.  Cannabis 
Indica  has  a  more  extended  reputation,  and  not  quite  undeserv- 
edly. In  doses  of  15  minims  of  the  tincture,  or  1  grain  of  the 
extract,  or  4  or  5  grs.  of  the  tannate,  it  frequently  produces  in  a 
very  short  time  a  marked  amelioration  of  the  pain,  even  in  ob- 
structive cases,  but  I  fear  the  preparations  are  apt  to  vary  much 
in  strength  or  parity.  Chloral,  as  in  other  cases  of  severe  pain, 
succeeds  best  when  exhibited  with  a  more  distinct  anodyne.  The 
bromides,  given  freely  for  some  davs  previous  to  the  period,  serve 
to  mitigate  the  neuralgic  or  ovarian  types.  Valerian,  camphor, 
sumbul,  Ac,  have  all  their  advocates,  and  a  perle  of  apiol  at  night 
seems  to  afford  some  relief  in  slight  cases.  I  have  seen  also  much 
relief,  lasting  for  some  hours,  from  the  inhalation  of  8  or  4  min- 
ima of  nitrite  of  amyl. 

4.  Aperients. — A  good  smart  aperient,  just  previous  to  the 
period,  will,  more  often  than  might  he  supposed,  produce  complete 
exemption  from  pain,  in  moderately  severe  cases  of  the  congestive 
type. 

■  5.  Best  during  the  period,  and  for  a  day  or  two  previous,  is  of 
undoubted  service.  Nature  herself  points  this  out  to  those  who 
will  attend  to  her  suggestions.  Special  postures,  as  on  the  back, 
abdomen,  or  side,  may  be  indicated  by  our  views  of  the  causation, 
but  still  more  often  bv  the  experience  of  the  patient  herself, 
directed  or  elicited  by  the  phyRician. 

6.  Hot  Watery  in  various  ways  of  application,  is  one  of  our  most 
valuable  resources,  and  is  unaccompanied  by  any  danger  except 
that  of  scalding  the  patient.  Hot  pjediluvia  or  hip  baths  will 
relieve  many,  cniefly  in  the  congestive  forms.  Hot-water  ba^ 
applied  to  the 'spine  will  relieve  others,  chiefly  where  there  is 
much  apparent  spasm  or  colic :  and  hot-water  injections  into  the 
vagina;  after  Emmet;'8  method,  have  several  times  afforded  very 
great  relief,  in  my  hands. 

How,  next,  can  we  surgically  promote  the  free  flow  of  the  men- 
strual products  in  a  dysmenorrhoeal  patient,  or  do  away  with  the 
function  altogether  ?  and  under  what  circumstances  are  these  safe 
or  advisable  proceedings?  There  are  at  least  four  available 
methods  of  local  treatment: — 1.  Local  depletion.  2.  Dilatation 
of  the  cervix.  3.  Enlargement  or  alteration  of  its  form  by  in- 
cisions. 4.  Excision  of  £he  ovaries  and  Fallopian  tubes.  These 
methods  differ  widely,  of  course,  in  their  relative  importance  and 
gravity,  and  in  their  action  a»  mere  palliatives  or  as  radical  cures. 
.  1.  Local  BloodAettina^  previous  to  or  during  the  attack,  will 
sometimes  afford  relief  during  that  period  at  any  rate,  and  may 
therefore  sometimes  be  employed.  The  congestive  forms,  or  those 
due  to  obstruction  by  uterine  tumours,  are  the  most  likely  to  be 
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benefited  in  this  way,  and  the  remedy  most  not  be  used  indis- 
criminately. Leeching  is  a  cumbrous  method  of  attaining  the 
result,  and  scarification  {see  p.  78)  is  preferable.  "So  one  would,  I 
hope,  dream  of  employing  the  scarificator  as  a  habitual  antecedent 
to  menstruation  in  its  chronic  dysmenorrhoeal  form ;  but  in  spe- 
cial exacerbations,  when  the  pain  is  due  to  acute  and  temporary 
congestion,  it  is  a  valuable  means  of  relieving  pain. 

JDUatation  of  the  cervix  ranks  as  a  method  both  of  temporary 
relief  and  of  permanent  cure,  and  may  not  infrequently  be  re- 
quired as  a  means  of  diagnosis,  and  this  seems  to  be  a  fitting 
place  to  mention  the  various  methods  which  are  adopted  for  the 
purpose.  We  can  thus  indicate  the  relative  value  of  each  for  our 
present  purpose,  and  we  may  save  repetition  in  the  future. 

(a)  Uterine  tentSy  of  sponge,  laminaria,  and  tupelo,  have  already 
been  described  (p.  28),  and  their  mode  Of  inl  roduction,  diaignostic 
usee,  and  dangers  need  not  again  be  referred  to.  Their  action  is 
comi)aratively  slow,  and  they  tend  occasionally  to  increase  already 
existing  congestion  of  the  uterus.  They  are  more  apt  also  to  be 
followefl  by  inflammatory  accidents  during  or  near  to  the  men- 
menstrual  period  than  at  other  times.  Their  prolonged  retention 
adds  to  the  general  irritability  and  exploeibility  of  the  nervous 
system,  and  they  introduce  the  element  of  obstruction,  with  con- 
sequent opposinjg  spasm,  when  that  element  is  otherwise  absent. 
As  diagnostic  aids,  their  value,  between  the  periods,  is  sometimes 
great.  When  intra-uterine  growths  are  suspected,  indeed  in  most 
cases  where  dysmenorrhoea  or  metrorrhagia  are  accompanied  by 
enlarged  uterus,  their  employment  becomes  a  necessity,  for  the 
purpose  of  ascertaining  I  he  real  pathological  state  involved. 
Used  in  this  way,  they  may  prove  curative.  An  obstructive 
growth  in  the  cervix,  or  intra-cervical  granulations  from  old  me- 
tritis, will  sometimes  yield  at  once  to  the  absorbent  processes  set 
up  by  the  pressure  of  a  tent.  In  cervical  stenosis  also,  whether 
original  or  acquired,  a  fine  laminaria  tent  is  often  the  most  eff^ec- 
tive  means  ot  commencing  the  process  of  dilatation,  which  may 
be  completed  by  the  sound  or  other  dilators,  or  by  incision.  As 
an  immediate  method,  to  set  free — say,  a  dysmenorrhoeal  mem- 
brane, other  dilators  are  preferable. 

(i)  The  Sound  and  its  Modijications. — The  introduction  of  an 
ordinary  uterine  sound,  when  that  is  possible,  just  previous  to 
menstruation,  will  occasionally  bring  about  a  complete  absence  of 

Eain  at  the  ensuing  period,  and,  however  we  may  explain  it,  this 
appens  chiefly  in  those  cases  accompanied  by  uterine  flexion, 
especially  anteflexion.  It  may,  and  often  does,  lail,  but  is  not  to 
be  neglected  as  an  occasionally  useful  resource.  When  used  in 
this  way,  resistance  may  be  met  with  either  at  the  os  externum 
or  oe  internum,  and  it  is  frequently  necessary  to  tire  that  of  the 
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latter  by  keeping  the  point  gteadily  held  against  it,  without  actu- 
ally pushing  forwards.  By  this  means  alone,  used  once  only 
before  two  or  three  successive  periods,  I  have  cured  at  least  a 
dozen  obstinate  cases  of  dysmenorrhoea,  probably  when  the 
obstruction  was  mainly  or  wholly  spasmodic,  or — dare  I  say  so? 
— when  it  was  due  to  anteflexion.  But  the  sound,  or  its  modifi- 
cations, is  useful  in  3ther  ways,  although  one  eminent  gynaecolo- 
gist (Tait)  says  of  it  that  *'  probably  we  should  have  lost  nothing 
if  it  nad  never  been  invented."  By  using  various  sizes  it  may  be 
made  the  means  of  either  tolerably  rapid  dilatation  shortly  before 
menstruation,  or  of  more  gradual  dilatation  of  a  more  permanent 
character.  Matthews  Duncan,  and  following  him  Gkxlson  {Obst. 
Trans. y  vol.  xxiii.  p.  277),  though  they  are  unwilling  to  admit 
the  existence  of  obstructive  dysmenorrhoea,  have  strongly  incul- 
cated, and  successfully  practised,  a  proceeding  which  is  highly 
acceptable  to  those  who  do.  It  is  not  necessary  to  have  separate 
instruments  for  the  purpose.  When  an  ordinary  uterine  sound 
can  be  passed,  the  male  urethral  bougie,  with  moderately  short 
curve,  like  th^t  of  Brodie's  or  Lister's  catheters,  will  serve  the 
purpose  for  further  dilatation.  A  very  slight  nick  at  2J  inches 
from  their  extremity,  on  the  convex  side,  does  not  impair  their 
use  as  bougies,  and  serves  to  indicate  how  far  they  have  been 
introduced  into  the  uterus.  When  the  object  is  to  procure  relief 
by  giving  free  exit  to  a  dysmenorrhosal  cast,  it  is  allowable  to 
proofed  with  some  rapidity.  Thus,  in  a  recent  case  of  mem- 
branous dysmeiiorrhcea,  I  introduced  an  ordinary  sound,  followed 
by  a  No.  6  bougie,  and  the  morning  of  the  second  day  before  the 
expected  flow,  and  in  the  evening  I  passed  Nos.  7  and  8  without 
pain  or  difficulty.  Next  day  I  passed  Nos.  9  and  10  in  the 
morning,  and  Nos.  11  and  12  in  the  evening,  retaining  each  for 
about  a  minute.  Menstruation  supervened  in  forty-eight  hours 
afterwards  with  very  slight  pain,  the  cast  appearing  as  usual. 
At  the  next  period  I  passed  Nos.  10  and  12  easilv,  after  the  c^'ii- 
mencement  of  the  discharge,  with  a  similarly  favourable  result. 
During  the  next  two  periods  there  was  no  cast  and  very  little 
pain,  but  I  have  lost  sight  of  the  patient,  owing  to  her  leaving 
Manchester  at  that  time.  This  practice,  when  available,  is  free 
from  many  of  the  disadvantages  of  dilatation  by  tent,  but  it 
must  not  be  supposed  that  such  rapid  dilatation  is  often  possible 
in  thts  way  without  much  pain  and  some  risk.  When,  in  such  a 
case,  the  resistance,  and  consequent  pain,  are  greater,  one  must 
either  be  content  with  a  modified  result,  commencing  much  ear- 
lier before  the  next  period,  or  one  must  have  recourse  to  some 
of  the  other  methods  of  dilatation.  For  the  more  permanent 
cure  of  obstructive  dysmenorrhoea  the  dilatation  must  be  con- 
ducted during  the  intervals,  allowing  at  least  two  days  to  iatw- 
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vene  between  sacceesive  attempts.  I  have  never  felt  justified  in 
producing  the  amount  of  pain  which  is  admitted  as  almost  a 
necessity  by  Duncan.  If  there  is  any  ver^  decided  pain  at  all 
I  withdraw  the  instrument  at  once,  and  do  no  more  at  that  sit- 
ting ;  if  the  introduction  of  one  number  is  nearly  painless,  I  keep 
it  in  for  a  minute  or  two  and  then  pass  the  larger  one.  The  pro- 
gress varies  very  much  in  different  cases,  but  is  safe  and  almost 
certain.  If  there  is  the  slightest  rise  in  temperature,  the  treat- 
ment|  is  intermitted  and  free  injections  of  hot  water  are  used. 


Fig.  94.— EUenger's  Uterine  Dilator. 

Acting  on  these  cautious  principles  it  will  be  necessary  to  admit 
now  and  again  that  the  plan  is  unsuitable,  and  to  have  recourse 
to  other  methods.  But  I  feel  certain  that,  with  these  precautions, 
we  are  exempt  from  the  great  dangers  which  Sims  and  others 
hav^  attributed  to  this  pl^.  I  can  as  confidently  recommend  it 
in  suitable  cases  attended  bv  much  local  congestion,  by  sub-acute 
uterine  or  pelvic  inflammation,  or  by  manifest  ovarian  tenderness. 
In  eases  also  where  the  uterus  is  undeveloped,  dilatation  in  this 
way  must  be  very  slow  and  gradual,  and  we  must  be  prepared  to 
readily  acknowledge  failure,  for  the  time  being.     A  return  to  it 


Fig.  05 — Sim's  Uterine  Dilator. 


some  months  later  has  in  my  hands  proved  most  successful  in  two 
such  cases— comparatively  free  menstruation  following,  and  being 
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and  steadied  with  a  booklet.  TJnlees  the  largest  tubular  specn- 
lum,  or  a  good  expanding  one,  sucb  as  Beid's,  can  be  used  easily, 
the  duck-bill  is  required,  so  that  it  may  be  absolutely  seen  that 
the  incision  does  not  extend  higher  externally  than  the  point  of 
reflexion  of  the  vagina  from  the  cervix.  The  haemorrhage  which 
follows  such  a  single  backwards  incision  is  seldom  great,  often 
singularly  slij^ht,  and  can  be  arrested  by  a  temporary  tampon 
soaked  in  iodised  glycerine,  perchloride  of  iron,  or  other  haemos- 
tatic, and  pressed  firmly  against  the  part,  but  occasionally,  and 
still  more  if  the  lateral  incisions  have  been  made,  it  may  be  con- 
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Fio.  96. — Kachenmelster's  Uterine  Scissors. 

friderable.  and  has  proved  fatal.  If  there  is  any  doubt,  the  vagina 
must  be  plugged  before  the  speculum  is  removed  (p.  83).  The 
operation  is  never  in  any  tbrm  absolutely  free  from  danger  of  sep- 
tic or  inflammatory  mischief,  and  the  patient  should  be  operated 
on  at  home,  and  carefully  tended  in  bed  for  at  least  ten  days,  with 
daily  or  more  frequent  antiseptic  vaginal  injections.  To  prevent 
adhesion  of  the  cut  surface,  the  tip  of  the  nnger,  well  carbolised 
and  lubricated,  should  be  passed  as  far  as  possible  into  the  wound, 
every  second  day  for  a  week  or  more,  and  a  sound  should  be 
passed  into  the  uterus  once  or  twice  previous  to  the  next  -  period. 
What  are  the  comparative  merits  of  dilatation  or  incision  ?  I 
refer,  of  course,  onl^  to  their  bearing  on  cervical  narrowing  with 
dysmenorrhcea.  Dilatation  I  believe  to  be  safer,  if  conducted 
with  the  precautions  mentioned  above.  Only  in  comparatively 
rare  cases,  and  to  the  skilful  specialist,  would  I  recommend  inci- 
sion of  the  OS  internum.  I  would  therefore  advise  the  use  of 
dilatation  first,  in  most  cases  where  one  of  the  two  courses  is  in- 
dicated. But  dilatation  is  in  some  cases  more  painful,  more  tedi- 
ous, and  more  liable  to  failure  by  relapse.  When  therefore  dila- 
tation by  sound  is  unusually  painful  or  difficult,  when  the  effect 
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of  one  sitting  is  more  than  once  not  apparent  at  the  next,  or  when 
the  relief  obtained  by  dilatation  at  one  menstrual  period  is  totally 
lost  at  the  next,  I  .would  recommend  that  incision  should  be  used. 
The  circumstances  of  patients,  especially  those  in  hospitals,  must 
always  form  an  element  in  such  calculations ;  a  patient  with 
abnndant  leisure  add  a  comfortable  home  may  often,  regret  it  as 
we  may,  be  treated  in  a  different  manner  from  one  who  must 
choose  between  a  flying  visit  to  a  dispensary  in  the  midst  of  work, 
OP  a  stay  of  two  or  three  weeks  in  the  wards.  The  physician 
must  weigh  these  points,  the  patient  cannot. 

However  the  cervix  majr  have  been  mechanicallv  enlarged,  it 
should  occasionally  be  explored  with  a  full-sized 

i    bougie  for  some  months;  or,  if  the  uterus  is  evi- 
dentiv  not  very  irritable,  a  glass  intra-uterine  pes- 
sary (fi^.  99)  may  be  worn  in  the  interval  between 
the  periods. 
It  is  very  difficult  to  convey  to  the  reader  the  fre- 
quency or  infrequency  with  which  such  processes 
are  re^uired^    The  student  is  too  apt  to  leave  col- 
lege with  the  idea  that  ovariotomy,  amputation  at 
the  hip  joint,  removal  of  the  tongue  or  larynx,  and 
the  like  operations  will  frequently  come  across  his 
99  _Gi        P^^  ^^        ^^  ^  recommend,  though  he  speedily 
iQtraluterine    Undergoes  disillusion.    To  such  I  would  say,  dys- 
stemPeasuj.    menorrhcsa  is  a  symptom,  a  very  common  symptom, 
of  constitutional  states  or  common  female  affections. 
Constriction  of  the  cervix  is  only  one  among  many,  but  it  is  one; 
you  must  therefore  avoid  the  common  error  of  considering  it  as 
almost  the  sole  cause,  and  you  must  equally  be  prepared  to  treat 
it  ffurgically  when  you  cnn  clearlv  diagnose  its  existence, 

4.  Removal  of  the  Ovaries  and  Fampian  Tubes. — Removal  of 
the  ovaries,  with  or  without  the  Fallopian  tubes,  is  now  freely 
recommended  for  certain  forms  of  dysmenorrhoea,  since  Battey 
brought  the  operation  into  prominent  notice  in  1872.  The  consid- 
eration of  oophorectomy,  normal  ovariotomy,  spaying,  or  whatever 
the  disputants  miay  finally  choose  to  term  it,  will  be  best  under- 
taken when  the  ovary  itself  is  under  consideration.  Here  I  need 
only  say  that  the  result  of  the  cases  i  have  seen,  or  of  the  many 
of  which  I  have  heard  and  read,  has  been  to  convince  me 
that,  for  nervous  affections,  hysteria,  epilepsy,  hystero-epi- 
lepsy,  &c.,  supposed  to  depend  on  ovarian  or  menstrual  de- 
rangement, it  is  at  best  a  ver^  doubtful  remedy  and  one  involv- 
ing a  grave  responsibility  which  I  should  rarely  be  prepared  to 
undertake.  On  the  other  hand,  in  the  presence  of  continued 
dysmenorrhceal  pain,  with  undeveloped  sexual  organs,  or  with 
distinct  evidence  of  ovarian  or  Fallopian   induration^  enlar 
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ments,  or  displacements,  which  had  resisted  the  known  methods 
of  treatment,  I  dare  not  refuse  to  a  woman  the  relief  from  suffer- 
ing which  is  clearly  held  out  by  many  successful  cases  of  removal 
of  the  uterine  appendages  under  these  circumstances. 

The  treatment  of  metrorrhagia  as  a  symptom  of  certain  local 
uterine  organic  diseases,  and  apart  from  any  special  relation  to 
menstruation,  will  be  further  referred  to  under  the  headings  of 
Uterine  Tumours,  Cancer,  &c 

Vicarious  Menstruation. 

Instances  of  complete  vicarious  menstruation — that  is,  of  con- 
tinuously periodic  discharges  of  blood  from  other  parts  of  the 
body  than  the  uterus,  and  entirely  replacing  the  normal  discharge 
— are  very  rare,  mere  lusits  natures.  Yet  they  have  been  suffi- 
ciently often  recorded  to  show  that  nature  does  thus  sometimes 
relieve  its  periodic  vascular  tension  through  other  channels, 
chiefly  through  mucous  surfaces.  Less  clearly  marked  cases  of 
hemoptysis,  nsematemesis,  epistaxis,  and  the  like,  independent  of 
ascertainable  disease  of  the  organs  from  which  they  proceed,  and 
accompanying  scanty  or  absent  menstruation  are  not  uncommon. 
The  difficulty  lies  in  determining  when  nuch  hsemorrhages  are  in 
any  sense  vicarious,  and  when  not.  In  spite  of  the  known 
general  systematic  tension  at  the  menstrual  periods,  it  is  difficult 
to  avoid  the  suspicion  that  there  must  be  some  local  weakness 
which  determines  the  source  of  haemorrhage.  A  sound  practical 
rule  is,  that  whenever  a  case  of  supposed  vicarious  menstruation 
has  been  met  with,  it  is  wise  not  to  lose  sight  of  the  organ  from 
which  it  proceeded  for  a  considerable  time.  In  the  temporary 
absence  of  physical  signs  of  disease  of  that  organ  the  most  skilful 
practitioner  may  be  misled,  without  this  precaution.  When 
menstruation  in  the  natural  way  can  be  safely  promoted,  it  forms 
the  proper  treatment  of  such  a  case,  and  I  am  not  aware  that  any- 
thing more  can  be  said  on  the  matter. 

Ain^r  having  taken  so  much  pains  to  impress  upon  the  student 
the  necessitv  of  regarding  menstrual  disorders  as  merelv  sympto- 
matic, I  should  perhaps  apologise  for  devoting  so  mucn  relative 
space  to  their  discussion.  The  only  excuse  is  this,  that  he  who, 
in  a  large  general  practice,  &ithfully  studies  the  causation  of  these 
symptoms,  and  so  treats  them  rationally,  will  relieve  far  more 
human  sufiering  than  the  most  distinguished  operator  or  dis- 
coverer can  do,  apart  from  his  influence  on  the  practice  of  others. 

The  literature  of  the  physiology  of  menstruation  is  so  scattered, 
that  I  cannot  refer  the  English  student  to  any  better  introduction 
to  it  than  William's  paper  in  the  Obstetrical  Journal^  vol.  ii.  Its 
disorders  are  also  discussed  in  every  text-book,  but  can  only  be 
fully  studied  by  one  who  will  take  the  trouble  to  consult  the 
various  medical  periodicals  of  the  last  decade^gtized  by L^OOglC 
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The  Menopause. 

Towards  the  close  of  menstrua  llife — the  menopaase — ^the  female 
system  becomes  liable,  as  at  its  commencement,  to  many  func- 
tional disorders;  and,  as  this  is  also  the  most  frequent  period  of 
origin  of  many  organic  diseases,  especially  of  cancer,  it  is  very 
important  that  they  should  be  known  and  recognised.  Cessation 
may  be  sudden  or  gradual,  of  with  several  intermittent  threaten- 
ings.  It  may  be  aDsolntely  without  general  symptoms,  or  it  may 
give  rise  to  man^.  The  key  to  most  of  them  lies  in  abnormal 
disturbances  of  circulation  and  inneryation.  Painful  and  other- 
wise causeless  flushings  of  the  head  and  face,  often  accompanied 
by  headache,  giddiness,  or  disorders  of  the  special  senses,  are  most 
frequent.  Attacks  of  meuorrhagia  often  occur,  but  nothing  can 
be  more  dangerous  to  the  patient  or  to  the  reputation  of  the 
practitioner  than  to  adopt  without  examination  the  popular  lor- 
mula  of  ^^  change  of  lite  "  as  their  cause.  '  I  am  afraid  to  guess 
how  many  cases  of  polypus  I  have  seen  allowed  to  bleed  the 
patient  almost  to  death  m>m  such  inadvertence.  Everv  form  of 
neurasthenia,  neuralgia,  hysteria,  convulsive  disease,  melancholia, 
or  other  mental  affections,  is  rife  at  this  time.  Dyspepsia  is  con- 
stantly met  with  in  its  protean  forms.  Vicarious  hsemorrhage  is 
now,  if  ever,  a  reality  ;  and  that  odd  mimetic  affection,  spurious 
pregnancy,  has  to  be  suspected.  While  there  is  a  tendency  for 
non-maligant  growths,  especially  uterine  fibroids,  to  become 
stationary  or  to  be  absorbed,  there  is  an  opposite  tendency  in  all 
forms  of  malignant  disease. 

The  woman  who  has  arrived  at  this  period  should  be  as  care- 
fully guarded  against  noxious  influences  as  the  young  adolescent 
girL  Her  diet  and  regimen  should  be  carefully  attended  to,  the 
too  free  use  ot  alcohol  especially  being  forbidden.  Gout,  or  the 
tendency  to  lithiasis,  are  apt  to  develop  themselves,  and  must  be 
guarded  against.  The  bowels  must  be  regularly  attended  to,  and 
in  most  cases  occasional  free  purgation  is  acknowledged  by  the 
patient  to  relieve  her  symptoms.  The  uterine  hsemorrhages,  so 
trequent  in  some  degree,  must  be  carefully  differentiated  from 
those  of  organic  disease,  and  are  best  controlled  by  the  free  use  of 
ergot  The  various  nervous  symptoms  demand  careful  regulation 
of  the  occupations  and  amusements  of  the  sufferer,  ana  kindly 
care  at  this  time  is  the  surest  prelude  to  a  green,  prolonged,  and 
useful  old  age. 
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INFANTILE  UTERUS. 


CHAPTER  VIII. 


DiSEAJSES  OF  THE  Utbrub  Infantile  Uterus.  Stenosis  of  the  Cervix  Uteri. 
Uterine  Atrophy.  Inflammation  of  the  Uterus  (Metritris),  including  Acute 
and  Chronic,  Parenchymatous  and  Mucous,  Corporeal,  Metritis. 


Infantile  Uterus. 

The  congenital  malformations  of  the  uterus  have  beeu  already 
mention^  in  Chapter  VI.,  together  with  those  forms  of  atresia 
which  depend  on  such  malformations.  I  stated  there  that,  in- 
dependently of  any  imperfect  lateral  closure  or  other  malforma- 
tion of  the  genital  tract,  we  may  have  in  the  adult  a  form  of 
uterus  which,  at  an  early  period  of  life,  would  be  considered  as 
almost  normally  developed,  but  which  has  suffered  from  an  arrest 
of  growth  and  development,  so  as  to  render  it  unfit  to  fulfill  the 
functions  of  adult  and  sexual  life.  For  practical  reasons  I  defer- 
red the  consideration  of  this  until  the  present  chap- 
ter, although  I  had  occasion  to  refer  to  it  when 
speaking  of  menstrual  disorders.  Schroeder  describes 
both  what  he  terms  the  uterus  fcetalis  vd  infantilis 
and  the  congenital  atrophy  of  the  uterus.  In  the  for- 
mer case  the  uterus  is  normally  formed  at  the  time 
of  birth,  but  retains  the  infantile  form  in  adult  life. 
In  this  (fig.  100)  the  proportion  of  the  body  and  cer- 
vix are  different  from  what  we  find  iu  the  normal 
adult,  the  body  constituting  only  about  a  fourth  or  a 
third  of  the  entire  length,  while  its  walls  are  thin 
and  scantily  endowed  with  muscular  fibre,  the  cer- 
vix approaching  more  nearly  to  the  adult  form  and 
size.  But  the  whole  uterus  is  of  diminished 
length  (say  1^  to  2  inches),  and  the  vaginatl  pro- 
jection of  the  cervix  is  small  compared  with  that  in 
There  is  generally  coexistent  a  retarded  development 
of  the  vargina  and  ovaries,  and  the  signs  of 
puberty  are  late  or  incomplete.  The  other  form,  tnat  of 
congenital  atrophy,  is  characterised  by  a  much  more  normally 
proportioned  uterus  but  it  is  small  in  every  way ;  the  fun- 
dus   and    cervix  participating   more  equally   in    this    quality. 
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Uterus  Infan- 
tUfs  (ShKBder) 


the  adult, 
or    growth 


ITS   GLINIOAL   PHRNOMRNA. 


196 


It  is,  in  fact,  much  more  an  example  of  diminished  local 
nutrition,  met  with  in  the  chlorotic,  tubercular,  or  scrofulous, 
but  occasionally  found  in  otherwise  well-developed  women,  while 
the  pi'eviously  mentioned  form  is  rather  a  freak  in  local  develop- 
ment and  growth.  Clinically,  I  prefer  to  clans  both  these  forms 
together  as  infantile  uterus, — an  affection  by  no  means  uncommon, 
but  often  unrecognised  as  to  its  pathology, — though  the  treat- 
ment of  its  distressing  results — amenorrhoea,  dysmenorrhoea, 
uterine  anteflexion,  ovarian  irritation,  and  a  host  of  nervous 
symptoms — is  often  the  opprobrium  of  gynaecology.  An  exam- 
ination, rendered  necessary  by  any  of  these  conditions,  reveals 
the  small  nipple-like  intra-vaginal  cervix,  which  is  the  ipost 
characteristic  feature  in  these  cases.  Along  with  this  we  nearly 
always  find  an  excessive  degree  of  anteflexion  of  the  fundus,  the 
small  round  ball  of  which  is  felt  distinctly  in  front,  while  the 
little  cervix  points  more  or  less  forwards  (fig.  1 01).  If  the  sound 
can  be  insinuated  at  all,  it 
pa8se«(  to  considerably  less 
than  the  normal  extent,  and 
extreme  caution  is  necessary 
to  avoid  perforation  of  the 
thin  fundal  wall.  I  am  sure 
that  in  actual  practice  this 
deecrintion  is  more  accurate 
than  that  which  is  gained  by 
adhering  too  closely  to  the 
strictly  anatomical  descrip- 
tions of  Schroeder  and  others. 
Development  and  growths  do 
take  place,  and  somewhat 
modify  the  organ  in  the 
direction  of  that  of  the 
adult,  with  a  result  more  or 
lees  closely  corresponding  to 
that  now  describe. 

Symptoms. — Except  in  those  comparatively  few  and  fortunate 
cases  where  ovarian  action  remains  completely  dormant,  owing 
to  the  still  more  undeveloped  state  of  the  ovaries,  and  where  the 
woman  remains  practically  a-sexual  during  life,  the  possessor  of 
an  infantile  uterus  is  generally  the  victim  of  endless  suffering. 
In  the  less  typical  cases,  marriage  may  afford  relief  if  followed 
by  pregnancy ;  but  in  the  majority  marriage  is  unfruitful,  and 
the  stimulus  of  conception  only  produces  congestion  and  increased 
difficulty  in  the  performance  of  menstruation.  This  function, 
often  late  in  commencement,  is  from  the  beginning  irregular  and 
painfal,  the  dysmenorrhoea  increasing   instead  6f  diminishing. 
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Fio.  101.— Normal  (A)  and  InfantUe  (B) 
Uterus,  as  met  with  clinically.  The  pro- 
portionately loDff  Supra-yaginal  Cervlz 
and  the  Anteflexion  of  the  latter  are  fre- 
quently less  pronounced. 
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Fortunately  menfltruation  often  ceases  early  in  life,  biit  the 
patient  is  not  infrequently  too  disabled,  mentally  and  bodily,  by 
previous  suffering,  to  enjoy  the  respite  from  local  pain  which 
then  ensues. 

The  diagnosis  of  the  condition  is  all-important  For  want  of 
it  many  unfortunate  women  are  constantly  condemned  to  suffer 
from  fruitless  attempts  at  curing  individual  syptoms,  without 
regard  to  the  condition  as  a  whole;  yet  diagnosis  is  by  no  means 
difficult.  The  amenorrhoea  or  scanty  menstruation,  and,  above 
all,  the  dysmenorrhcea,  which  are  the  most  marked  smyptoms,  lead 
to  investigation.  The  small  nipple-like  cervix  sets  us  at  once  on 
the  track.  Bi-manual  examination  reveals  the  small,  and  far 
more  than  normally  anteflexed,  fundus,  and  the  sound  reveals 
either  aD  almost  impassable  canal,  or  a  uterus  decidedly  shorter 
than  the  normal  2\  inches.  Every  one  of  these  conditions  must, 
however,  be  made  out,  for  I  have  not  unfrequently  found  the 
small  nipple-like  cervix  and  some  decided  anteflexion  combined 
with  normal  length  and  development  of  the  uterus  otherwise — a 
condition  of  matters  much  more  amenable  to  treatment,  and 
likely  to  improve  in  course  of  time, 

Treatment — What  can  be  done  for  such  cases  in  the  way  of 
treatment?  When  menstruation,  and  consequently  dysmenor- 
rhcea, are  absent,  the  most  masterly  inactivity  is  the  wisest  course 
to  pursue.  Never  mind  an  anteflexed  uterus  or  a  contracted  os 
under  such  circumstances.  You  may,  by  diligent  irritation  of  the 
organs  induce  attempts  at  menstruation,  and  the  patient  will  have 
many  years'  suffering  in  consequence.  But  when  futile  or  pain- 
ful attempts  at  mestruation  are  already  present,  and  increasing  in 
severity,  something  must,  if  possible,  be  done.  If  a  moderate- 
sized  sound  can  be  introduced,  and  the  uterus  is  found  to  be 
nearly  normal  in  length,  marriage,  if  contemplated,  may  be  per- 
mitted or  even  advised.  But,  meanwhile,  how  can  the  cervical 
canal,  or  the  uterus,  feobly  developed  as  a  whole,  or  the  con- 
comitant ovarian  tenderness,  or  the  general  sympathetic  nervous 
states,  ranging  from  slight  hysteria  to  insanity  or  epilepsy,  be 
best  counteracted?  To  treat  the  flexion  by  pessaries  in  the 
vagina  only  is  entirely  useless.  To  drug  the  patient  with  nar- 
cotics and  stimulants,  except  as  an  occasional  stop-gap,  most 
religiously  watched,  is  to  add  the  miseries  of  drunkoness  to  those 
alr^y  existing.  Some  improvement  occasionally  follows  th  e 
treatment  of  coexisting  chlorosis,  or  other  constitutional  morbid 
conditions,  by  suitable  means,  but  as  a  rule  the  suffering  is  so 
great  as  to  demand  local  treatment.  The  cervical  canal  must  be 
opened  up  by  probe,  tent,  sound,  or  backward  incision,  as  directed 
in  the  last  chapter,  and  this  alone  will  sometimes  suffice  to  dimin- 
ish the  dismenorrhoea,  while  time,  or  the  stimulus  thus  given. 
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may  improve  the  nutrition  and  growth  of  the  uterns  and 
render  the  relief  permanent.  If  the  progress  of  events  shows 
no  tendency  to  uterine  or  pelvic  inflammatory  attacks,  a 
freedom  evidenced  by  the  absence  of  fixed  local  pain  or  of 
exudation,  and  by  steadiness  of  the  temperature,  an  intra-uterine 
stem  pessary  may  be  introduced,  partly  for  the  purpose  of 
keeping  the  canal  open,  and  partly  to  act  as  a  gentle  but  constant 
stimulus  to  local  growth  and  nutrition.  Such  intra-uterine  stem 
pessaries  are  fully  described  hereafter,  with  their  mode  of  intro- 
duction, and  the  precautions  to  be  observed  (Chapter  XEE.).  But 
for  this  particular  purpose  the  copper  and  zinc  stem  of  Simpson 
(tig.  102)  or  of  Barnes  (fig.  108) 
is  specially  useful.  Its  slow  gal- 
vanic effect  meets  the  require- 
ments of  the  case,  but  it  mnst 
never  be  long  enough  to  touch 
the  fundus  uteri,  and  it  must  be 
withdrawn  at  the  menstrual  pe- 
riod, and  on  the  slightest  evi- 
dence of  local  infiamation.  Much 
has  been  written  on  thd  treat- 
ment of ,  this  affection,  but 
beyond  the  temporary  relief  of 
dysmenorrhoeal  pain,  the  open- 
ing up  of  the  cervix,"  attd  the 
stimulation  and  straightening  of 
the  organ  of  stem  pessaries, 
used  with  the  utmost  precau- 
tion, and  carefully  watched,  I  know  of  no  other  available  means 
of  treatment  but  one.  The  exceptional  means  referred  to  is  the 
removal  of  the  ovaries,  and  the  putting  a  stop  thereby  to  the  sex- 
ual life  of  the  patient.  For  an  appreciation  of  how  far  this  is 
]>ermissable,  or  safe,  or  effectual,  I  must  again  refer  my  reader  to 
the  chapter  treating  of  oophorectomy  (Cli^pter  XVII.) 

Stenosis  of  the  Cervix  Uteri. 

Much  as  I  shall  have  to  insist  on  the  essential  differences  which 
exist,  anatomically,  physiologically,  and  pathologically,  between 
the  cervix  and  body  of  the  uterus,  clinical  necessities  sometimes 
compel  us  to  overlook  them  in  an  orderly  description  of  uterine 
diseases.  From  the  consideration  of  the  whole  organ  as  in- 
Btifficiently  developed,  we  turn  fx>  that  of 'the  cervix  alone  as  ab- 
normally contracted.  By  stenosis  we  understand  contraction  ;  by 
atresia,  obstruction  of  a  canal.  Atresia  has  already  been  spoken 
of  as  it  occurs  congenitally  or  otherwise  in  various  parts  of  the 
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Fio.  109.— Simp- 
son's Gklyan- 
Ic  Intra-uter- 
ine Stem. 


Fio.  103.— Barnes's 
Galvanic  Intra- 
aterine  Stem. 
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genital  tract.  Stenosis  or  contraction  of  the  cervical  canal  is  met 
with  as  a  canse  of  dysmenorrhoea  and  sterility.  In  the  one  case 
it  causes  painful  outlet  of  menstrual  products,  in  the  other  difficult 
or  impossible  inlet  of  the  fertilising  semen.  As  we  shall  after- 
wards see,  it  may  also  give  rise  to,  or  aggravate,  endometritis,  by 
causing  retention  of  the  uterine  secretions. 

Nature  and  Causation. — Cervical  stenosis  may  arise  from  trau- 
matic causes,  or  from  inherent  or  congenital  malformation,  or 
from  catarrhal  inflammation  of  the  canal,  and  our  attention  is 
called  to  it  either  by  persicitent  dysmenorrhoea  or  by  unfruitful 
marriage.  Among  the  traumatic  causes  the  abuse  of  strong  caus- 
tics is  undoubtedly  very  common,  but  gonorrhoeal  catarrh,  or  se- 
vere labor,  with  laceration  and  subsequent  cicatrisation,  may- 
eventuate  in  the  same  result,  and  amputa- 
tion of  the  cervix  for  hyper  I  rophic  enlarge- 
ment, if  not  carefully  watched,  is  apt  to 
cause  contraction  of  its  canal.  Congenital 
stenosis  of  the  canal  occurs  in  connection 
with  the  infantile  state  of  uterus  which  has 
just  been  described,  and  causes,  by  its  ob- 
structive tendency,  the  chief  morbid  symp- 
toms in  that  affection.  But  a  state  of  the 
cervix  very  different  from  that  met  with 
in  infantile  uterus  is  sometimes  found^ 
equally  stenotic  and  equally  obstructive  ; 
this  is  the  long  conical  cervix  which  is 
frequently  found  to  exist  in  obstinate  dys- 
menorrhoea. In  this  condition,  not  neces- 
sariljr  or  even  frequently  accompanied  by  infantile  fundus,  the 
cervix  is  longer  than  normal,  its  intra-vaginal  part  may  measure 

even  as  much  as  two 
inches ;  it  is  always  con- 
icle  in  shape,  and  firm 
in  consistence,  and  the 
OS  is  felt  to  be  but  a 
small  round  pin  hole  (fig. 
104),  very  different  from 
that  which  is  found  in 
either  the  virgin  or  the 
parous  normal  uterus 
(fig.  105).  In  this  affec- 
tion the  stenosis  is  usual- 
ly confined  to  the  exter- 
nal OS,  and  the  rest  of 
the  canal  may  even  be 
dilated,  so  that  it  may 


Fig.  104.— The  Long  CJonl- 
cal  Cervix  Uteri. 


Fio.  105.— The  Vlnjln  and  the  Parous  Uterus  con- 
trasted (after  Sappey).  A,  the  Virgin  ;  B,  the* 
Parous. 
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contain  a  considerable  quantity  of  viscid  irritating  mucus  which 
is  sometimes  seen  to  escape  with  a  gush  after  partial  dilatation 
of  the  06  externum.  The  usual  symptoms  of  obstructive  dys- 
menorrhoea  are  nearly  always  present.  Stenosis  at  the  internal 
08  is  a  much-disputed  phenomenon.  True  organic  constriction 
is  certainly  rare,  if  it  happens  at  all,  but  a  certain  amount  of 
spasmodic  resistance  undoubtedly  encounters  the  sound  not  in- 
frequently, and  may  also  retard  the  passage  of  clots,  and  the  re- 
sults of  treatment  leiEid  me  to  think  that  it  is  sometimes  not  wholly 
spasmodic. 

Obstruction  of  the  canal  by  the  doubling  over  of  a  flexed  uterus 
is  not  true  stenosis,  and  will  be  consider^  as  a  phenomenon  of 
uterine  flexion.  A  little  careful  manipulation  with  the  sound, 
combined  with  elevation  of  the  flexed  fundus  by  the  guiding  fin- 
^r  through  the  vagina,  shows  that  organic  stricture  of  the  passage 
18  absent. 

The  treatment  of  stenosis  of  the  cervix,  if  uncomplicated  by 
other  uterine  disease,  is  capable  of  tolerably  clear  definition.  The 
management  of  infantile  uterus  has  been  already  described,  dilata- 
tion or  incision  of  the  contracted  cervix  forming  a  part  of  it.  The 
lon^  conical  cervix  usually  requires  enlargement  of  its  external 
onlice  only.  This  contracts  and  recontracts  after  dilatation  b^ 
tent  or  sound,  and  is  best  divided  at  once  by  the  hysterotome,  if 
the  nature  and  localisation  of  the  stricture  are  clear.  The  bilate 
ral  ircision  is  permissible  here  on  account  of  the  limited  amount 
of  the  cervix  which  requires  incision.  There  is  comparatively 
little  risk  of  interfering  with  the  uterine  vessels  or  the  pelvic 
cellular  tissue.  For  the  methods  of  dividing  the  cervix  (see  pre- 
ceding chapter).  In  the  case  of  a  very  great  elongation  of  the 
cervix  only,  it  must  be  treated,  as  we  shall  recommend  in  speaking 
oi  hypertrophy,  by  amputation  of  a  portion  of  it  (see  Chap.  IX.). 

Uterine  Atrophy. 

When  speaking  of  infantile  uterus  we  have  referred  to  one 
condition  which  is  by  some  writers  described  as  an  atrophy, 
although  clinically  we  have  held  it  as  rather  an  arrest  of  growth. 
Trneatrophy  may  however  exist, — a  shr'nking  from  the  normal 
size  to  which  the  organ  has  at  one  time  attained.  The  leading 
symptom  is  the  complete,  or  almost  complete,  disap]:)earance  of 
menstruation,  which  is  generally  accompanied  by  debility  and  by 
liability  to  various  hvsterical  or  neurasthenic  symptoms. 

Causation. — Atrophy  is  common,  indeed  it  is  the  rule,  in  old 
aga  when^  the  organ  is  not  enlarged  by  the  previous  results  of 
child-bearing,  by  chronic  inflammation,  or  by  other  affections 
leading  to  its  hypertrophy  as  a  whole  or  in  part.    The  amenor- 
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rboea  of  phthisis  and  other  debilitating  diseases  is  sometimes  asso- 
ciated with  atrophy  of  the  whole  orffan,  although  in  such  cases 
the  latter  is  doubtless  a  congenital  ratner  than  an  acquired  state. 
In  these  instances  the  general  disease  alone  requires  treatment* 
Atrophy  may  also  occur  after  pregnancy,  from  an  excess  in  the 
process  of  involution.  I  have  mentioned  (p.  128)  one  extreme 
case  of  this,  but  doubtless  it  occurs  in  a  very  limited  degree  in 
many  instances,  accounting  for  some  cases  of  a  single  birth  not 
followed  by  others,  and  not  until  many  years  have  elapsed.  Man  j 
times,  however,  such  prolonged  pauses  are  due  to  chronic  inflam- 
mation. Protracted  lactation  has  been  assigned  as  one  cause  of 
atrophy,  although  an  opposite  condition  of  things  has  seemed,  in 
my  experience,  more  often  to  result,  and  is  more  consistent  with 
the  view  that  mammary  irritation  is  a  utero-ovarian  stimulant. 
Great  haemorrhage  during  parturition,  and  during  involution,  is 
another  alleged  cause,  as  is  also  the  action,  partly  mechanical  and 
partly  vital,  of  surrounding  inflammatory  adhesions.  It  is  stated 
also,  Dy  F.  Barber,  to  have  occurred  after  the  removal  of  fibroid 
tumours,  and  by  Battey,  after  the  removol  of  the  ovaries.  Great 
obscurity,  however,  surrounds  the  whole  matter  of  causation. 

The  atrophic  uterus  is  diagnosed  precisely  as  is  the  congenitallj 
small  one,  the  sound  being  used  most  carefully,  and  these  two  are 
differentiated  by  their  history,  and  by  the  absence  in  tfie  former 
case  of  the  marked  and  distinguishing  anatomical  peculiarities  of 
infantile  uterus. 

Treatment. — If  the  atrophy  be  from  old  age  or  from  general 
debility,  it  must,  as  far  as  regards  local  measures,  be  left  alone. 
If  it  appears  to  result  from  the  effects  of  super-involution,  and  the 
woman  is  still  of  the  child-bearing  age,  and  if  the  atrophy  leads 
to  dysmenorrhcea  rather  than  amenorrhoea,  as  it  may  do  when  the 
ovaries  and  general  system  are  otherwise  in  full  working  condi- 
tion, dilatation  of  the  cervix  and  the  introduction  of  an  intra- 
uterine stem  pessary  are  permissible,  to  stimulate  the  uterus  to 
growth.  The  amount  of  sensibility  of  the  organ  is  the  best  guide 
as  to  the  safety  of  this  procedure. 

Mammation  of  the  Uterus  {MetHtis). 

Under  this  heading  we  have  to  consider  what  is  perhaps  the 
most  important  and  at  the  same  time  the  most  difficult  part  of 
gynsecology,  the  latter  especially  to  the  student  and  young  prac- 
titioner. The  importance  of  the  subject  no  one  who  has  been  in 
charge  of  a  clinique^  where  the  women  of  the  poorer  classes  con- 
stitute the  majontv  of  the  patients,  will  deny ;  although  it  does 
not  in  any  way  follow  that  he  must  adopt  the  foolish  and  repre- 
hensible plan  of  basing  a  special  gynaecological  pathology  upon 
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this  or  any  other  single  pathological  departare  frequently  met  with. 
The  newest  and  most  brilliant  achievement  of  modern  gyo«co- 
logical  surgery  are  all  very  well  in  their  wa^.  Ovariotomy,  hvs- 
terectomy,  vaginal  plastics,  Ac.,  are  most  striking  in  their  results, 
when  we  see  them  grouped  in  the  practice  of  the  few,  but  they 
are  only  concerned  with  a  small  fraction  of  human  suffering, 
compared  with  that  which  is  daily  and  hourly,  too  often  vainly, 
demanding  relief  at  the  hands  of  the  great  body  of  the  medical 
profession,  on  account  of  chronic  inflammatory  affections  of  the 
uterus.  Soitietimes  as  the  cause,  sometimes  as  the  effect,  of  other 
uterine  diseases,  or  of  various  morbid  states  of  the  system, 
metritis  meets  us  at  every  turn,  and  for  want  of  the  time  and 
hygienic  conditions  necessary  to  its  cure,  it  continually  baffles  our 
efforts  at  permanent  relief.  The  pure  physician  scornfully  ignores 
it,  or  turns  it  over  to  the  womo  doctor.  The  pure  surgeon,  or 
even  the  specially  gyneecological  surgeon,  is  6ften  occupied  with 
more  enticing  subjects,  the  charlatan  preys  upon  it,  and  the  all- 
round  practitioner  too  often  gives  it  up  in  despair,  and  applies 
his  local  remedies,  only  in  the  hope  or  the  expectation  that  the 
patient  will,  by  and  by,  transfer  her  case  to  some  one  else.  The 
difficulties  of  the  subject  depend  not  only  upon  the  intractable 
nature  of  so  many  of  the  cases,  but  also  upon  the  obstacles  which' 
many  meet  with  in  acquiring  such  a  clear  knowledge  of  the 
pathological  facts  involved  as  will  fit  in  with  and  lead  to  definite 
principles  of  treatment  I  have  found  ^he  mere  nomenclature  of 
the  subjebt  more  difficult  to  the  student  than  might  be  supposed 
by  those  who  have  gradually  become  accustomed  to  it,  through 
lonc^  experience  in  special  clinical  work;  and  when  a  ready 
familiarity  with  such  terms  as  chronic  endocervicitis,  acute  fundal 
parenchymatous  meretritis,  and  the  like,  has  been  acquired,  his 
first  few  years  of  home  practice  seem  to  dislocate  once  more  his 
precise  theoretical  notions  on  the  subject,  and  to  reduce  him  again 
to  a  state  of  doubt  and  difficulty  in  the  management  of  cases 
which  will  not  observe  the  clinical  distinction  he  nas  laboriously 
mastered.  J^nd  lastly,  in  his  daily  practice,  as  in  his  reading,  he 
finds  the  exciting  causes  of  inflammation,  and  the  various  results 
which  arise  from  it  in  different  patients,  so  intermixed,  that 
another  elemedt  of  great  practical  difficulty  arises.  This  descrip- 
tion may  be  overdrawn  in  the  case  of  some  practitioners,  but  I 
know  that  it  faithfully  describes  my  own  case  at  one  time,  as  well 
as  that  of  many  who  have  honored  me  with  their  confidence.  I 
hope  to  meet  some  of  these  difficulties  by  indicating,  in  the  first 
place,  as  clearly  as  I  can,  tue  separate  forms  of  metritis,  which 
are  pathologically,  and  often,  though  by  no  means  always,  clinic- 
ally, quite  distinct  from  one  another ;  a  knowledge  of  these 
separate  forms  and  of  their  distinctive  applications,  being  a 
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necessity  for  those  who  understand  what  is  written  on  the  subject 
in  cui^rent  literature,  and  the  only  sound  basis  for  rational  treat- 
ment. Secondly,  I  hope  to  discuss  the  treatment  of  metritis  in 
its  various  separate  ana  combined  forms,  without  beinj^  too  much 
hampered  by  the  above  distinctions ;  and,  thirdly,!  will  endeavor, 
as  far  as  possible,  to  keep  separate  the  complications  which  flow 
from,  or  are  the  after  results  of,  inflammation  of  the  uterus, 
though  dealing  with  them  in  the  pages  immediately  following. 

To  understand  then  the  different  types,  forms,  or  degrees  of 
degrees  of  uterine  inflammation,  it  is  necessary  to  bear  clearly  in 
mind  three  things. 

In  the  first  places  the  uterus  consists  of  two  distinct  portions,  the 
body  and  the  neck.  These  are  distinct  anatomically,  shaped 
differentlv,  geparated  from  one  another  by  the  internal  05,  and 
lined  with  a  different  form  of  epithelium,  having  totally  different 
glandular  structures.  They  are  equally  distinct  physiologically, 
the  cervix  taking  no  part  in  the  wondrous  monthly  changes  in, 
and  exfoliations  of,  the  uterine  mucous  lining,  nor  in  the  pro- 
vision for  the  coverings  and  nutrition  of  the  impregnated  ovum. 
They  are,  therefore  distinct  patologically  also,  being  liable  in  very 
different  degrees  to  the  invasion  of  malignant  affections,  and  to 
the  attacks  of  inflammation.  Hence  we  have  a  clear  division  of 
metritis  into  two  forme,  fundal  or  corporeal  (I  intend  to  use  the 
latter  term,  as  less  liable  to  cause  mistake},  and  cervical. 

Metritis  may  be  (A)  corporeal,  (B^  cervicaL 

£ndly.  The  uterus,  whether  boay  or  neck,  consists  of  two 
elements — not  the  sole  ones,  but  the  sole  ones  for  our  purpose — a 
parenchyma  and  a  mucous  lining.  These  are  also  distinct  from 
one  another,  anatomically,  physiologically,  and  pathologically. 
The  one  element  may  be  inflamed  with  or  without  the  other,  and 
a  knowledge  of  the  separate  affections  of  each  is  of  great  practical 
importance  in  treatment.  A  local,  or  even  a  general  remedy, 
intended  to  affect  the  mucous  lining  of  a  viscus  will  not  affect  m 
a  similar  way  its  surrounding  parenchyma.  The  physician  treats 
bronchitis  on  other  principles  than  pheumonia,  intestinal  atony 
by  other  means  than  intestinal  catarrh,  so  it  is  with  Ihe  uterus. 

Metritis  may  be  (A)  parenchymatous,  (B)  mucous. 

To  indicate  the  latter  we  use  the  prefix  endo-. 

Hence  we  have — 

1 .  Corporeal  parenchymatous  metritis. 

2.  Corporeal  endo-metritis 

3.  Cervical  parenchymatous  metritis. 

4.  Cervical  endo-metritis. 

Lastly.  All  inflammBtions  may  be  acute  or  chronic,  and 
although  in  all  cases  there  may  exist  the  intermediate  "subacute  ' 
forms,  in  none  are  the  boundary  lines  between  acuteness  and 
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chronicity  more  practically  diBtinct  than  in  uterine  inflammations. 
Hence  we  divide  metritis,  for  the  purposes  of  description,  into 
eight  forms : — 

a.  Acute  corporeal  parenchomatous  metritis. 

b.  Chronic  corporeal  parenchymatous  metritis. 
c  Acute  corporeal  endo-metritis. 

rf.  Chronic  corporeal  endo-metritis. 

e.  Acute  cervical  parenchymatous  metritis. 

/.  Chronic  cervical  parenchymatous  metritis. 

a.  Acute  cervical  endo-metritis. 

A.  Chronic  cervical  endo-metritis. 

Every  one  of  these  terms  has  a  definite  meaning;,  repreeenting- 
unmistakahly  a  pathological  state,  and  the  very  short  period  re- 
quired to  familiarise  himself  with  them  will  not  be  wasted  by 
tiie  student  When  the  term  "corporeal"  is  dropped,  as  it  is  by 
many  writers,  it  must  be  understood,  unless  a  term  pointing  to 
the  cervix  is  used  ;  and  the  term  "endo-cervicitis'*  is  but  a  short- 
ening of  cervical  endo-metritis.  Wo  shall  see  that  some  of  these 
terms,  e.g.^  chronic  cervical  endometritis,  or  acute  corporeal  paren- 
chymatous metritis,  describe  affections  met  with  almost  entirely 
alone,  while  others  are  so  frequently  combined  as  to  b.e  of  less  in- 
dividual clinical  importance.  It  will  be  well,  therefore,' instead 
of  attempting  to  describe  the  symptoms,  signs,  and  treatment  of 
each  of  the  eight  forms  of  metritis,  to  try  now  to  group  them,  as 
nearly  as  possibly  as  they  group  themselves  under  clinical  obser- 
vation. In  the  first  place  we  will  separate  the  acute  from  the 
chronic  forms  of  uterine  inflammation,  and  I  think  it  will  be  ap 
parent  that  this  is  a  useful  and  practical  division. 

Acute  TTiflammation  of  the  Uterus. 

This  may  affect  the  parenchymatous  and  mucous  tissues,  to- 
gether or  separately, — much  more  commonly  the  mucous  than  the 
parenchymatous  tissues  alone, — and  may  attack  either  the  body 
or  the  cervix,  or  both. 

Acute  Parenchymatous  Inflammation  is,  fortunately,  not 
very  common,  and  is  nearly  always  traumatic  or  septic  in  its 
origin,  although  occasionally  met  with  as  a  result  of  cold  or  sud- 
den suppression  of  menstruation.  Among  the  traumatic  causes 
we  may  include  the  unfortunate  use  of  dilating  or  cutting  instru- 
ments on  the  cervix,  injurious  intra-uterine  treatment,  tearing  of 
the  cervix  during  labour,  or  septic  absorption  after  labour  or  after 
j>elvic  operation,  in  the  various  ways  in  which  absorption  is  pos- 
sible. Proceeding  from  these  causes,  it  is  seldom  quite  uncompli- 
cated. To  some  degree,  either  the  mucous  lining  of  the  uterus 
(endometritis),  or  its  peritoneal  coVering  (peri-metritis),  or  the 
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cellular  tissue  of  the  pelvis  (para-metritis)  are  generally  involved 
at  the  same  time,  but  the  purely  uterine  inflammation  may  be  the 
miarked  and  almost  sole  feature  of  the  case. 

Symptoms. — ^Acute  pelvic  symptoms,  with  high  fever,  are  pres- 
ent from  the  first,  and  the  pain  and  tenderness  are  almost  com- 
pletely localised.  They  will  be  experienced  even  on  slight  pres- 
sure over  the  fundus  uteri,  or  upwards  against  the  cervix,  or  es- 
pecially on  bi-manual  pressure  at  both  ends  of  the  uterus.  The 
uterus,  although  it  seems  heavy,  is  not  fixed,  as  it  speedily  be- 
comesy  however,  if  there  be  much  infiammation  of  the  surround- 
ing structures,  leading  to  the  exudation  of  lymph  below,  around, 
or  above  the  organ.  A  previous  attack  of  this,  of  which  there 
should  be  a  distinct  history,  may,  however,  have  fiixed  the  uterus 
in  any  position.  Whatever  swelling  there  is  will  be  evidently- 
connected  with  the  uterus,  and  will  have  the  contour  of  that 
organ,  enlarged  but  not  altered  in  shape.  Whenever  there  is 
abdominal  tympanites,  or  when  sickness  is  a  prominent  symptom, 
the  peritoneal  covering  of  the  uterus  and  its  contiguous  parta  is 
almost  certainly  involved.  If  the  cervix  is  involved  as  well  as 
the  body,  the  swelling  and  tenderness  will  be  felt  there  also.  There 
will  be  littlQ  or  no  p^rulent  discharge  from  the  os  externum,  un- 
less the  mucous  lining  also  participates  in  the  infiammation.  An 
absolutely  pure  and  uncomplicated  acute  metritis  of  this  kind  is 
seldom  met  with,  signs  of  pelvic  infiammation  being  generally 
found  also  if  carefully  sought  for.  Whil^  it  continues  it  is  always 
of  grave  import.  Evidences  of  general  toxaemia  are  apt  to  pre- 
sent themselves  at  any  moment.  If  the  afiection  remain  local  it 
will  probably  subside  in  a  comparatively  short  time,  either  com- 
pletely disappearing,  or  leaving  behind  it  a  condition  of  chronic 
tenderness  and  pain.  Suppuration  may  occur  within  the  uterine 
walls,  and  this  may  be  of  a  multiple  character,  discovered,  per- 
haps, only  after  death,  as  multiple  pyesmic  abscess  ;  or  it  may  coa- 
centrate  and  burst  into  the  cavity  of  the  organ,  and  ultimately 
end  in  recovery.  But  uterine  abscess,  fortunately  rare,  is  at  all 
times  a  dangerous  phenomenon,  owing  to  the  numerous  absorbent 
points  which  are  met  with  in  the  organ. 

Treatment — ^The  treatment  of  uncomplicated,  or  only  very  par- 
tially complicated,  acute  parenchymatous  inflammation  of  the 
uterus  resolves  itself  into  (a)  the  removal  of  any  persistent  cause ; 
(6)  the  relief  of  prominent  symptoms,  especially  pain ;  and  (e)  the 
reduction  of  fever. 

The  removal  of  persistent  causes  must  never  be  forgotten,  es- 
pecially in  puerperal  cases.  I  take  this  opportunity  of  strongly 
reminding  the  practitioner  that  septic  poisoning  has  two  distinct 
clinical  forms.  In  the  one,  we  have  the  absorption  of  a  conUigium 
vivum^  of  living  germs,  which  seem  to  grow  and  multiply  after 
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abeorption,  and  whose  deadly  work  is  for  the  present  almost  be- 
yond the  reach  of  art ;  in  the  other  we  have  the  toific  infltience 
of  fluids,  probably  also  due  to  bacteric  associations,  but  of  which 
nature  speedily  gets  rid  if  further  absorption  can  be  prevented. 
The  former  demands  internal  remedies,  yet  I  fear  to  be  discov- 
ered, which  shall  so  influence  the  living  germs  within  the  system  as 
to  reduce  them  to  inocuousness ;  for  these  we  look  to  the  practi- 
cal results  of  the  patient  work  of  Eooh,  Pasteur,  and  other  simi- 
lar investigators.  But  I  often  wonder  whether  the  benefit  which 
our  forefathers  attributed  to  mercury  in  the  treatment  of  acute 
inflammations  has  any  connection  with  the  acknowledged  germi- 
cide properties  of  corrosive  sublimate.  Surely  any  feasible  hint 
is  worth  following  out  in  this  forlorn  region  of  therapeutics. 
The  second  class  of  intoxicants  is  met  by  the  formula  ^^  wash  and 
be  clean."  In  every  case  of  metritis,  therefore,  where  septic  in- 
fluenced play  a  presumptive  part,  the  vagina  should  be  frequently 
syringed  in  the  most  gentle  yet  careful  manner  with  warm  water, 
carbolised  or  otherwise  rendered  antiseptic.  When  this  is  ineffec- 
tual in  speedily  reducing  the  temperature,  and  otherwise  reliev- 
ing the  symptoms,  a  double  catheter  should  be  carefully  inserted 
into  the  uterine  cavity,  and  any  products  of  decomposition  thus 
washed  away.    Of  course,  if  any  posirpartum  or  other  debris  are 

Serceptible  to  touch,  and  for  this  end   the  cervix  may  require 
ilatation,  they  should  be  carefully  removed  by  the  finger  or  the 
curette. 

The  second  indication,  relief  of  pain,  is  of  almost  equal  conse- 
quence. In  all  visceral  affections  pain  is  apt  to  be  one  ot  the 
chief  destroying  agents,  and  "  to  obviate  the  tendency  to  death  " 
is  the  foremost  object  of  the  physician.  The  subcutaueous  injec- 
tion of  morphia  is  generally  the  most  satisfactory  way  of  using 
opiates  in  this  affection,  but  morphia  suppositories,  or  even  opium 
or  morphia  by  the  mouth  maybe  used ;  however  opium  is  given, 
it  should  be  given  freely.  When  opium  does  not  agree,  bella- 
donna may  be*  used,  in  suppositories  of  gr.  iii.  of  the  extract,  or 
a  much  larger  quantity  may  be  smeared  on  the  abdomeu.  The 
application  of  warmth  also  fulfils  the  condition  of  relieving  pain. 
Hot  fomentations,  medicated  with  laudanum,  are  useful  for  this 
purpose,  unless  the  weight  of  a  good  large  linseed  poultice  can  be 
borne;  and  the  water  which  is  injected  into  the  vagina  for  anti- 
septic reasons,  should  be  as  warm  as  it  can  comfortably  be  used. 
Unless  there  is  too  much  local  suffering,  the  patient  may,  accord- 
ing to  Emmet's  method,  have  the  pelvis  well  raised,  and  brought 
towards  the  side  of  the  bed,  when  a  continuous  strv^am  of  hot 
water  may  be  allowed  to  flow  from  a  reservoir  raised  above  its 
level. 

The  third  indication,  the  reduction  of  temperature,  is  chiefly 
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of  importance  in  septic  cases.  For  this  purpose  the  use  of  hot 
applications  may  be  abandoned,  and  cold  may  be  applied  to  the 
abdomen  and  even  to  the  extremities  in  ice-bags,  or  applied  to  the 
head  by  Thornton's  ice-cap,  consisting  of  a  long  tube  curled  into 
the  form  of  a  cap,  through  which  a  stream  of  ice-cold  water  con- 
tinuously runs.  Quinine,  in  full  doses  (gr.  v.  to  x.  or  even  xx.), 
has  also  a  great  reputation  for  its  antipyretic  qualtties,  though  I 
confess  it  has  nearly  always  disappointed  me.  Salicine  in  its 
various  forms  I  have  found  more  reliable,  although  its  depressing 
action  must  be  watched.  Fifteen  grains  of  sodii  salicylat.  may 
be  given  every  few  hours.  Veratrum  viride  tHiii.  to  v.  of  the 
tincture,  frequently,  is  much  relied  on  by  many  American  writers 
for  the  reduction  of  the  pulse,  and,  to  some  extent,  of  the  tempera- 
ture ;  and  tinct.  aconiti,  1Tlii.  to  v.,  has  a  similar  reputation  nere. 
My  colleague,  Dr.  Leech  warmly  extols  the  use  of  Antipyrin,  a 
cAmpound  introduced  by  Knorr  of  Erlangen,  and  now  pretty 
widely  used  in  Germany.  Filehne  finds  that  "  it  eflTectually  re- 
duces febrile  temperatures  in  doses  of  80  grains,  rarely  causing 
vomiting,  and  never  other  evils  "  {Msdicle  Uhronicle,  Oct.  1884,  p. 
51).  Dr.  Leech  is,  however,  evidently  of  the  same  opinion  as 
myself,  that  the  reduction  of  temperature  has  been  too  often 
taken  for  granted  as  involving  the  cure  of  the  alSection  which 
causes  it. 

In  addition  to  these  main  indications,  the  bowels  should  be 
kept  quiet,  as  will  be  done  by  the  opiates,  but  the  rectum  should 
be  gently  emptied  by  enema  at  the  commencement,  or  afterwards 
if  it  becomes  loaded  with  scybala;  Fluid  nutriment  must  be 
given  from  the  first,  as  the  stomach  will  bear  it,  and  stimulants, 
when  exhaustion  is  showing  itself  and  the  temperature  is  ranging 
high.  Abdominal  leeching  in  the  commencement,  and  free  blis- 
tering of  the  abdomen  when  the  acute  stage  is  fairly  past,  have 
each  their  strenous  advocates ;  and  it  is  sometimes  almost  impos- 
sible to  doubt  the  good  efi'ect  of  either,  especially  the  former. 

Acute  Endo-metritis. — Acute  inflammation  of  the  mucous 
lining  of  the  uterus,  with  but  little  parenchymatous  extension, 
may  result  from  precisely  the  same  septic,  traumatic,  or  other 
causes  as  the  parenchymatous  form,  which  we  have  just  been  de- 
scribing ;  but  the  extension  of  gonorrhoBal  or  non-specific  acute 
vaginitis  is  also  a  frequent  cause,  and  especially  the  abuse  of  vagi- 
nal injections  when  purulent  vaginitis  is  present  Under  these 
circumstances  the  body  and  the  cervix  are  apt  to  be  both  equally 
affected,  although  the  chronic  affection  very  frequently  implicates 
the  latter  without  the  former.  There  are  the  same  symptoms  of 
heat  and  tenderness  in  the  mucous  as  in  the  parenchymatous  in- 
flammation, but  these  are,  at  first  at  any  rate,  even  more  distinctly 
uterine,  presenting  less  resemblance  to  peritonitis.    The  cervix  is 
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acutely  sensitive  to  touch,  and  there  will  be  found  very  early  a 
flow  of  pus  from  its  cavity,  mingled  in  very  acute  cases  with 
bloody  streaks.  The  introduction  of  a  sound,  if  attempted, 
which  it  should  hardly  ever  be,  is  productive  of  great  pain, 
although  the  cervix  is  usually  patulous.  This  affection  is  apt  to  be 
complicated,  by  and  by,  with  extension  backwards  to  the  Fallopian 
tubes  or  ovaries, and  peritonitic  symptoms  thus  become  developed, 
which  may,  in  gonorrhoeal  extension,  prove  rapidly  fatal. 
We  haye  less  to  fear  in  these  cases  from  general  septicaemia 
than  in  parenchymatous  inflammation,  and  more  from  local  in- 
flammatory extension. 

TTie  treatment,  while  the  acute  stage  lasts,  is  not  very  different 
fh>m  that  of  parenchymatous  inflammation.  The  relief  of  pain, 
and  the  reduction  of  fever  by  antipyretics,  the  latter  less  often  an 
urgent  necessity,  are  conducted  on  the  same  principles ;  but,  bear- 
ing in  mind  the  dangers  of  further  extension  by  contiguity  or  by 
the  infective  purutent  discharge,  vaginal  injections  mu8t4)e  very 
carefully  managed.  A  strong  stream  must  always  be  avoided ;  the 
freest  possible  outflow  must  be  provided  ;  the  raised  pelvis,  with 
consequent  backward  pressure  of  the  injected  fluid,  is  inadmissible, 
and  utra-uterine  injection  is  to  be  totally  prohibited.  It  is  only 
when  the  affection  has  become  chronic  that  intra-uterine  applica- 
tions of  anj  kind,  carefully  prepared  for  by  dilatation  of  the  cer- 
vix, can  be  considered  as  available  means  of  treatment. 

In  this  brief,  but  I  think  suflicient,  description  of  acute  inflam- 
mation of  the  uterus — of  its  two  main  components,  parenchyma 
and  mucous^  membrane— we  have  been  able  to  regard  these 
structures  apart,  for  practical  purposes,  while  admitting  that 
their  pathological  affections  are  often  to  some  extent  merged  and 
combined. 

Chronic  Mammatioii  of  the  IJteras. 

In  describing  chronic  inflammation  of  most  organs,  one  drifts 
into  it,  as  it  were,  from  the  acute  stage,  and  unooubtedly  many 
cases  of  chronic  metritis,  or  endo-metritis,  are  simply  the  after 
stoges  of  clearly  marked  acute  attacks.  But  acute  metritis  of  any 
kind  is  fortunately  very  rare  in  comparison  with  the  number  of 
cases  of  chronic  disease  we  meet  with  in  the  body  or  cervix, 
parenchyma  or  mucous  lining.  If  the  chronic  stage  does  not 
originate  de  novo,  at  least  we  may  say  that  its  acute  forerunner  is 
often  evanescent  or  unnoted,  and  its  localisation  as  a  cervical  or  a 
corporeal,  a  mucous  or  a  parenchymatous  affection,  is  often  more 
distinct  than  in  the  acute  form.  Convenience  for  descriptive  pur- 
poses can  alone  decide  in  which  order  we  should  speak  of  the 
four  chronic  inflammatory  lesions — cervical  endometritis^  corponal 
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endo-metritiSj  corporal  parenchynuUous  metritis j  and  cervical  parenchy 
rruUous  metritis. 

Chronic  Cervical  Endo-metritiB. — ^This  is  eo  common  an  af- 
fection that  the  gynecologist  might  almost  be  patdoned  for  con- 
siderine  it  as  normal,  at  any  rate  in  the  married  woman.  As 
a  simple  catarrhal  affection  it  is  only  second  in  frequency  to 
vaginal  catarrh  or  leucorrhoea,  and  if  its  discovery  and  local  treat- 
ment w«re  always  an  imperative  necessity,  a  large  proportion  of 
our  women  would  have  to  be  life-long  patients  for  so-called  "  ulcer- 
ation of  Ihe  womb."  Very  few  women,  in  hospital  practice,  do 
not,  if  examined,  show  some  slight  sign  of  erosion  of  the  os  ex- 
ternum (see  Frontispiece  No.  2),  with  some  purulent  or  muco-puru- 
lent  discnarge  from  it«  Banging  upwards  from  this,  there  is  eveaty 
degree  of  the  affection,  up  to  that  in  which  we  find  to  os  and  cer- 
vix uteri  torn,  bloody,  everted,  bathed  in  purulent  discharge, 
covered  with  abundant  granulations,  swollen,  and  often  enlarged 
by  inflammatonr  hypertrophy  of  the  parenchyma  as  well  (Frontis- 
piece No.  6).  it  is  advisable  to  regard  the  slighter  forms  of  this 
affection  apart  from  the  more  severe,  althom;h  there  may  be  no 
precise  boundary  line  capable  of  accurate  definition. 

SympUyms. — ^In  an  ordinary  case  of  cervical  endo-metritis,  such 
as  is  oi  almost  every  day  occurrence,  the  symptoms  may  be  almost 
absolutely  m7,  or  there  may  be  a  considerable  amount  of  lumbar 
pain,  and  general  malaise^  accompanied  by  profuse  leucorrhceal 
aischarge  extemallv.  If  menstruation  is  increased  or  otherwise 
disordered,  this  will  generally  be  due  either  to  some  amount  of 
affection  of  the  mucous  membrane  of  the  body,  or  to  inflammatory 
hypertrophy  of  the  parenchymatous  tissue,  or  to  an  excessive 
amount  of  granular  d^eneration  of  the  mucous  membrane  of  the 
cervix,  the  result  of  long-continued  affection,  or  to  some  other 
concomitafit  affection  of  the  womb.  It  is  very  seldom  that  the 
patient  does  not  suffer  from  debility  and  anaemia,  from  derange- 
ment of  her  digestive  system,  and  from  general  depression  of 
nerve  force*  On  examination  there  may  or  may  not  be  tender- 
ness of  the  affected  part,  but  the  speculum  alone  will  fully  reveal 
the  diagnostic  signs.  These  are  twofold, — 1st,  the  occurrence  of 
characteristic  discharge  from  the  os  uteri,  and  2nd,  the  appearance 
of  the  mucous  membrane  itself,  as  far  as  it  can  be  seen.  The  dis- 
charge is  in  most  cases  truly  purulent,  bathing  the  whole  surfitce 
around  and  within  the  os,  or  sometimes  only  oozine  out  in  drops. 
The  purulent  discharge  is,  however,  often  absent  tor  a  time,  and 
its  place  is  taken  by  a  clear,  glairy,  tenacious  fluid,  exactly  like 
unbroiled  white  of  egg,  which  is  most  difficult  to  wipe  away 
completely,  requiring  several  applications  of  the  cotton-tipped 
probe,  both  dry  and  moistened  with  arlycerine.  The  appearance 
of  the  OS  itself  will  vary  according  to  the  loqg  or  short  continu- 
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ance  of  the  aflfection,  and  will  often  alter  much  at  short  intervals, 
or  owing  to  very  trivial  remedies.  In  few  cases  is  there  not 
some  redness,  if  it  be  only  at  the  small  orificial  point,  but 
the  membrane  is  nearly  always  puffy  and  swollen,  and 
covered  with  fine  velvety  granulations  of  a  brightish  red 
colour;  the  opening  is  generallv  freely  patulous,  and  the 
granular  condition  extends  inwards  as  far  as  can  be  seen,  and 
outwards  over  the  vaginal  portion  of  the  cervix.  This  char- 
acteristic erosion  and  eranulation  of  the  cervix,  denuded  of  its 
Surulent  covering,  are  the  first  objects  usually  shown  to  the  stu- 
ent  of  gynsecology,  and  soft  as  they  are  when  not  lying  on  a 
hypertrophied  cervix,  the^  soon  become  familiar  to  the  unedu- 
cated touch,  without  the  aid  of  the  speculum.  Bear  in  mind  that 
they  are  in  no  sense  ulcers,  but  simply  alterations  of  the  mucous 
secreting  surface.  Not  infrequently  we  find  that  the  special 
glands  of  the  cervix,  the  glandulse  ifabothi,  assert  their  existence 
67  projecting  from  the  raw  surface,  and  if  their  contents  become 
pariform,  we  have  an  appearance  much  the  same  as  in  vap^nal  or 
valvar  follicular  inflammation ;  this  is  especially  true  in  those 
cases  which  succeed  to  or  occur  during  pregnancy,  when  the 
glands  are  hypertrophied  as  a  normal  condition  (Frontispiece, 
No.  31  The  whole  cervix  may  be  considerably  swollen  and  en- 
larged from  mucous  tumefaction  alone,  but  this  enlargement  is 
increased  indefinitely  when  there  exists  at  the  same  time  chronic 
thickening  of  the  parenchyma.  The  coutour  of  the  os  and  cervix- 
may  be  perfect ;  it  will  be  in  a  nullipara  who  has  had  no  surgical 
experiences ;  but  in  those  who  have  borne  children  it  is  often,  I 
had  almost  said  generally,  fissured  to  some  extent,  and  the  erosion 
will  extend  into  the  fissures  (Frontispiece,  No.  4).  Such  fissures 
are,  however,  frequently  met  with  in  women  who  have  no  present 
cervical  metritis,  and  with  a  perfectly  healthy  covering  of  mucous 
membrane,  but  when  they  exist  to  a  great  extent,  especially  if 
they  are  lateral,  they  cause  much  gaping  of  the  os,  and  undoubt- 
edly they  add  to  the  difliculty  of  cure,  and  tend  to  promote  or 
perpetuate  the  chronic  infiammatory  condition.  Their  surgical 
treatment  has  during  the  last  few  years  become  a  subject  of  con- 
siderable discussion,  but,  bearing  in  mind  our  desire  to  separate 
the  consideration  of  metritis  from  that  of  complications  which  are 
not  essential  to  it,  we  shall  return  to  that  matter  again,  and  we 
shall  also  consider  a  little  more  minutely  in  the  next  chapter  the 
varieties  of  these  chronic  local  affections. 

Treatment. — ^Taking  the  affection  of  chronic  cervical  endo- 
metritis in  its  most  common  and  only  moderately  severe  form, 
how  far  can  it  be  made  the  subject  of  legitimate  and  successful 
treatment?  The  first  thing  to  bear  in  mind  is  that  it  is  almost 
always  an  expression  of  constitutional  or  general  disorder,  and 
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this  applies  equally  to  those  cases  where  there  is  nothing  more 
than  a  catarrhal  discharge,  and  to  those  in  which  the  signs  of 
more  advanced  pathological  changes  are  manifest.     Chronic  endo- 
cervicitis  of  the  hospital  out-patient  room  is  almost  incurable,  for 
the  simple  reason  that  we  cannot  cure  the  underlying  constitu- 
tional state.     To  cure  the  disease  we  must,  as  in  chronic  vaginitis, 
first  cure  the  patient.     To  recapitulate  all  the  stet)s  which  may, 
in  individual  cases  be  necessary,  wuuld  be  to  write  a  treatise  on 
hygiene.    The  food  must  be  made  suitable  to  the  patient's  diges- 
tion, which  must  in  turn  be  remedied  when  faulty.     All  the  re- 
sources of  the  physician  may  be  called  forth  to  combat  impaired 
nutrition  in  its  protean  forms,  and  to  restore  healthy  innervation. 
In  the  next  place  we  must  ask  ourselves.  Is  the  cervical  affection 
a  result  of  the  disordered  circulation  due  to  uterine  or  pelvic 
disease  of  another  character — to  flexions  of  the  uterus,  to  pelvic 
congestion  of  ovarian  origin,  or  to  old  pelvic  inflammatory  mis- 
chief?   If  80,  these  must  be  treated  pari  passu^  or  generally  as 
antecedent  to  successful  removal  of  the  cervical  condition.     Next 
we  must  see  if  there  is  anything  wrong  with  the  sexual  relations 
of  the  patient.     Masturbation  is  a  difficult  matter  to  approach. 
I  believe  it  to  be  more  rare  in  the  female  than  is  often  supposed, 
in  spite  of  some  very  objectionable  statements  and  experiments 
which  have  recently  appeared  in  our  periodic  literature,  and  to 
which  1  prefer  not  to  make  more  specific  reference ;  but  there  are 
cases  in  which  it  becomes  the  duty  of  the  physician  to  suspect, 
and  to  give  such  advice  as  his  most  delicate  instincts  will  suggest 
Abuse  of  the  marital  functions  can  always  be  ascertained  through 
the  husband.     Too  frequent  child-bearing  has  but  one  sure  rem- 
edy.    Frequently-repeated  •  miscarriages  are  the  bane   of  female 
married  existence.     Next,  the  possibility  of  upward  extensii»n  of 
chronic  inflammation  from  the  vagina  must  be  borne  in  mind, 
and  chronic  vaginitis  must  be  treated  in  the  usual  way,  especially 
if  there  is  any  gonorrhoeal  taint.     All  these  things  being  borne  in 
mind  (and  though  to  the  tyro  they  may  seem  interminable,  yet  to 
the  practical  physician  they  for  the  most  part  fall  in  with  his 
daily  routine  of  observation  and  instruction)  what  remains  to  be 
done  of  a  local  nature,  and  how  far  will  it  conduce  to  successful 
removal  of  the  affection?    I  fear  it  is  an  undoubted  fact  that 
much  opprobrium  has  been  cast  upon  medicine,  and  especially 
upon  its  gynsBcplogical  department,  by  the  ignorant  practice  of 
long-continued  local  applications  to  the  uterus,  in  the  vain  hope 
of  curing  *' ulcerations,"  which  are  no  ulcerations  at  all,  but 
merely  the  evidence  of  a  disordered  mucous  membrane,  which  in 
its  turn  is  only  an  evidence  of  other  uterine  disease,  or  of  a  sys- 
tem below  par.     To  treat  cervical  endo-metritis  it  is  not  enough 
to  be  able  skillfully  to  introduce  a  speculum,  and  to  be  furnished 
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with  a  list  of  caostics,  as  long  as  the  patient's  or  practitioner's  en* 
endurance.  A  complete  knowledge  of  uterine,  ovarian,  and  pel- 
vic disease  is  necessary,  without  which  local  applications  may 
often  be  continued  ad  infinitum  with  no  results  except  of  the  most 
fleeting  nature,  or,  still  worse,  with  results  of  baneful  character. 
Yet  it  is  but  reasonable,  and  it  is  true,  that  while  more  important 
means  are  being  pursued  to  obviate  the  causes  of  cervical  catarrh  or 
inflammation,  some  local  treatment,  at  the  same  time,  may  greatly 
expedite  a  permanent  cure.  What,  then,  are  the  juvantia  et  l^dentia* 
tobe  used  or  avoided?  Speaking  of  such  ordinary  cases  as  have  been 
described,  I  have  no  hesitation  in  placing  in  the  latter  class — in  the 
class  of  hurtful  remedies — all  powerful  escharotics  which  have  for 
their  purpose,  or  *  ffect,  the  destruction  of  the  membrane  itself,  of 
its  mucous  follicles,  or  of  any  other  physiologically  essential 
structure.  Nitric  acid,  .fluid  nitrate  of  mercury,  glacial  acetic 
acid,  chromic  acid,  the  actual  cautery,  caustic  potash,  and  other 
strong  remedies  of  this  kind,  must  be  utterly  tabooed  as  wrong 
in  principle  and  in  practice.  They  may  for  a  time  arrest  the 
action  of  a  suppurating  surface,  by  utterly  destroying  it,  but  they 
leave  untouched  the  source  of  disease,  and,  as  long  as  there  is  any 
mucous  surface  left,  the  unhealthy  action  will  continually  recom- 
mence. When  all  is  destroyed  we  shall  only  have  the  disease 
transferred  to  the  deeper  tissues,  with  every  symptom,  except 
perhaps  free  suppuration,  aggravated.  Moreover,  we  shall  almost 
certainly  bring  about  a  state  of  contraction  of  the  passage  which 
may  lead  to  much  subsequent  suflTering  from  dysmenorrhoea  or 
hffimatometra.  To  be  of  use,  local  remedies  should  be  of  such  a 
character  ^  will  merely  modify  disordered  action,  and  should 
stop  far  short  of  destruction.  A  list  of  such  remedies  need  not 
be  a  long  one;  we  must  trust  to  their  judicious  and  timely  use 
rather  than  to  their  numbers.    Such  a  list  would  comprise — 

1.  The  use  of  cervical  tents. 

2.  Scarification  or  incision. 
8.  Hot  water. 

4.  Antiseptic  and  astringent  vaginal  injections. 

5.  Glvcerine  and  glyceroles. 

6.  Otner  local  alteratives;  carbolic  acid ;  iodine  5  iodoform; 

nitrate  of  silver ;  bismuth  ;  sulphate  of  zinc. 
1.  Tents. — ^The  use  of  tents  (fig.  2'»)  is  limited  in  endo-cervicitis, 
and  when  the  aflfection  is  even  subacute  it  should  be  forbidden. 
When,  however,  the  red  villous  surface  is  thick,  and  when  it  is 
diflScult  or  impossible  to  apply  remedies  within  the  cervix,  the 
introduction  of  a  small  tent  for  a  few  hours  (I  prefer  the  sponge 
tents  for  this  purpose)  will  produce  the  requisite  amount  of 
dilatation,  and  its  compressive  action  will  often  be  found  to  ex- 
cite absorption  to  a  considerable  degree.    A  clean,  well-carboliz^    . 
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tent,  not  retained  too  long,  will  seldom  do  more  than  this,  but  in 
irritable  patients,  or  when  there  is  any  febrile  action  present,  or 
when  there  is  any  evidence,  or  even  suspicion,  of  former  pelvic 
inflammation,  the  risk  of  other  consequences  should  never  be 
run. 

2.  Scarification  or  Incision  of  the  os  externum.  This  remedy  is 
also  one  requiring  consideration  before  it  is  used.  When  the  08 
uteri  is  contracted,  when  dysmenorrhoea  is  present,  and  when 
there  is  considerable  engorgement  of  the  surrounding  viscera,  two 
or  three  incisions,  J  in.  deep,  dividing  what  may  be  termed  the 
external  sphincter,  will  often  do  good  by  letting  a  little  blood 
flow,  and  it  prevented  from  healing  by  the  occasional  insertion  of 
the  point  ot  a  bougie,  the  enlarged  opening  of  the  os  will  be  of 
use  in  ^he  subsequent  treatment.  Frequent  scarifications  are 
seldom,  if  ever,  necessary,  and  are  never  without  some  risk,  how- 
ever slight,  from  septic  absorption. 

3.  JHoif  Water. — ihave  already  so  often  referred  to  the  value  of 
Emmet's  treatment  by  hot-water  injections  (105°  to  110°),  with 
the  raised  pelvis,  as  a  means  of  diminishing  pelvic  congestion, 
that  I  need  only  here  state  that  the  practice  is  also  Qf  not  infre- 
quent advantage  in  cases  of  chronic  cervical  endo- metritis,  as  a 
means  of  combating  the  symptoms  of  pelvic  fulness  and  tension, 
which  are  sometimes  a  consequence  of  cervical  affection,  but  more 
often  a  cause  of  its  long  persistence.  It  may  be  used,  night  after 
night,  for  a  week  or  two,  until  the  symptoms  have  abated,  and  it 
does  not  contra-indicate  the  use  of  other  remedies  during  the 
day. 

4.  Antiseptic  and  Astringent  Vaginal  Injections. — As  %,  rule,  mere 
astringent  vaginal  injections  have  little  influence  on  endo-metritis. 
They  do  not  reach  the  whole  of  the  affected  part,  and  their  use 
may  even  prove  irritating  and  hurtful.  But,  bearing  in  mind  the 
frequency  with  which  catarrhal  extension  from  the  vagina  to  the 
cervix  takes  place,  and  also  the  important  part  played  by 
leucocytic  bodies  in  the  propagation  and  causation  of  suppurative 
disease,  it  will  be  found  that  in  many  cases,  where  chronic  puru- 
lent discharge  is  abundant,  whether  from  the  cervix  itself  or  from 
the  vagina,  copious  antiseptic  injections  of  carbolic  acid,  boracic 
acid,  or  other  substances  mentioned  in  connection  with  vaginitis, 
exert  a  marked  and  favourable  influence  on  ordinary  endo-cervi- 
citis.  They  can  be  used  by  the  patient  herself  in  the  intervals 
between  the  physician's  visits. 

5.  Glycerine  and  Glyceroles.—QlyceTine  exerts  a  remarkable 
local  influence  on  the  uterus,  not  exactly  specific,  but  dependent  on 
its  property  of  extracting  moisture  from  the  uterus  and  from  the 
contiguous  parts,  thus  tending  to  diminish  their  bulk,  and  alter- 
ing the  action  of  their  secreting  surfaces.     It  is  therefore,  in  all 
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cases  of  metritis,  and  especially  where  the  cervix  is  chiefly  af- 
fected, a  most  valuably  remedy.  Even  when  merely  injected  into 
the  vagina  (Si.  ad.  aqflsd  Sii.)  it  occasionally  produces  beneficial 
effects,  out  to  assure  its  full  action  it  must  be  used  in  the  form  of 
tampon,  as  directed  above.  Under  this  treatment,  continued  for 
a  week  or  two,  or  alternated  nightly  with  the  hot-water  treat- 
ment, many  most  unpromising  cases  speedily  improve.  The  swell- 
ing of  the  cervix  diminishes,  and  the  discharge,  at  first  more 
abundant  but  more  watery,  diminishes  also,  while  tenderness  and 
the  feeling  of  weight  disappear.  It.is  a  veritable  local  alterative, 
and  injures  nothing.     No  speculum  is  needed  for  its  use.     The 

Eatient  herself  can  insert  the  plug  and  push  it  steadily  but  gently 
ome  with  the  vaginal  injection  tube  The  glycerine  plug  may 
also  be  made  the  means  of  using  astringent  or  antiseptic  suDstan- 
ces,  such  as  do  not  require  to  be  accurately  applied  to  the  cervix, 
and  the  glyoeroles  of  tannic  and  carbolic  acid  are  especially  useful. 
They  may  be  used  in  the  proportion  of  about  one-half"  to  one- 
fourth  of  the  oflScinal  strength. 

6.  Otfier  Local  Alteratives. — Verv  many  substances  have  thus 
been  used,  and  highly  recoramendea.  I  have  pronounced  strongly 
jujfainst  those  which  are  too  powerful  or  escnarotic,  on  grounds 
which  I  think  valid,  except  in  cases  of  special  severity,  to  be 
afterwards  separately  considered.  The  best  local  alterative  I 
know  is  carbolic  acid,  used  only  of  sufficient  strength.  Pure  car- 
bolic acid  ranks  to  a  slight  extent  with  the  destroyers  of  tissue. 
But  diluted  two  or  three  times  with  glycerine,  and  applied  to  the 
affected  surface  only,  it  exerts  a  healthy  alterative  influence, 
while  its  sedative  action  on  pain  is  not  lost.  My  colleague,  Dr. 
D.  Lloyd  Roberts,  was  one  of  the  first  to  call  attention  to  this 
beneficial  use  of  carbolic  acid.  Iodoform  ranks  perhaps  next  as 
a  useful  and  safe  alterative,  but  its  nauseous  smell  is  somewhat 
against  it.  Mixed  with  four  or  five  parts  of  balsam  of  tolu  or  of 
ou  of  cassia,  it  is  sufficiently  active,  and  its  unpleasantness  is  much 
diminished.  Iodine  exerts  its  alterative  influence  when  applied 
locally  to  the  cervix.  It  is  strong  enough  for  this  purpose  in  a 
solution  of  20  ^rs.  to  the  ounce  of  glycerine,  with  a  tew  drops  of 
spirit,  and  I  think  that,  as  for  ^most  local  remedies,  glycerine  is 
the  best  solvent,  the  absorption  being  slower  and  more  certain. 
All  these  remedies  must  be  applied  carefully  and  accurately  to 
the  abraded  and  secreting  surlace  of  the  os  and  cervix.  For  this 
purpose  the  Playfair's  probe  (fig.  9)  suffices,  and  the  duck-bill  or 
bi-valve  speculum  will  be  necessary  if  there  is  much  laceration. 
The  probe  is  slightly  bent,  so  as  to  follow  the  cervical  canal,  then 
well  coated  with  cotton.  The  fluid  is  thoroughly  soaked  into  it, 
aod  all  redundant  fluid  is  wiped  off.  The  outer  circle  of  granula- 
tion is  smeared  with  it,  and  it  is  passed  into  the  cervix  as  far  aa 
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po88ible  without  force.  Such  fluid  as  tends  to  run  down  into  the 
vagina  is  wiped  away,  or  a  dossil  of  cotton  moistened  with 
glycerine  may  be  placed  at  the  upper  end  of  the  vagina,  with  a 
thread  attached  by  which  the  patient  may  remove  it.  Where 
iodine  is  used,  this  plug  is  especially  desirable,  to  avoid  injury  to 
fixe  patient's  linen.  With  regard  to  all  these  applications,  it  most 
be  borne  in  mind  that  thev  are  only  part  of  a  system  of  treatment, 
that  their  good  effects  will  be  observable  atter  a  few  applications^ 
at  intervals  of  from  three  to  seven  days,  if  at  all,  and  that  the 
absence  of  visible  results  should  lead,  not  to  perpetual  and  use- 
less repetition,  but  to  a  renewed  search  for  other  than  local  means 
of  treatment.  Nitrate  of  silver  has  been  much  abused  by  being 
applied  iu  stick,  and  with  great  frequency.  Used  thus,  it  pro- 
duces destructive  effects,  but  applied  only  occasionally,  in  mode- 
ratelv  strong  solution,  say  15  grs.  to  the  ounce,  it  simply  modifies 
or  alters  the  state  of  the  parts,  and  is  a  useful  adaition  to  our 
remedies  of  the  kind.  Sulphate  of  zinc  or  copper  is  open  to 
nearly  the  same  objection.  In  ordinary  endo-metritis,  the  sticks 
of  the  solid  salts,  intended  to  be  inserted  into  and  left  in  the  cer- 
vix, become  too  escharotic  There  is  no  objection  to  these  agents 
as  styptics  merely,  in  strong  solution,  or  lightly  applied  in  the 
solid.  In  irritable  states,  when  all  local  applications  or  examina- 
tions seem  to  aggravate  discomfort,  and  increase  the  signs  of 
disease,  bismuth  nitrate  or  carbonate,  is  often  of  great  value.  It 
should  be  used  as  nearly  as  possible  pure,  in  fact  applied  to  the 
raw  surface  in  powder,  by  a  pledget  of  dry  cotton,  or  by  insuffla- 
tion. The  oleates  of  lead  and  zinc  have,  however,  a  similar 
soothing  effect. 

I  have  spoken  of  a  graver  type  of  chronic  cervical  endo-metritis, 
in  which  the  use  of  remedies,  ctherwise  forbidden,  may  be 
necessitated  (Frontispiece,  No.  5).  Such  cases  are  characterised 
by  the  kind  of  granulations  met  with,  these  being  thick,  sprout 
ing,  and  vascular  to  a  much  greater  degree,  unamenable  to 
orainarv  alteratives,  and  preventing  any  success  in  creating  again 
a  healthy  surface.  The  glandular  tissue  is  largely  destroyed. 
Such  cases  are  always  complicated  with  parenchymatous  inflam- 
mation, and  often  with  corporeal  endo-metritis,  and  they  are 
especially  common  in  connection  with  wide,  gaping  tears  of  the 
cervix.  They  are  generally,  if  not  always,  the  sequel  of  neglected 
treatment,  or  of  treatment  based  from  the  first  on  the  use  of 
destructive  local  applications.  But  now  the  destruction  of 
fun  gating  tissues  becomes  a  necessity,  in  the  hope  that  natnre 
will  supply  some  sort  of  reparative  covering  of  the  parts,  even  if 
it  be  physiologically  imperfect.  In  such  cases,  a  fair  trial  having 
been  given  to  the  remedies  just  described,  especially  to  the  use  of 
hot  water,  glycerine,  and  iodine  or  carbolic  acid,  something  more 
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most  be  done  to  check  the  wastiDe  discharges,  purulent  and  often 
sangoineous,  to  relieve  continual  pain,  to  restore  a  passively 
qaiescent,  it  not  absolutely  healthy  surface.  The  thick  fungositiee 
mast  be  completely  de-troyed,  and,  the  necessity  being  recognised, 
no  half  measures  are  advisable.  The  question  of  reuniting  the 
torn  edges  of  the  fissures  which  may  exist  will  be  discussed 
further  on.  To  destroy  the  unhealthy  diseased  surface,  and  to 
restore  what,  by  comparsion,  may  be  termed  a  healthy  one,  two 
methods  are  at  our  disposal — the  one  by  mechanically  scrap- 
ing and  tearing  them  away,  the  other  by  destroying  them 
with  escharotics.  For  the  former  purpose,  the  whole  visible 
fungating  surface,  when  well  exposed  by  the  duck-bill  specu- 
lum and  adjuncts,  may  be  shaved  with  a  sharp  knife,  just  as 
is  done  preparatorv  to  plastic  stitching  of  torn  portions ;  indeed, 
it  is  verv  probable  that  much  of  the  good  eftect  ensuing  from 
some  of  the  plastic  operations  referred  to  is  the  result  merely  of 
the  paring  away  of  diseased  tissues.  A  curette  is  commonly  used 
for  the  purpose.  This  in8trument,originally  invented  or  used  tor  the 
purpose  by  Recamier,  hap  been  previously  described,  and  any  of  the 
modfiications  by  Sims  (fig.  57),  Thomas,  Simpson,  or  others,  will 
bcrve  for  the  cervix.  This  is  well  exposed  and  fixed,  and  every  por- 
tion of  redundant  granulation  is  freely  scraped  away.  Hsemorahage 
is  then  arrested  by  the  application  to  the  whole  surface  of  strong 
iodine  solution  (lin.  iod.),  or  of  carbolic  acid  (1  in  5  or  6  parts). 
Only  seldom  is  a  plug  required  for  haemorrhage  alone.  The  raw 
surface  is  subsequently  treated  as  in  ordinary  endo-metritis. 

For  chemical  destruction  of  the  redundant  granulations  any  of 
the  strong  escharotics  may  be  used,  but  nitric  acid  is  most  fre- 
quently employed  in  non-malignant  disease.  It  requires  the  same 
tree  exposure  of  the  parts.  Every  portion  must  be  freely  touched, 
care  being  taken  to  allow  none  to  run  down  into  the  vagina,  and 
it  is  a  necessary  precaution  to  pack  a  pledget  of  cotton,  well 
soaked  in  carbonate  of  soda  or  potash  solution,  into  the  upper 
part  of  the  vagina  below  the  projecting  cervix.  This  receives 
and  neutralises  any  overflowing  drops.  On  the  whole,  the  re- 
moval by  curette  or  knife  is  tlie  more  satisfactory  plan,  but  the 
nitric  acid  may  be  used  if  a  second  or  third  operation  be  required. 

Chronic  Corporeal  Endo-metritis. 

We  turn  row  to  endo-metritis  of  the  fundus  or  body  of  the 
uterus.  This  id,  fortunately,  to  any  great  extent,  a  much  less 
common  affection  than  that  of  the  cervix,  although  authorities 
differ  as  to  their  precise  relative  frequency.  It  is  clearly  demon- 
strated by  numerous  ;?o5/-mor^em  observations  that  endo-metritis 
frequently  terminates  abruptly  at  a  boundary  line  corresponding 
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with  the  08  internum,  the  upper  or  the  lower  portion,  corporeal 
or  cervical,  being  alone  aflFected.  But  there  is  considerable  differ- 
ence of  opinion  as  to  the  frequency  of  cases  in  which  no  such 
boundary  line  exists,  where  undoubted  and  visible  cervical  endo- 
metritis is  accompanied  by  that  of  the  body  of  the  uterus.  As 
the  symptoms  of  nie  two  affections  scarcely  differ,  except  in  de- 
gree, the  question  is  frequently  insoluble  in  individual  cases,  and 
the  presumptive  evidence  in  favour  of  the  combination  can  only 
be  found  in  the  existence  of  the  enlargement  of  the  uterine  body, 
in  the  tenderness  of  the  fundus,  which  is  felt  on  the  introduction 
of  the  sound, — often  a  highly  characteristic  feature  of  corporeal 
endo-metritis  existing  alone, — in  the  resistance  of  an  apparent 
slight  case  to  rational  treatment,  and  in  the  much  greater  liability, 
in  the  corporeal  affection,  to  menstrual  troubles.  It  appears  pro- 
bable, however,  that  many  cases  of  the  corporeal  endo-metrial 
affection  recover  spontaneously  when  the  accompanying  cervical 
affection  is  cured  ;  and  this  may  or  may  not  depend  on  the  more 
complete  organic  change  whicn  the  corporeal  mucous  membrane 
periodically  undergoes.  Although  Williams  and  others  have 
taught  us  much  as  to  the  very  difierent  anatomical  relations  which 
the  corporeal  mucous  membrane  bears  to  its  subjacent  structures 
from  those  which  are  met  with  in  the  case  of  the  cervix,  and  al- 
though we  know  how  different  are  the  physiological  functions  of 
the  body  and  cervix,  yet  pathologj^  has,  so  far,  done  little  or 
nothing  to  elucidate  differences  of  clinical  importance  between 
the  chronic  inflammatory  affections  of  the  body  and  cervix, 
beyond  showing  that  chronic  inflammation  may  affect  each  sepa- 
rately and  solely,  or  in  combination  ;  and  it  is  not  without  con- 
sideration that  I  have  omitted  much  as  yet  quite  unreliable  infor- 
mation as  to  the  pathological  bearings  of  the  whole  subject. 

Causation. — In  addition  to  the  causes  which  lead  to  cervical 
endo-metritis,  obstruction  to  the  menstrual  flow,  with  consequent 
retention  of  its  products  within  the  uterus  for  a  time,  ranks  as  a 
not  infrequent  cause  of  the  corporeal  disease.  This  may  occur 
from  cold,  shock,  exanthematous  fevers,  or  other  causes  of  acute 
suppression,  or  from  frequent  retention  due  to  stenosis  of  the  cer- 
vix, and  accompanied  by  dysmenorrhoea ;  and  a  large  proportion 
of  this,  as  well  as  of  all  other  forms  of  chronic  inflammation,  is 
traceable  to  irregular  con  val^ence  after  parturition,  and  still  more 
after  abortion,  in  obstinate  displacements  of  the  uterus,  either 
flexions  or  prolapse,  we  frequently  have  accompanying  corporeal 
endo-metritis,  greatly  relieved  by  their  reposition.  The  displace- 
ment or  the  metritis  may  figure  as  cause  or  effect  of  each  other 
in  turn.  In  the  case  of  polypus  or  of  sub-mucous  fibroids  also, 
the  accompanying  leucorrhoeal  discharge  is  not  infrequently  the 
result  of  an  actual  chronic  inflammatory  state.     The  influence  of 
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the  syphilitic  cachexia  in  producing  chronic  endo-metritis  is  not 
clearly  determined.  As  in  cervical  endo- metritis,  there  is  fres 
quently  a  predominant  affection  of  the  glandular  element  of  the 
tissues,  accompanied  by  vascular  proliferation  ;  and  there  is  the 
same  tendency,  in  neglected  cases,  to  gradual  destruction  of  the 
glandular  structures,  which  is  perpetuated  in  every  new  monthly 
rebuilding  of  the  lining  wall.  Sterility  is  the  rule,  as  might  be 
supposed,  during  the  continuance  of  corporeal  endo-metritis  ;  and 
when  conception  does  occur,  it  probably  implies  some  return  to 
the  condition  of  health,  which,  if  abortion  can  be  avoided,  mav 
prove  permanent  I  know  cases,  however,  where,  in  spite  of  all 
c^re,  severe  chronic  endo-metritis  and  normal  pregnancy  have  al- 
ternated for  several  years. 

The  treatment  of  chronic  endo-metritis  of  the  body  of  the 
uterus  is  conducted  on  the  same  principle  as  is  that  of  the 
cervix,  although  the  circumstance  of  its  comparative  inacoessi- 
bitity  to  local  remedies  throws  special  difficulties  in  our  way. 
All  that  has  been  said  before  as  to  the  supreme  neces- 
sity for  hygienic  treatment,  and  as  to  the  removal,  if  possible,  of 
uterine  displacements,  and  of  all  causes  of  uterine  engorgement 
or  irritation,  applies  equally  here.  I  am  satisfied  also  that  the 
same  distinction  should  be  drawn  between  the  use  of  the  milder 
alterative  local  applications  and  of  the  more  destructive  ones.  It 
id  as  barbarous  ana  as  unscientific  hastily  to  apply  strong  destruc- 
tive acids  to  the  interior  of  the  uterus  as  to  the  cervix ;  to  the 
former  it  is  even  more  hurtful,  and  I  cannot  but  think  that  curet- 
ting of  the  interior  of  the  uterus  has  also,  of  late  years,  been  much 
over-done.  The  introduction  of  remedies  into  the  cavity  of  the 
uterus  is  not  so  slight  a  matter  as  mere  book  descriptions  might 
lead  many  a  tyro  to  suppose.  None  but  gynsecologists  are  aware 
how  often  its  unskilful  or  unprepared-for  employment  leads  to 
acute  or  subacute  attacks  which  leaves  matters  worse  than  before. 
Turning  back  to  our  local  list  of  remedies  in  cervical  disease  (p. 
211),  let  us  see  how,  and  how  far,  they  are  available  in  the  cor- 
poreal affection. 

1.  The  use  of  tents^  and  of  scarification  of  the  os  externum,  is  oc- 
casionally required  for  the  same  purposes  as  in  cervical  disease, 
hut  it  is  more  frequently  a  jiecessity  in  the  corporeal  affection, 
partly  because  this  so  often  depends  on  obstructive  dysmenorrhcBa, 
when  dilatation  in  some  form  may  be  considered  as  curative  in  it- 
self, aud  partly  because  the  application  of  internal  remedies  to 
the  uterus  demands  as  a  preliminary  that  there  should  be  a  clear 
inlet  for  the  introducing  medium,  and  a  clear  outlet  for  all  super- 
abundant fiuids,  and  for  all  coa^ula  or  albuminoid  products  to 
which  the  remedies  may  give  rise. 

2.  The  use  of  hot  water ^  in  the  same  way,  has  the  sanae  great 
beneficial  effect  as  iu  cervicial  affections.  Digitized  by  CjOOQIc 
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8.  Vaginal  injections^  others  than  those  of  hot  water,  cannot  in 
toy  way  directly  affect  the  corporeal  disease,  but  indirectly  they 
may  prove  useful  as  local  tonics  or  as  destroyers  of  leucocytic  con- 
veyers of  disease,  the  influence  of -which  may  extend  in  every  con- 
ceivable direction,  and  is  not  bounded  by  anatomical  sphincters  or 
^even  organic  tissues,  although  so  compen tent  an  observer  as  Mr. 
Wharton  Jones  is  not  yet  satisfied  on  this  point  (Lancet^  Oct  11, 
1884,  p,  630). 

4.  Glycerine^  used  as  above  directed,  exerts  an  influence  on  every 
form  of  uterine  or  pelvic  engorgement,  and  should  therefore  not 
be  forgotten  even  in  a  case  of  the  most  clearly -defined  endo-ooiv 
poreal  affection. 

5.  Local  Alteratives.^ — ^I  feel  inclined  to  limit  the  number  of 
local  alteratives  as  strictly  as  before,  and,  however  numerous  the 
suggested  remedies  of  the  kind  may  be,  personal  conference  with 
many  distioguished  specialists  confirms  me  in  the  belief  that  these 
fulfil  nearly  all  the  requisite  indications.  Carbolic  acid,  iodoform, 
iodine,  and  nitrate  of  silver  may  be  taken  as  at  any  rate  the  types 
of  substances  to  be  used ;  and  if  they  do  not  avail  to  produce  the 
desired  effects,  I. fear  that  little  can  be  hoped  for  from  others  ot  a 
similar  kind.  These  four  remedies,  or  others  that  may  be  experi- 
mented with,  may  be  used  in  the  following  modes  :* — 

(A.)  By  Medicated  Tents. — There  are  two  ways  in  which  the 
tent  may  be  made  instrumental  in  introducing  remedies  into  the 
uterus.  By  the  one  method  the  substance  intended  to  be  used  is 
mixed  with  gelatine,  gum,  or  cocoa  butter,  in  such  proportions  as 
to  obtain  sufficient  temporary  coherence  to  allow  the  mass  to  be 
rolled  into  a  pencil  and  inserted  through  the  os  internum,  it 
being  then  left  and  allowed  to  melt.  Unless  the  os  be  well  dil- 
ated, something  in  the  form  of  a  special  instrument  is  required. 

^  I  use  this  somewhat  vague  word  **  alterative  "  in  all  cases  as  meanlDg:  that  n^htcb 
influences  beneficially  the  nutrition  of  parts,  or  of  the  whol^  system,  as  the  case  maybe, 
independently  of  any  other  very  clearly  definable  action. 

s  Giving,  as  I  advisedly  do,  such  a  limited  number  of  substances  applicable 
for  our  present  purpose,  I  think  it  right  nevertheless  to  mention  the  following 
list  of  medicinal  agents  for  intra-utenne  application,  tskken  from  Dr.  P.  Mund6*s 
work  on  Minor  Gynaecology : — 

1.  Caustics Mild:  nitrate  of  silver,  iodised  phenoh,  carbolic  acid,  pyrolig- 

neous  acid.    Strong :  nitre  acid,  chromic  acid,  acid  nitrate  of  mercury,  bromine, 
chloride  of  zinc,  actual  cautery. 

2.  Astringents  and  Styptics. — Sulphate  of  zinc  or  copper,  alum,  nitrate  of 
silver,  tannm,  persulphate  or  perchioride  of  iron,  tincture,  of  iodine,  Hydrastis, 
eucalyptus,  resin,  pinus  canadensis. 

3.  Alteratives. — Iodine,  iodoform,  iodised  phenol,  galvanic  current. 

4.  Stimulants. — Carbolic  acid,  faradic  current. 

5.  Narcotics. — Opium,  belladonna,  iodoform. 

6.  Disinfectants. — Carbolic  and  salicylic  acid,  thymol  permanganate  of 
potash. 

7.  Oxytocic. — ^Ergot. 
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If  the  mass  is  moderately  firm  and  the  os  moderately  dilated, 
Barnes's  instrument  (fijf.  SI)  may  suffice,  but  under  other  circum- 
stances the  tent  must  be  placed  in  a  large  truncated  catheter  with 
a  well-fitting  stylet — a  small  piston  tube,  in  fact — and  so  pushed 
through  the  os  internum.  The  other  form  of  medicated  tent  is 
the  orainary  sponge  instrument,  impregnated  at  its  first  construc- 
tion with  the  necessary  fluids  of  solutions.  Alteratives  or  as- 
tringents can  undoubtedly  be  thus  introduced,  but  however  agree* 
able  it  may  be  to  fulfill  two  indication^by  one  procedure,  there  is 
always  the  objection  that  the  drug  thus  used  is  retained  for  many 
hours,  no  matter  what  its  affects.  I  think  this  method  is  there- 
£oro  inferior  to  others,  except  in  the  case  of  antiseptic  remedies,  in 
reasonable  quantities. 

(B.)  As  Ointments. — Most  remedies  may  be  introduced  in  this 
form,  and  in  any  requisite  Strength,  and  the  purpose  is  thus  fah*ly 
well  served,  when  a  slow  alterative  action  is  required.    The  best 


Fie.  106.— OtDtment  Syringe. 


excipi^nt  is  vaseline,  and  with  one  drachm  of  this  may  be  incor- 
porated carbolic  acid,  gr.  i.  ad.  iii.,  iodoform  gr.  v.,  tannin  gr.  x., 
plumb,  iodid.  gr.  v.,  zinci  svlpho-carbolatis  gr.  v.,  other  similiar 
agents.  A  syringe  with  a  long  vulcanite  nozzle  (fig.  106)  is  suit- 
able for  this  purpose,  if  the  ointment  is  semi-fluid. 

(C.)  As  Solid  Substances. — Morsels  of  nitrate  of  silver,  sulphate 
of  zinc,  or  other  powerful  agents,  may  be  introduced  into  the 
uterus  by  modifications  of  Lallemand's  well-known  porte-causti- 
quc,  but  the  effect  is  so  uncertain,  often  so  severe,  and  so  incapa- 
ble of  being  localised  at  the  desired  points,  that  this  method 
seems  to  me  to  possess  no*  advantage  over  others  of  a  more  certain 
character.  I  have  no  experience  of  insufflation  of  solid  sub- 
stances, such  as  iodoform  in  powder,  into  the  uterus,  except  in 
postpartum  septicsemia,  but  if  such  powders  seemed  desirable,  I 
would  prefer  to  introduce  them  adhering  to  an  ordinary  cotton- 
coated  rlayfair's  probe  well  smeared  with  vaseline. 

(D.)  As  Injections. — Nothing  is  more  easy  than  to  introduce  a 
small  vulcanite  or  metal  nozzle  into  the  uterus,  and  through  it  to 
inject  the  smallest  quantity  of  the  most  attenuated  solution,  of  any 
desired  substance,  into  the  uterine  cavity.  Previous  dilatation  of 
the  cervix  and  the  use  of  a  double  tube  should,  one  would  sup- . 
pose,  make  absolutely  sure  that,  however  the  uterus  may  contract 
under  the  stimulus,  there  would  follow  no  forced  entrance  of  any 
of  the  fluid  into  the  narrow  openings  of  the  Fallopian  canals,  no 
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shock  to  the  system  from  suddenly  dilating  the  uterus,  and  no 
peritonitis  from  either  of  these  causes.  Yet  with  all  these  ppe- 
cautions,  intra-uterine  injections  have  often  proved  fatal  from  the 
above  causes,  and  in  able  hands.  Certain  as  they  are,  therefore, 
to  convey  the  remedy  to  all  parts  of  the  surface,  I  look  upon  them 
with  the  utmost  suspicion,  and  would  advise  the  younff  practi- 
tioner, at  any  rate,  to  have  nothing  to  do  with  them  m  endo- 
metritis. I  need  hardly  say  that  this  condemnation  in  no  way 
applies  to  the  use  of  the  fii^l  sized  double  catheter,  with  well  di- 
lated OS  and  cervix  uteri,  for  copious  intra-uterine  injections  of  hot 
or  cold  water,  of  antiseptic  fluids,  or  of  iron  or  iodine  solutions, 
in. the  atonic  haemorrhages  or  foetid  retentions  of  labour,  abortion*, 
or  intra-uterine  tumours. 

(E.)  By  Painting  or  Swabbing  the  Uterine  Mucous  Lining. — ^This 
is,  and  will,  I  believe,  continue  to  be  the  most  available  mode  of 
applying  nearly  all  substances,  alterative,  astringent,  antiseptic, 
or  even  corrosive,  to  the  interior  of  the  uterus,  in  ordinary  gynae- 
cological practice.  It  fulfils  all  the  necessary  conditions,  applying 
the  remedy  in  any  required  strength  to  all  parts  of  the  endo-me- 
trinm,  by  means  of  common  and  easily-managed  apparatus.  A 
well-made  Playfair's  probe^  and  some  good  absorbent  cotton-wool, 
and,  most  iiuportaut  of  all,  the  acquired  skill  of  applying  the  one 
to  the  other  in  sufficient  bulk,  are  the  sole  requisites.  The  cotton 
must  be  firmly  twisted  on  to  the  applicator,  so  that  there  may  be 
no  risk  of  its  slipping  off,  and  yet  its  outer  layers  nmst  remain 
loose  enough  to  absorb  fluid  easily  and  freely,  and  all  superabun- 
dant fluid  must  be  removed.  '  The  cervix  must  be  sufficiently 
patulous  to  allow  of  its  passage,  or  must  be  dilated  by  bougies  or 
by  tent.  The  probe,  more  or  less  curved,  is  passed  at  once  to  the 
fundus  uteri,  and  gently  turned  round  so  as  to  squeeze  out  the 
fluid,  and  apply  it  to  the  whole  surface.  Such  applications  ot 
alterative  substances  may  be  made  every  three  or  four  days,  the 
solution  used  being  of  the  same  strength  as  those  for  the  cervix. 

In  very  chronic 
cases,  when  the  dis- 
charge of  pus  is  ex 
cessive,  where  the 
uterus  is  heavy,  and 
the  wearing  back- 
pain  is  constant, 
and  especially  when 

Fig.  107.— Atthlll'B iDtra-uterine  Cannula.  m  en  Or  rhagia  Or 

metrorrhagia  exist, 
it  may  be  presumed  that,  as  in  obstinate  cervical  disease,  the  sur- 
face has  become  covered  with  thick  sprouting  granulations,  neces- 
bitating  the  use  of  the  curette  or  of  strong  acids.     With  such  pre- 
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snmed  condition^,  it  is  always  advisable  to  dilate  the  cervix  fully, 
and  to  introduce  the  finger  ror  the  purpose  of  ascertaining  the  facts 
positively.  Cnrettine  can  then  be  performed  while  the  cervix  is 
still  patulous.  It  will  be  much  more  easy  if  the  opening  be  wide, 
and  free  vent  will  also  be  given  for  the  debris.  An  examina- 
tion of  this  with  the  microscope  will  set  aside  any  possible  doubt 
as  to  the  existence  of  malignant  fungus  of  the  body  of  the  uterus. 
The  curette  used  diould  be  capable  of  being  bent  at  will,  yet 
strong  enough  in  the  hai  die  to  admit  the  use  of  a  little  pressure. 
I  prefer  a  thin  blunt  wire  (fig.  58),  to  a  cutting  edge,  for  intra- 
uterine work.  The  [loop  is  passea  to  the  fundus  and  then  meth- 
odically drawn  downwards,  scraping  all  affected  parts  of  the  ute- 
rine wall  successively  until  they  give  the  impression  of  being 
auite  smooth  The  cotton-wrapped  probe  must  then  be  intro- 
uced,  medicated  with  moderately  strong  carbolic  or  iodine  solu- 
tion, for  the  purpose  <rf  applying  these  substances  to  the  raw  sur- 
f5ftce,  of  preventing  septicity,  and  of  promoting  expulsion  of  all 
debris.  As  a  rule  the  uterus  contracts  freely,  and  aids  in  the 
latter  object. 

If  escharotics  are  preferred,  the  instrument  of  Atthill  (fig.  107) 
is  of  great  value.  It  is  a  kind  of  intra-uterine  speculum, 
jthrough  which  the  probe,  glass  rod,  or  wooden  skewer,  bearing 
nitnc  acid,  can  be  safely  introduced  into  the  uterine  cavity.  In 
severe  chronic  cases,  such  as  described,  but  in  these  alone,  its 
use  is  often  followed  by  speedy  improvement.  The  necessity  for 
a  sufficient  amount  of  previous  cervical  dilatation  is  obvious. 
Chromic  acid  or  bromine  may  be  used  in  a  similar  way.  In  the 
preference  which  I  have  thus  shown  for,  and  in  the  confidence 
which  I  have  endeavoured  to  inculcate  in,  mild  alterative  local 
treatment  of  endo-metritis  in  oontra-distmction  to  the  more  heroic, 
though  perhaps  in  some  cases,  ultimately  necessary,  means,  I  am 
aware  that  I  differ  from  many  whose  opinion  I  deeply  respect. 
It  is  one  of  those  points,  however,  in  treating  of  which  I  should 
be  unfaithful  to  my  task  if  I  did  not  insist  on  the  results  of  my 
own  experience.  I  take  it  for  granted  that  the  milder  remedies 
suggested  are  faithfully  used  and  not  merely  placed  with,  and 
that  the  use  of  the  stronger  remedies  is  to  be  considered  as  justi- 
fied by  the  fair  trial  of  the  milder,  and  not  as  a  confession  of 
previous  error. 

Chronic  Corporeal  Parenchymatous  Inflammation. 

The  whole  pathology  of  this  subject  is  very  obscure,  for 
although  we  undoubtealy  encounter  acute  metritis  of  the  uterine 
parenchyma,  the  changes  which  are  met  with  in  the  chronic  form 
are,  unless  in  the  very  rare  instances  of  chronic  abscess,  not  so 
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evidently  of  inflammatory  origin.  They  are  of.  the  nature  of  a 
hypertrophy  of  the  connective  tissue  of  the  orji^an,  as  apart  from 
its  muscular  elements,  and  it  would  be  difficult  to  say  how  they 
differ  from  what  we  shall  afterwards  meet  with  in  sub-involution 
of  the  uterus.  It  must  be  borne  in  mind,  however,  that  the 
ultimate  tendency  of  inflammation  in  most  structures  is  towards 
connective  tissue  accumulation,  as  we  see,  for  instance,  in  the  so- 
called  fibroid  or  cirrhotic  degeneration  of  other  organs.  Clini- 
cally we  do  have  a  chronically  hypertrophied  condition  of  uterine 
tissue,  sometimes  evidently  commencing  as  acute  inflammation, 
although  more  often  not  clearly  traceable  to  this.  It  is  moreover* 
often  associated  with  endo-metritis,  although  not  infrequently 
free  from  such  association.  Leaving  the  further  elucidation  of 
its  intimate  nature  to  the  pathologist,  we  shall  treat  of  it  as  a 
clinical  phenomenon  and  by  far  too  common  a  one.  The  student 
should  be  familiar  with  the  term  "  areolar  hyperplasia,"  which 
many  writers,  following  Thomas,  use  to  describe  the  hypertrophic 
state  characteristic  of  the  disease. 

The  causation  is  to  be  found,  in  the  majority  of  cases,  in  some- 
thing interfering  with  recovery  from  labour  or  abortion.  Thus  a 
state  of  acute  or  sub-acute  post  partum  inflammation  may  eventu- 
ate in  the  chronic  condition.  Endo-mctritis  may,  by  extension, 
or  by   mere  irritation  and    hypersemic   tendency,   lead   to  the 

garenchymatous  enlargement.  Subinvolution,  if  the  two  things 
e  not  pathologically  almost  one,  may  ultimately  lead  to,  or  be 
inseparable  from,  chronic  metritis,  and  it  is  just  at  the  time  of 
involution  that  changes  in  the  uterine  connective  tissue  are  most 
liable  to  occur,  sometimes  by  absorption,  sometimes  by  deposit. 
Retention  of  postpartum  j)roducts,  lacerations  of  the  cervix, and 
the  habit  of  miscarriage,  all  tend  to  irritation  and  hyj>er8emia, 
and  may  all  aid  in  producing  chronic  metritis.  The  same  may  be 
said  of  the  pelvic  inflammations  or  congestions  so  rife  in  morbid 
recovery  from  labour  or  miscarriage.  These  exciting  pelvic  causes 
exist,  although  less  frequently,  in  the  non-puerpera.  The  abso- 
lute neglect  of  endo-metritis,  or  its  too  early  treatment  by  herioc 
remedies,  may  equally  be  credited  with  an  occasional  share  in  the 
etiology  of  the  parenchymatous  disease.  Uterine  displacements, 
especially  flexions  or  prolapse,  are  most  commonly  associated  with 
parenchj'matous  inflammation  or  hyperplasia,  but  they  are  effects 
of  the  disease  quite  as  often  as  causes.  The  weight  of  the  hyper- 
trophy causes  the  displacement,  but  the  displacement  interferes 
wini  the  circulation,  and  may  cause  or  aggravate  the  chronic  en- 
largement. 

Symptoms. — ^I  cannot  say  that,  as  regards  symptomatology,  I 
can  name  any  well-marked  symptom  which  distinguishes  the 
parenchymatous  from  .the  mucous  disease.    The  symptoms   of 
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pressure  on  the  rectum,  or  bladder,  or  blood-vessels,  are  more  fre- 
quent in  the  former,  but  as  often  8s  not  these  are  due  mainly  to 
resulting  displacements.  Increased  size  of  the  uterus,  minus  free 
purulent  discharge,  may  b^  said  to  be  the  differentiating  sign,  as 
also  the  greater  tendency  to  menorrhagia  or  slight  metrorrhagia 
^^hich  is  found  in  the  parenchymatous  affection,  except  when  the 
endo- metritis  is  complicated  with  free  granulations. 

Diagnosis. — Owing  to  the  enlargement  of  the  bodv  of  the 
uterus,  which  is  the  main  feature  of  chronic  parencnymatous 
metritis,  there  is  a  possibility  of  mistakes  in  diagnosis,  especially 
in  those  cases  where  the  function  of  menstruation  is  in  abeyance, 
or,  as  is  much  more  commonly  the  case,  excessive  or  irregular 
The  uterus  may  be  thus  moderately  enlarged  in  early  pregnancy, 
or  when  it  is  the  subject  of  fibroid  tumour,  or  polypus,  or  fundal 
cancer;  and  pelvic  exudations  of  lymph  or  solidified  blood 
(perimetritis  or  hsematocele),  may  simulate  or  accompany  the  en- 
largement of  chronic  metritis.  The  possibility  of  pregnancy  simu- 
latmg  or  coexiettuff  with  chronic  metritis  must  never  oe  forgotten, 
and  until  this  can  Be  set  aside,  the  use  of  the  sound  is,  of  course, 
forbidden.  In  early  pregnacy  it  will  seldom  happen  that  some  of 
its  characteristic  symptoms  and  signs  are  not  present,  sufficiently 
to  make  us  at  least  suspend  judgment  for  a  time.  The  suspension 
of  menstruation  for  one  or  more  periods  is,  per  se^  prohibitory  of  the 
use  of  the  sound,  until  time  has  been  allowed  to  ascertain  whether 
enlargement  goes  on  at  the  normal  rate.  The  state'  of  the  cervix 
characterising  pregnancy,  its  softening,  and  apparent  shortening, 
are  apt  to  be  doubtfully  in  evidence  during  its  earliest  months,  and 
are  often  obscured  by  pre-existing  cervical  metrites.  But  a  careful 
bi-manual  examination  will  reveal  sufficient  of  the  anteversion 
and  anterior  vaginal  roof  stretching  which  exist  in  pregnancy, 
and  will  show  that,  instead  of  an  equally  enlarged  and  tender 
uterus,  as  in  metritis,  we  have  one  which  is  broader  antero-poste- 
riorly,  which  can  be  felt  clearly  in  the  anterior  vaginal  fornix, 
which  can  also  be  felt  per  rectum  as  a  comparatively  soft  bulging 
mass,  and  which  is  much  less  clear  in  outline  to  the  fingers  press 
ing  downward  from  the  hypogastrium,  than  the  solid  thickening 
of  metritis.  It  must  be  borne  carefully  in  mind  that  some  of  the 
less  certain  symptoms  of  pregnancy — enlargement  of  the  mammse, 
and  even  darkening  of  the  areolse,  nausea  and  vomiting,  and 
signs  of  pelvic  pressure  on  vessels  or  nerves — may  all  exist  in 
chronic  metritis. 

A  small  fibroid  or  other  growth  of  the  uterus  may  for  a  time 
be  mistaken  for  chronic  metritis,  but  if  the  history  of  the  case  be 
carefully  studied,  and,  pregnancy  being  set  aside,  if  the  sound  be 
used  to  ascertain  the  character  and  contents  of  the  uterine  cavity, 
and  if  the  symptoms  of  fibroid  disease,  afterwardg  to  be  described, 
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be  carefully  borne  in  mind,  mistake  can  only  be  temporary.  The 
enlargement  of  metritis  preserves  the  normal  contour  of  the  ute- 
rus. It  never  flattens  out  and  expands  the  cervix  uteri  as  we 
shall  see  that  polypus  or  fibroid  often  does,  and  heemorrhage  of  a 
metrorrhagic  rather  than  a  menorrhagic  character  is  much  more 
common  in  the  case  of  uterine  tumour.  The  presence  of  peri 
uterine  exudations  is  most  clearly  ascertained  by  the  history  of 
previous  inflammation,  with  high  temperatures,  and  by  the  fact 
that  the  uterus  is  firmly  fixed  in  its  place,  while  not  infrequently 
that  place  is  the  abnormal  one  {see  Chap.  XIX). 

The  treatment  of  parenchymatous  inflammation  of  the  body  will 
frequently  require,  and  for  similar  reasons,  the  use  of  some  of 
those  ren^edies  which  we  have  already  mentioiled  in  connection 
with  endo-metritis.  If  endo-metritis  itself  be  present  in  any  de- 
gree it  will  meet  with  our  earliest  attention,  as  being  very  fre- 
quently the  forerunner  and  the  exciting  and  continuing  cause  of 
the  parenchymatous  affection.  But,  independently  of  this,  there 
are  certain  remedial  measures  in  common.  Thus,  the  frequent 
use  of  the  glycerine  plug  and  the  hot-water  injection  are  equally 
valuable  here  as  in  endometritis.  But  there  are  remedies  which 
act  much  more  specially  on  the  hypertrophied  condition  of  par- 
enchymatous disease.  Few  cases  of  long  continuance  are  not 
benefited  by,  and  many  can  hardly  be  benefited  without,  the  use 
of  absorbent  drugs.  Among  these,  iodine,  in  the  shape  of  iodide 
of  potassium,  or  occasionally  iodide  of  iron,  holds  the  foremost 
place.  At  any  time,  if  it  will  agree  with  the  stomach,  this 
remedy  may  be  followed  by  fairly  evident  results;  but  the  more 
closely  the  affection  is  connected  with  the  post-puerperal  period,  the 
more  likely  is  it  to  prove  beneficial.  I  think  it  has,  of  late  years, 
been  too  much  neglected  in  favour  of  the  lessefiectual  absorbents, 
the  bromides ;  but  a  combination  of  the  two  is  often  desirable, 
especially  when  there  i8  haemorrhage,  and  reason  to  suppose  that 
this  is  partly  due  to  ovarian  complication.  The  famous  waters 
of  Kreuznach  owe  their  reputation  to  a  belief  in  the  action  of 
their  iodine  and  bromine  constituents.  So  will  it  be,  I  believe, 
with  Woodhall  in  Lincolnshire  when  further  developed  as  a  spa. 
Other  waters,  by  their  alkaline  or  tonic  properties,  may  be  bene- 
ficial in  vaginitis  and  endo-metritis,  but  these  two  are  almost 
unique  in  tneir  action  as  absorbents.  I  have  a  firm  belief  also  in 
the  action  of  mercury,  judiciously  used,  in  cases  of  old-standing 
metritis.  Very  small  doses  (gr.  ^  and  less)  of  the  bichloride 
given  with  quinine  or  other  tonics,  will  produce  remarkable  soft- 
ening and  lessening  in  many  cases  which  cannot  be  traced  to  syph- 
ilitic origin.  Attempts  have  been  made  to  produce  absorbent 
action  by  the  introduction  of  iodine  into  the  cavity  of  the 
uterus.     In  the  absence  of  distinct  endo-metritis,  I  would  strongly 
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advise  abstinence  from  whsX  will  probably  only  sacceed  in  setting 
it  up. 

.Ajiother  most  important  indication  is  to  diminish  the  local  con- 
gestioTij  which  plays  so  important  apart  in  keepinsr  up  all  the  dis- 
comforts of  metritis,  and  which,  if  not  the  cause  of  it,  at  any  rate 
prevents  the  curative  action  of  remedies.  Emmet  is  so  well 
a^ware  of  this  prominent  and  ruling  phenomenon,  that  all  he  has 
to  say  about  metritis  in  his  valuame  work  on  gyn»ology  is  ^^  see 
Congestive  Hypertrophy." 

The  diminution  of  local  congestion  is  brought  about  by  the 

S'ycerine  or  hot  water  plans  of  treatment  already  referred  to,  and 
ese  are  aided  by  the  occasional  use  of  saline  or  other  not  over 
strong  aperients.    Frequent  recourse  to  the  recumbent  position, 
with  the  pelvis  raised,  will  assist  in  this,  and  very  important  indi- 
cations in  this  direction  are  secured  by  treatment  of  a  mechanical 
nature.    The  correct  treatment,  by  appropriate  pessaries,  of  flex- 
ions, or  versions,  or  prolapse  of  the  uterus,  when  they  are  found 
to  co-exist,  as  cause  or  effect,  with  chronic  metritis,  is  the  foremost 
of  these  indications.    I  advise  the  young  practitioner  not  to  be 
too  anxious  to  ascertain,  as  it  is  often  impossible  to  do,  whether 
displacements  are  due  to  inflammatory  hypertrophy,  or  inflam- 
matory hypertrophy   is  due  to  displacement,  before  he  sets  to 
work  to  remedy  both.    The  great  point  is  to  use  the  least  irri- 
tating form  of  uterine  support  at  first,  and  to  watch  its  effects 
most  carefuUy  until  assured  that  it  relieves,  or  at  least  does 
not  aggravate,  pain  and  discomfort.    The  means  to  achieve  this 
end  are  treated  of  in  Chapter  XTT.    But  even   if  there  be  no 
version  or  flexion  of  the  uterus,  and  no  very  evident  tendency 
to  prolapse,  it   will   be    found   that  many,   or  most  cases,  are 
benefited  by  a  certain  amount  of  artificial  raising  of  the  uterus, 
or  by  the  prevention  of  downward  pres 
sure.    The  exact  level  at  which  relief  is 
found  can  only  be  ascertained  by  experi- 
ence in  the  individual  case,  but  certainly 
it  is  a  £Ekct  that  a  uterus  lifted  up  too 
high  by  a  mechanical  support  will  de- 
velop painful  symptoms  very  similar  to 
one  which  is  draggiuj?  upon  its    sup- 
ports.   The  clothing  of  English  women 
18,  for  the  most  part,  so  constituted  as  to 
preas   downwards    the    abdominal    and 
pelvic  viscera.  The  use  of  braces  in  some 
form  or  of  a  **  petticoat  bodice  "  without       Fio.  108*— Ring  Pewaiy. 
circular  tapes  is  therefore  indicated  here. 

Elastic  abdominal  bandages  are  much  in  vogue  for  the  purpose  of 
diminishing  downward  pressure  on  the  pelvis.    The  minority  of 
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thoee  sold  in  the  shope  simply  increase  it  by  compressing  the  ab- 
domen. To  be  of  any  ase  they  must  be  curved  in  front,  so  as  to 
lift  up  the  abdominal  contents  by  getting  below  them.  Mere 
chronic  inflammatory  enlargement  of  the  uterus  seldom  raises  (be 
orean  sufficiently  out  of  the  pelvis  to  enable  the  belt  to  affect  it 
otherwise  than  in  a  downward  direction;  and  its  use  should, 
therefore,  in  this  affection,  be  confined  to  very  stout  women  with 
pendulous  abdomen,  or  to  those  cases  where  the  heavy  uterus 
seems  to  press  much  forwards  upon  the  bladder  and  symphysis 

?>ubes.  Some  form  of  pessary  will  generally  be  found  useful, 
or  a  time  at  least.  The  Hodge  or  lever  pessary  (fig.  165),  the 
most  valuable  of  all  for  backward  or  even  downwards  displace- 
ments of  the  uterus,  is  available  here  if  s^ccurately  fitted,  and  if 
the  congestion  and  tenderness  of  neighboring  parts  will  bear  its 
pressure.  But  in  uncomplicated  chronic  corporeal  metritis, — un- 
complicated, that  is,  by  flexion  or  version  of  the  uterus, — a  soft 
watch-spring  elastic  pessary  (fig.  108)  will  generally  answer  the 
purpose  best ;  it9  size  will  determine  the  height  at  which  it  will 
fix  the  uterine  descent,  and  must  be  altered  until  found  effective 
in  the  prevention  of  discom- 
fort When  the  cervix  is  al- 
so affected  it  will  prolapse 
through  the  ring  of  the  pes- 
sary and  may  become  more 
swollen,  and  even  be  strangled 


thereby.  In  such  cases  the 
perforated  diaphragm  (figure 
109)  is  a  necessary  adjunct  to 
the  ring.  The  chief  requisite 
in  either  case  is  to  see  that  the 
upper  or  posterior  rim  of  the    ^lo.  m-Watch-sprin^Rm^  Penary,  with 

^rf^         .  r  J    1    1  •    J  perforated  India-rubber  Dlaphrainn. 

pessary  is  introduced  behind  *^  ^ 

the  cervix  uteri ;  it  may  be  left  in  other  ways  to  find  its  own 

level. 

Other  remedies  than  those  calculated  directly  to  promote  ab- 
sorption or  to  diminish  congestion  are  available,  although  proba- 
bly it  is  largely  by  their  indirect  infiuence  in  the  same  way  that 
they  act  beneficially. 

Scarification  of  the  cervix^  leeches  being  inconvenient  in  many 
ways,  is  strongly  recommended  by  many  as  tending,  when  fre- 
quently employed,  to  diminish  hypersemia  of  the  whole  organ.  It 
is  difficult  to  see  how  it  can  be  of  use  in  those  cases  where,  above 
all  things,  a  healthy  state  of  nutrition  is  required,  but  in  subacute 
exacerbations  it  may  occasionally  be  used  with  advantage.  If 
any  distinctly  enlarged  cervical  follicles  are  visible,  the  sacrifica- 
tor  should  take  them  in  its  course.    I  have  no  experience  of  sca- 
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rification  of  the  body  of  the  uterus  itself,  except  by  the  curette  in 
endo-metritis. 

Ergot^  by  its  specific  action  on  the  uterus,  tends  to  develop  the 
force,  and  bring  into  play  the  action  of  its  muscular  element.     It 
thus  exerts  a  sort  of  astringent  action  on  the  parenchyma,  which  is 
of  special  value  when  this  chronic  condition  is  accompanied  by 
passive  heemorrhage,  either  at  or  between  the  normal  periods. 
The  mere  hardening  of  the  tissues  thus  produced  should  be  bene- 
ficial also  by  expellmg  any  serous  infiltration  accompanying  pas- 
sive congestion ;  and,  although  this  may  be  very  theoretical,  is  it 
not  possible  that  the  bracing  of  the  muscular  tissue  may  aid  by  its 
pressure  in  promoting  absorption  of  undue  connective  tissue  de- 
posit?   Twenty  or  thirty  drops  of  the  liquid  extract  may  be 
fiven  three  or  four  times  a  day  for  lengthened  periods^  and  the 
oee  increased  whenever  menstruation  is  excessive  or  iater-men- 
strual  hffimorrhage  is  present.    In  a  few  cases  the  feeling  of  con- 
traction is  feU  so  painfully  that  it  is  desirable  to  withdraw  or  di- 
minish this  remedy ;  either  a  special  idiosyncracy  of  the  patient, 
or  the  presence  of  sub-acute  infiammation  in  some  part  of  the 
uterus  may  account  for  this  painful  action. 

Counter-irritation  has  occasionally  a  beneficial  effect  on  the 
symptoms  of  corporeal  metritis,  though  more  frequently  any  such 
efiPect  is  doubtful  or  evanescent.  Iodine  freely  painted  on  the 
lower  part  of  the  abdomen,  small  blisters  to  the  groins^  and  simi- 
lar procedures  too  often  only  serve  to  amuse  or  occupy  the  pa- 
tient, but  in  tedious  and  painful  cases  their  use  is  permissable  if 
we  are  content  with  small  results. 

Sedatives  are  hardly  ever  advisable,  in  the  form  of  opium  exhib- 
ited by  the  mouth,  in  so  chronic  an  ailment,  but  when  the  patient 
is  more  than  usually  distressed,  a  suppository  or  pessary  of  mor- 
phia (gr.  J)  and  ext  belladonna  (gr.  ii.)  is  the  best  way  in  which 
relief  can  be  afforded. 

When  disease  of  the  cervix  accompanies  that  of  the  body,  the 
local  treatment  of  the  former  may  largely  infiuence  the  latter. — 
Thus  iodine  or  other  remedies  applied  to  the  cervix  may  act  as 
absorbents  on  the  whole  organ,  and  the  amputation  of  redun- 
dant portions  of  the  diseased  cervix  has  often  been  followed  by  ab- 
sorption of  excessive  corporeal  hvpertrophy.  I  am  not  prepared, 
however,  to  recommend,  as  has  been  done,  the  removal  of  por- 
tions of  a  healthy  cervix,  in  the  hope  that  absorption  will  follow 
in  the  diseased  body  of  the  uterus.  In  this  affection,  as  in  all 
other  chronic  local  disease,  the  promotion  of  a  healthy  state  of 
system  is  a  sine  qua  non.  The  patient  should  have  as  much  open- 
air  exercise  as  possible  without  bodily  fatigue.  Exercise  must  be 
very  carefully  prescribed,  and  every  renewal  of  discomfort  (real, 
not  imaginary)  must  be  the  signal  for  a  revised  order  on  the  sub^ 
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ject.  A  sea  voyage,  when  it  can  be  carried  out  with  the  comforts 
of  a  floating  hotel,  is  otten  most  beneficial.  The  ase  of  tonic 
bathing,  either  in  the  sea  or  in  the  brine  baths  of  Pyrmont,  Eis- 
singen,  or  Droitwich,  has  often  seemed  to  be  a  most  efficient 
adjunct  to  the  other  hygienic  means  of  treatment  in  purely 
chronic  cases,  and  the  judicious  use,  under  proper  medical  sanc- 
tion, of  the  tepid  douche^  the  sitz-bath,  and  other  hydrothera- 
peutic  appliances,  is  not  without  value  in  similar  cases.  Physio- 
logical rest  of  the  uterus,  as  far  as  sexual  relation  is  concerned, 
should  be  advised  in  all  cases  requiring  treatment  The  Weir 
Mitchell  system  is  ocassionally  of  use  in  old  cases  of  metritis,  but 
its  influence  is  so  general,  rather  than  local,  and  it  bears  so  much 
more  on  conditions  of  nervous  or  mental  depression,  that  I  have 
thought  it  advisable  to  speak  of  it  separately  elsewhere  (see 
Chap.  IV.).  Some  further  observations  on  the  treatment  of  this 
affection  will  be  found  at  p.  258. 
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CHAPTER   IX. 

D1SBA8B8  OF  THB  VTEaBLXJ&-~conHnusd.  Ulcerations  and  Abraeions,  Hjper- 
trophy,  and  Lacerations  of  the  Cenriz  Uteri.  Chronic  Hypertrophy  and 
Sublnvolation  ot  the  Body  or  Cervix. 

In  this  chapter  we  shall  require  constantly  to  refer  to  the  previ- 
ous one  for  the  explanation  of  the  origin  of  many  or  most  of  the 
abnormal  conditions  described,  yet  some  of  the  affections  to  be 
mentioned  may  be  independent  of  any  recognisable  inflammatory 
origin.  With  an  eye  solely  to  clinical  usefulness,  we  shall  now 
discuss  them  from  the  standpoint  of  local  troubles  chiefly  amena- 
ble to  local  treatment,  surgical  or  otherwise. 

Ulcerations  (?)  or  Abrasions  of  the  Oervii  Uteri 

{Ncm-nudignant). 

As  soon  as  the  speculum  was  introduced  into  practice,  it  be- 
came evident  that  the  mucous  lining  and  covering  of  the  cervix 
nteri  were  liable  to  changes  which  were  most  striking  to  the  eye, 
and  which  were  so  easily  seen  by  any  one  endowed  with  a  very 
moderate  amount  of  skill,  that  undoubtedly  an  epidemic  of  **ulcer 
of  the  womb,"  with  its  special  treatment,  set  in,  and  I  fear  it  can 
hardly  be  said  to  have  yet  subsided.  The  idea  of  ulceration,  t.  ^., 
destruction  of  tissue,  has  held  its  ground  along  with,  and  is  no 
doubt  partly  due  to,  the  unfortunate  nomenclature  first  given. 
Pathologists  are,  I  think,  now  almost  entirely  agreed  that  the  ma- 
jority of  these  red,  often  tender  and  bleeding,  though  frequently 
symptomless,  "ulcers,"  are  simply  the  evidences  ot  hypersemia, 
with  perhaps  slight  exfoliation  of  the  outer  epithelial  cells,  due 
to  chronic  congestion  or  inflammation  of  the  uterine  mucous  mem- 
brane ;  to  this,  the  simplest  form  (Frontispiece,  No.  2),  the  term 
abrasion  or  erosion  is  applicable.  In  some  cases  the  redness  is 
simply  due  to  the  fact  that  the  columnar  epithelium  of  the  deeper 
parts  of  the  cervix  has  grown  down  into  the  place  of  the  squa- 
mous form,  which  is  found  near  the  os  externum,  and  that  its  un- 
wonted situation  and  hypersemic  accompaniments  give  to  th6  sur- 
face an  appearance  of  erosion.  In  a  more  advanced  stage  there  is 
consideraWy  greater  thickening  and  apparent  rawness  of  the^artj.^T 
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doe  to  granulations,  such  as  are  seen  on  other  mucous  surfitces, 
and  evidentljr  due  also  to  the  presence  of  numerous  villi.  By 
many  these  villi  are  still  supposed  to  be  enlargements  of  the  no^ 
mal  subjacent  papillae,  denuded  of  their  epithelial  covering,  but 
the  most  recent  investigations  tend  to  show  that  they  are  mere 
formations  on  the  surface,  and  that  thev  are  still  covered  with 
epithelium  (Galabin,  Obst  Trans.,  vol.  xxii.  p.  156).  In  no  sense, 
therefore,  are  thev  ulcers,  but  simply  unhealthy  sproutings.  It 
is  this  form  which  we  have  described  in  the  last  chapter  as  the 
granular  state  of  the  cervix  (Frontispiece,  No.  4).  In  all  these 
manifestations  of  chronic  endometritis  we  have  shown  that  the 
essentials  of  treatment  consist  inainly  in  attention  to  constitutional 
states  of  the  body,  in  prevention  of  pelvic  congestion,  in  the  ap- 
plication of  mild  alterative  local  remedies  as  occasional  adjuvants, 
and,  in  a  few  cases,  in  the  application  of  powerful  escharotics,  or 
destruction  of  the  surface  by  tlie  knife  or  curette.  When  the 
ducts  of  the  subjacent  glands  become  obliterated,  we  have  small 
cysts  formed,  which  by  their  prominence  give  rise  to  little  pro- 
jections, often  white  and  puru- 
lent — ^theso-called/oflecwiirform 
of  erosion  or  granulation  (Fron- 
tispiece, No.  3).  The  nature  of 
the  affection   is  the  same,  al- 


though its  appearance  is  thus 
somewhat  altered,  but  the  oc- 
cluded glands  add  to  the  irrita- 
tion and  chronicity,  and  re- 
covery may  be  hastened  by  sca- 

Fio.  110.— FlBsnred  Cervix,  with  Granular      rifyiug  at  least  the  mOTC  prom- 
Mucons  Membrane  (SchrcBder).  -^^^^^  ^f  ^Yiem.      Where  the  08 

uteri  is  sodden  and  patulous, 
from  the  continual  purulent  discharges  of  endo-metritis,  and  still 
more  in  cases  where  tearing  (fig.  110),  especially  bilateral  tearing, 
of  the  cervix  exists,  eversion  of  the  inflamed  os  uteri  takes  place, 
and  we  have  ectropion  to  a  greater  or  less  degree  (Frontispiece, 
Nos.  4,  6).  This  condition,  when  covering  a  parenchyma  also  the 
subject  of  chronic  inflammation  or  induration  (Frontispiece,  No. 
5),  adds  materially  to  the  diflBiculty  of  cure,  and,  as  we  shall  see 
just  now,  may  demand  surgical  measures  for  its  treatment  When 
an  erosion  or  granular  inflammation  has  passed  away,  there  is 
often,  though  not  always,  a  certain  amount  of  bluish  discolora- 
tion left  for  a  considerable  time,  but  unless  there  has  been  some- 
thing more  than  this,  or  unless  powerful  escharotics  have  been 
used,  the  surface  does  not  exhibit  a  cicatricial  appearance. 
The  student  should  bear  in  mind  that  a  considerable  erosion 
or   even  [ectropion  ] may  be  hidden  by  the  tuBular  sg^ulum 
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pressing  together  the  sides  of  the  cervix,  so  that  if  this  be  used 
tor  local  applications,  it  is  well  occasionally  to  employ  a  dack- 
bill  with  its  necessary  accompaniments,  or  an  expanding  speculam, 
such  as  Casco's  or  Reid's.  In  ninety-nine  out  of  every  hundred 
cases  of  ",  ulceration  "  of  the  cervix,  the  above  are  the  conditions 
met  with. 

It  cannot  be  denied,  however,  that  although  this  is  the  true 
nature  of  these  aflRections,  occasionally  we  may  have,  from  fric- 
tion, or  from  over-causticing,  or  even  as  a  mere  result  of  inflam- 
mation, spots  of  true  ulceration,  not  very  dissimilar  in  appearance, 
but  resisting  treatment  longer  and  causing  some  citatncial  con- 
traction.   ^ 

I  have  already  spoken  of  the  possibility  ot  confounding  these 
erosions  and  granulations,  when  situated  on  a  hardened  base,  with 
the  early  stages  of  cancer.  The  deep  ragged  ulcer  of  cancer,  with 
its  hard  edges  and  foul  discharge,  should  never  be  mistaken  when 
fairly  developed,  but  it  is  the  incipient  induration  of  cancer,  with- 
out or  with  only  the  slightest  commencement  of  uh^ration,  and 
before  the  uterus  is  fixed  by  infiltration,  that  may  sometimes  be 


Fio.  111.— ProlapBas  Uteri,  with  Ulceratioii  (ThomM). 

a  cause  of  anxious  doubt,  and  which  should  then  almost  always 
lead  to  surgical  treatment,  as  if  the  more  serious  "affection  were^ 
present. 

True  cbancrous  ulcers  are  seldom  found  on  the  surface  of  the 
cervix,  and  their  diagnosis  is  most  difficult  in  the  absence  of  in- 
formation as  to  the  cause.  The  edges  are  sharp  and  precipitous 
and  their  surfaces  deep,  quite'unlike;, erosion,  but^'not^so  unlike 
some  forms  of  Ibancer.     There!  is  one  form  of  true  "ulceration  dsa  ^t^ 
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to  which  the  cervix  uteri,  in  common  with  the  surroanding  vagi- 
na, is  liable,  viz.,  that  which  takes  place  in  prolapse  of  the  uteras 
when  it  appears  externally.  It  is  then  exposed  to  the  external 
atmosphere,  to  constant  irritating  leucorrhoea,  and  to  friction 
against  the  limbs  or  clothing,  while  from  its  very  position  it  is  in 
a  state  of  constant  passive  congestion.  Every  beginner  will  soon 
become  familiar  in  hospital  practice  with  this  form  of  ulceration 
(fig.  111).  It  is  usually  found  at  the  lower  extremity  of  the  prolapse, 
but  sometimes  on  portions  of  the  vagina  which  are  still  unex- 
tru^ed.  Large  patches  occur,  and  they  almost  always  have  the 
appearance  of  an  indolent  ulcer  with  thick  sodden  edges,  rounded 
and  not  sharp.    These  impart  a  false  appearance  of  depth,  and 

g'.ve  to  the  uninitiated  a  somewhat  appalling  idea  of  an  old  pro- 
pse.  Fortunately  their  cure  is  easy  enough  on  one  condition, 
viz.,  that  the  uterus  be  replaced  and  carefully  retained  in  its  nor- 
mal position.  No  applications  are  of  any  use  without  this,  though 
if  there  be  more  than  ordinary  irritability  of  the  ulcer,  a  little 
zinc  or  bismuth  ointment  will  serve  temporarily  to  allay  it.  The 
uterus  once  replaced  and  retained  in  its  proper  position,  however, 
passive  congestion  and  its  attendant  low  vitality  are  removed  and 
the  ulceration  proceeds  to  get  well  of  itself,  often  in  an  incredibly 
short  time.  I  have  seen  an  ulcer  as  large  as  a  crown  piece,  and 
apparently  a  quarter  of  an  inch  in  depth,  which  had  disappeared 
so  completely  in  three  weeks  that  a  careful  inspection  was  neces- 
sary to  trace  its  former  outline.  In  fact,  although  I  have  followed 
the  prevailing  fashion  in  describing  these  as  true  ulcers,  the  fre- 
quent rapidity  of  the  disappearance  without  cicatricial  remains, 
would  lead  to  the  belief  that,  in  these  cases  also,  the  term  is  some- 
times a  misnomer.  Free  injection  into  the  replaced  vagina  of 
carbolised  water,  hot,  tepid,  or  cold,  according  to  circumstances, 
is  all  that  is  realljr  necessary,  and  that  only  for  the  sake  of  cleanli- 
ness and  antisepticity. 

Hypertrophy  of  the  Cervix. 

We  are  still  on  the  border-land  of  metritis,  seeing  that  the  great 
majority  of  cases  of  enlarged  cervix  uteri  are  due  to  its  influence. 
But  enlargement  may  occur,  as  far  as  we  know,  without  inflam- 
mation, from  fiub-in volution,  for  instance,  (although  in  this  case 
the  occurrence  of  previous  inflammation  is  merely  "  not  proven  ") 
or  from  original  developmental  causes,  where  inflammation  seems 
to  be  out  of  the  question.  We  speak  here  of  the  cervix  uteri  as  - 
it  is  commonly  understood  in  clinical  practice,  viz.,  as  that  por- 
tion of  the  uterus  which  projects  into  the  vagina.  Between  the 
vaginal  reflexion  and  the  true  body  of  the  uterus,  or  os  internum, 
there  is  still  a  portion  of  cervical  tissue — the  supiyi-vaginal  por* 
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tion — ^which  is  liable  to  become  hypertrophied,  either  alone  or 
along  with  a  similar  condition  of  the  uterine  body,  and  which 
plays  an  important  part  in  prolapsus  uteri  and  other  affections, 
which  we  shall  by  and  by  consider.  It  is,  however,  from  Its  sur- 
roundings, little  amenable  to  the  surgical  treatment  which  we 
fearlessly  apply  to  the  intra-vaginal  portion. 

Non-inflainmatory  enlargement  of  the  intraFvaginal 
cervix  is  met  with  in  the  form  of  lon^  conical  cervix,  to  which 
I  have  already  referred  (p.  198)  in  connection  with  the 
stenosis  which  generally  accompanies  it.  The  stenosis  is 
mainly  confined  to  the  oe  externum,  and,  as  far  as  it  and 
it8  consequent  dysmenorrhoea  are  concerned,  a  small  back- 
wards incision,  kept  open  for  a  time  by  the  passage  of  a  bougie, 
firenerally  suffices  to  afford  relief,  nut  in  extreme  cas^  the 
length  of  the  cervix — for  it  is  rarely  enlarged  much  in  circumfer- 
ence—may become  a  source  of  infinite  trouble.  It  produces  all 
the  symptoms  which  are  more  o(ten  the  result  of  prolapse  of  the 
whole  organ — constant  dragging  and  feeling  of  bearing  down,  diffi- 
culty of  locomotion,  occasional  pressure  on  thie  bladder  or  rectum, 
and  vaginal  catarrh  or  sub-acute  vaginitis.  It  may  even  protrude 
externallv  as  a  pseudo-uterine  prolapse,  and  become  ulcerated  as 
has  just  been  described.  In  such  a  case  prolapsus  uteri  will  al- 
ways be  suspected,  and  is  by  non-experts  often  diagnosed.  But  an 
examination  will  show  that  the  finger  can  pass  high  into  the 
vagina,  and  sweep  around  the  projecting  cervix  without  pushing 
it  materially  upwards.  A  body  not  unlike  a  turgid  cow's  teat 
will  thus  be  made  out,  and  the  fundus  uteri  will  b^  found  at  or 
nearly  at  its  normal  height  on  bi-manual  examination.  Combined 
manipulation  of  the  extreme  cervix  and  fundus  will  show  their 
continuity  and  the  passage  of  the  sound  will  show  a  much  in- 
creased total  uterine  length ;  while,  if  there  is  still  any  doubt,  a 
recto-abdominal  and  recto-vaginal  examination  will  show  how 
much  of  this  increased  length  is  above  and  how  much  below  the 
summit  of  the  vagina.  For  this  non-inflammatory  hypertrophy, 
with  its  accompanying  discomforts,  there  is  only  one  remedy — 
amputation.    Absorbent  drugs  or  applications  have  no  effect. 

To  accomplish  this  object  great  ingenuity  has  been  emploved  in 
the  invention  of  methods,  showing  at  any  rate  consensus  of  opin- 
ion as  to  its  necessity  and  advisability.  Yet  1  feel  bound  to  quote 
the  opinion  of  Emmet  on  the  opposite  side : — "  I  advance  the 
statement,"  he  says,  "  without  qualification,  that  this  operation, 
as  at  present  applied,  is  to  a  great  extent  a  malpractice,  and  is  at- 
tended by  more  evil  coneequences  than  any  other  procedure  now 
resorted  to  in  this  branch  of  surgery.  In  fact,  I  am  satisfied  from 
experience  that  removal  of  the  cervix  is  never  called  for  except  in 
some  forms  oi  malignant  disease  "  (op.  ciL  p.  484).    I  can  M^^}j^]r> 
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resist  the  temptation  to  place  alongside  of  this  quotation  another 
from  the  same  eminent  surgical  authority,  in  which  (p.  145)  he 
says : — ^"  Under  the  guise  of  surgery,  the  uterus  has  oeen  sub- 
jected to  a  degree  of  malpractice  which  would  not  be  tolerated  in 
any  other  organ  of  that  body."  This  is,  fortunately,  not  the  dic- 
tum of  a  physician  of  the  old  school,  and  is  one  of  the  most  pr^- 
nant  sentences  in  Emmet's  admirable  surgical  work.  Although, 
however,  it  is  the  case  that,  in  inflammatory  hypertrophy,  where 
the  cervix  has  been  torn,  operations  of  a  plastic  kind  are  often 
preferable  to,  and  more  scientific  than,  amputation,  yet  I  believe 
the  latter  to  be  necessary  in  some  of  those  cases  in  which  elonga- 
tion is  congenital  and  not  connected  with  inflammatory  condi- 
tions. 
Fallen  {Brit.  Med.  Jour.^  1883,  i.  852)  describes  what  he  terms 

"  wrong  implantation  "  of  the  vagina 
on  the  cervix,  so  that  a  long  intra- 
vaginal  cervix  with  almost  normal 
total  length  of  the  uterus  would  mean 
high  implantation  of  the  vagina  upon 
it,  and  not  enlarged  cervix.  In  such 
cases  he  recommends  the  removal  of 
a  circular  band  of  the  mucous  cover- 
ing of  the  upper  part  of  the  cervix, 
and  the  lifting  up  of  the  cervix  by- 
stitching  together  the  borders  of  the 
circular  wound  thus  made.  In  fig. 
112,  the  surfac*e,  A  B  C  D,  is  pared 
raw,  and  then  C  I)  is  stiched  up  1o  A  B 
so  as  to  sling  up  the  cervix  in  its  own 
shortened  mucous  covering.  I  have 
no  personal  knowledge  of  the  proceed- 
ing. 

Amputation  can  be  performed  in  two  ways,  by  knife  or  by 
ecraseur.    There  are  four  things  necessary  to  be  avoided : — 
1st.  The  recurrence  of  severe  or  fatal  haemorrhage. 
2nd.  Amputating  too  high,  so  as  to  risk  opening  into  the  peri-  - 
toneum. 

3rd.  Leaving  a  stump  which  will  not  cicatrise  within  a  reason- 
able period ;  and 

4th.  Allowing  the  cervical  canal  to  become  permanently  oblit- 
erated or  stenosed. 

Haemorrhage  is  prevented  by  the  use  of  the  ecraseur,  but  it  can 
always  be  arrested  by  styptics  and  the  subsequent  use  of  the  vag- 
inal plug.  This  may  seriously  interfere,  however,  with  the  suc- 
cess of  some  of  the  more  complicated  procedures  with  the  knife. 
Amputation  too    high  can,  in  any  case,  be  avoided  by  passing 
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a  uterine  sound,  and  bo  raising  the  whole  organ  to  its  full  height, 
but  without  further  pressure  than  is  necessary  for  this.  A  care- 
ful r^cto-vaginal  examination  while  the  cervix  is  thus  held  will 
show  clearly  how  much  of  it  is  distinctly  intra* vaginal,  and,  the 
sound  being  withdrawn,  a  portion  of  this  alone  is  acted  on.  A 
raw  stump  is  left  by  the  ecraseur  and  by  simple  excision  with  the 
knife  or  scissors,  but  I  have  found  this  prone  to  heal  shortly,  es- 
pecially if  free  injections  of  antiseptic  fluids  are  perseveringly 
used ;  in  the  same  way  the  raw  surface  left  by  the  removal  of 
fibroid  polypi  heals  rapidly.  Various  attempts  have  been  made, 
which  will  be  mentioned  immediately,  to  effect  union  by  first  in- 
tention, by  stitching  together  the  cut  mucous  edges,  and  thus  cov- 
ering the  stump  at  once.  Contraction  of  the  canal  is  more  liable 
to  occur  with  tne  ecraseur,  although  it  can  never  be  depended  on 
not  to  arise,  unless  the  case  be  very  carefully  watched.  The  early 
and  occasional  introduction  of  a  bougie,  or  the  wearing  of  a  glass 
stem  (fig.  99)  for  some  time  after  the  operation,  must  be  used  in 
all  cases.  « 

Amputation  of  the  Cervix  by  Ecraseur.— For  amputation 
with  the  ecraseur  the  galvano-cautery  wire  is  infinitely  preferable 
to  all  other  instruments,  the  only  objection  being  its  expense,  its 
want  of  portability,  and  the  liability  of  all  forms  of  battery  to  go 
wrong  just  when  wanted.    The  last  objection  is  the  most  valid. 

The  first  thing  to  do  is  freely  to  expose  the  cervix  with  the 
duck-bill.  A  vulcanite  duck-bill  of  precisely  the  same  form  as 
the  metalic  instrument  is  used  for  such  purposes,  and  it  is  not 
liable  to  injure  the  electric  current  by  a  chance  contact  with  the 
wire.  The  platinum-loop  is  now  slipped  on  to  the  cervix  to  the 
requisite  height,  and  tightened,  while  well  under  view  and  touch, 
until  it  just  slightly  depresses  the  surface,  or  a  slight  gutter  may 
be  cut  in  the  mucous  membrane.  No  retention  of  the  wire  by 
metallic  needles  is  permissible,  and  as  platinum  will  bear  only  a 
very  limited  strain,  the  thickest  wire  should  be  used,  which  an 
actual  trial  has  shown  Ihat  the  battery  is  strong  enough  to 
bring  to  a  white  heat.  There  is  no  objection  to  a  bone  needle  for 
the  purpose  of  fixing  the  wire,  provided  that  it  can  be  pushed 
through  the  cervix  without  excessive  dragging  downwards.  Con- 
tact with  the  battery  is  now  made,  care  being  taken  to  remove  the 
fingers  from  the  neighboreood  of  the  platinum  loop.  No  traction 
must  be  made  on  the  ecraseur,  otherwise  the  cervix  may  be 
simply  denuded  of  its  mucous  covering,  but  the  tip  of  the  cervix 
must  be  held  steady,  by  an  assistant  with  a  hook  or  vulsellum, 
while  he  carefully  keeps  it  out  of  the  way  of  the  electric  instru- 
ment. With  the  first  sign  of  electric-heat  action, — a  slight  friz- 
zling sound,  or  an  equally  slight  appearance  of  smoke, — the  oper- 
ator commence:^  to  turn  very  gently  the  screw  which  tightens  the , 
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wire  loop.  No  force  must  be  used  in  this  way,  but  the  tightening 
must  follow,  not  lead,  the  cutting  action  of  the  hot  wire.  Suet 
denly  it  will  be  found  that  all  resistance  to  the  screw  ceases,  and 
the  instrument  and  the  cervix  must  be  then  rapidly  removed  to- 
gether, while  the  person  in  charge  of  the  battery  is  warned  simul- 
taneously to  break  off  the  connection.  If  a  non-electric  ecraseur 
must  be  used,  the  ordinary  chain  instruments  are  too  clumsy  for 
this  purpose ;  even  those  which  have  a  comparatively  fine  chain, 
and  curved  in  the  shank,  are  inapplicable,  unless  the  cervix  is  so  low 
that  without  any  force  it  protrudes  through  the  vulva.  The  wire 
ecraseur  is  better  suited  for  the  present  object  Its  wire  can  be 
bent  at  right  angles  to  the  instrument,  and  applied  very  much  as 
the  platinum  wire  ot  the  electric  instrument.  A  curved  needle, 
or  a  straight  harelip  pin  if  the  cervix  is  very  low,  may  be  passed 
through  the  cervix  at  a  point  below  that  at  which  amputation  is 
safe  or  desirable,  and  left  there  after  the  wire  has  been  made  to 
surround  the  cervix  just  above  it. 

Amputation  of  the  Cervix  by  Knife  or  Scissors.  —  We 
may  set  aside  the  use  of  scissors  for  this  purpose.  For  many 
vaginal  or  uterine  operations  they  have  advantages  over  the 
knife,  which  are  none  the  less  great  because  they  commend  their 
use  especially  to  the  inexperienced  operator,  but  the  density  and 
extent  of  the  tissue  to  be  divided  in  complete  amputation  place 
the  scissors,  however  skilfully  curved  on  the  flat,  or  the  edge,  at  a 
disadvantage.  If  the  cervix  can  be  well  drawn  down,  and  if  we 
have  ascertained  beyond  doubt  how  much  may  safely  be  removed, 
the  circular  sweep  of  a  good  sharp  ^bistoury  will  do  what  is 
wanted.  Haemorrhage  will  be  free,  and  will  probably  require  the 
use  of  the  tampon^  besides  the  application  of  a  styptic,  but  it  can 
be  diminished,  or  almost  prevented,  by  slipping  a  stout  India-rub- 
ber ring  just  above  the  point  at  which  amputation  is  to  be  made. 
This  must  be  removed  slowly  after  the  amputation  by  snipping 
through  it  gradually  with  scissors. 

Marion  Sims  has  complicated  this  plan  by  stitching  the  vaginal 
mucous  covering  of  the  cervical  stump  to  the  vaginal  wall ;  the 
rubber  ring,  if  used,  must  of  course  be  removed  first.  I  fail  to  see 
the  advantage  of  this  plan.  It  may  assist  somewhat  in  keeping 
open  the  cervical  canal,  but  can  never  obviate  the  necessity  for  the 
use  of  other  means  for  that  purpose.  In  a  case  where  there  was 
even  a  suspicion  of  malignancy  of  the  cervical  enlargement  it 
would  obviously  be  inadvisable. 

Hegar  advocates  the  use  of  a  plan  which  seems  more  likely  to 
promote  healing  of  the  stump  by  first  intention,  viz.,  uniting  by 
several  stitches  the  edges  of  the  mucous  membrane  which  covers, 
and  of  that  which  lines,  the  cervix.  The  intervening  raw  surface 
is  ihus  furnished  at  once  with  a  mucous  covering.    Goodell,  after 
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oonsiderable  experience  of  this  plan,  states  that  anion  and  primary 
healing  take  place  ^^  more  or  less." 

A  still  more  complex  but  very  efficient  form  of  amputation,  in- 
troduced by  Marckwald  and  modified  by  A.  R.  Simpson,  consists 
in  first  passing  three  wire  sutures  through  the  cervix  at  the  re- 
quired height,  exposing  the  sutures  at  their  point  of  perforation. 
Kach  of  them  is  then  hooked  down  through  the  split  cervix  and 
its  loop  is  cut,  so  that  we  have  each  half,  anterior  and  posterior, 
included  in  three  wires,  with  their  ends  banging  down.  A  good 
portion  of  each  artificially  made  lip  of  the  cervix  is  now  cut  off, 
and  the  stitches  are  tightened  and  twisted :  other  stitches  may  be 
introduced,  when  necessary  to  secure  adaption  of  the  mucous  edges. 
This  operation  is  described  more  fully  at  page  259  of  Hart  and 
Barbour's  Manual  of  (ih/ncecohgy.  It  resembles  in  many  ways  the 
procedure  required  for  the  remedy  of  tears  of  the  cervix. 

To  the  general  practitioner  I  have  no  hesitation  in  saying,  that 
if  he  meet  with  an  undoubted  case  of  elongated  cervix  of  congeni- 
tal origin,  which  is  the  only  apparent  cause  of  dysmenorrhceA  or 
stertility,  he  is  justified  in  amputating,  and  that  he  will  succeed 
best  by  the  use  of  the  galvano-cautery  ecraaeur.  His  chief  care 
must  be  to  keep  well  within  the  vaginal  portion,  to  avoid  strip- 
ping or  scalping  the  cervix  instead  of  cutting  it  right  through, 
and  to  carenilly  keep  open  the  cervical  canal  during  the  process  of 
healing. 

Inflammatory  Hypertrophy  of  the  Intra-vaginal  Cervix. 
— ^Very  considerable  enlargement  of  the  cervix  may  be  met  with 
as  a  result  of  chronic  metritis,  or  as  far  as  we  can  disentangle  the 
two  affections,  of  sub-ib volution  ;  and  long  after  any  accompany- 
ing endo-metritis  may  have  passed  away,  this,  by  its  weight,  may 
tend  to  cause  very  great  discomfort,  and  may  lead  to  prolapse  of 
the  whole  oi^n.  Such  enlargement  varies  much  in  shape,  but 
rarely  resembles  the  oonical  cervix  of  which  we  have  just  been 
speaking.  If  equal  in  all  parts  it  represents  a  shorter  and  much 
thicker  body  for  observation  and  treatment,  the  os  externum 
being  usually  large  and  patulous.  More  often,  however,  the  an- 
terior lip,  or  the  posterior,  or  some  irregular  portion,  is  much 
more  hypertrophied  than  the  rest,  and  this  even  in  women  who 
have  borne  no  children,  and  in  whom  there  is  no  splitting  of  the 
cervix  from  previous  delivery.  That  complication  I  speak  of 
farther  on.  Given  such  a  cervix,  with  its  accompanying  discom- 
forts,— ^for  it  may  exist  with  hardly  any, — what  is  to  be  advised  ? 
I  would  say,  first,  carefully  inquire  whether  there  is  any  further 
chance  of  doing  good  by  internal  or  local  alterative  drugs.  They 
will  almost  certamly  have  been  tested  to  the  fullest  extent.  Next, 
try  what  the  use  of  pessaries,  as  afterwards  recommended  for  uter- 
ine prolapse,  will  do  to  relieve  all  discomfort,  and  to  aflford  a  fresh 
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chance,  by  preventing  continual  congestion,  for  alterative  remedies 
and  hygiene  to  cure  the  affection ;  and  thirdly,  if  these  measures  fail, 
or  have  been  previously  tried,  or  if  the  enlargement  is  so  great  and 
the  discomfort  so  severe  that  they  are  unlikely  to  be  of  service,  re- 
moval of  the  offending  part,  wholly  or  partially,  must  be  undertaken. 
If  the  enlargement  is  tolerably  equal  all  round,  and  if  it  dis- 
tinctly projects  into  the  vagina,  when  tpsted  as  above  directed  for 
the  congenital  form,  I  have  nothing  to  add  to  what  1  have  said 
above  as  to  the  various  methods  of  amputation.  Fritsche  pro- 
poses in  such  cases  to  remove  two  large  wedge-shaped  pieces,  one 
irom  the  front  and  the  other  from  the  back  of  the  cervix,  and  to 
unite  the  edges  of  each  gap  sepanitely.  The  result  is  very  simi- 
lar to  that  obtained  by  Marckwald's  somewhat  more  complicated 
proceeding.  But  if  one  portion,  say  the  interior  lip,  is  much 
more  hypertrophied  than  tne  rest,  it  will  frequently  suffice  to  re- 
move that  portion  alone.  It  is  just  in  such  cases  that  the  suspi- 
cion of  commencing  cancer  sometimes  arises,  and  this  would  at 
once  decide  the  question  of  removal.  It  will  depend  a  good  deal 
on  the  surgical  proclivities  and  experiences  of  the  practitioner 
which  plan  pf  removal  he  will  adopt.  The  shape  of  the  hyper- 
trophied part  will  also  help  to  decide  If  a  harelip  pin  or  a 
curved  needle  can  be  passed  through  it,  so  as  to  retain  the  com- 
mon wire  ecraseur  in  place  till  it  fairly  bites,  that  may  be  the  re- 
source, but  if  it  presents,  as  it  often  does,  a  thick  mass  tapering 
rapidly  downwards,  the  best  plan  will  be  to  pass  through  it,  with 
a  curved  needle,  two,  three,  or  more  wires,  to  slip  over  them  and 
it  the  firm  india-rubber  ring,  while  with  knife  or  scissora  the  por 
tion  below  the  wires  is  removed.  They  are  then  tightened  and 
twisted  so  as  to  co-aptate  the  raw  edges,  and  the  elastic,  ring  is 
subsequently  removed.  The  wire  stitches  in  this  and  all  similar 
proceedings  should  not  be  removed  until  at  least  a  week  after  the 
operation,  and  may  often  remain  twice  as  long.  As  a  result  of 
this  abscission  of  the  most  redundant  portion  of  the  hypertro- 
phied cervix,  we  frequently  see  the  subsequent  absorption  of  the 
remainder  taking  place  very  rapidly,  and  what  is  more,  it  seems 
to  have  a  result  of  the  same  kind  on  hypertrophy  of  the  body.— 
It  is  therefore  desirable  not  only  for  the  primary  object  in  view 
but  also  for  the  secondary  one  thus  indicated.  I  have  seen  so 
much  mischief  produced  by  attempts  to  destroy  hypertrophied 
portions  of  cervix  by  potassa  fusa,  in  the  hope  that  it  would  also 
lead  to  absorption  "of  chronic  corporeal  hypertrophy,  that  I  can 
use  only  one  word  to  express  my  advice  on  the  matter — ^Don^t 
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We  have  next  to  discuss  a  subject  that  has  occupied  much  at- 
tention during  the  last  few  years.    When  I  first  commenced  prao- 
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tice,  next  to  the  treatment  of  "  ulcer  of  the  womb  "  by  the  con- 
stant application  of  nitrate  of  silver  and  other  caustics,  the  great 
achievement  of  those  who  aimed  at  distinction  in  gyneecology  was 
slitting  up  the  cervix  uteri  for  djsmenorrhoea  and  sterility,  by 
the  various  hysterotomes  which  were  then  coming  into  vogue, — 
Many  unnecessary  operations  were  performed,  and  a  practice 
which  has  its  legitimate  sphere  was  brought  into  much  discredit. 

It  is  only  some  twenty  years  since  Emmet  first  performed  his 
operation  for  the  cure  of  lacerated  cervix,  about  thirteen  since  he 
published  (in  1869)  his  first  paper  on  the  subject,  and  not  more 
than  ten,  since,  by  a  second  paper  {Amer.  Jour,  of  Obst^  Nov. 
1874),  he  succeeded  in  fully  drawing  the  attention  of  the  profes- 
sion generally  to  its  merits ;  and  almidy  there  are  symptoms,  es- 
pecially among  our  American  brethren,  of  a  mania  for  cervix 
stitching.  If  only  a  tithe  of  the  cases  reported  on  the  other  side 
of  the  Atlantic  are  genuine  and  successful,  they  speak  volumes  in 
lavor  of  at  any  rate  the  boldness  and  skill  of  the  American 
practitioner.  Henry  Bennett,  at  the  International  Medical  Con- 
gress held  in  London  in  1881,  pointed  out  some  of  the  ludicrous 
aspects  of  this  revolution  in  practice  ;  but  such  questions  are  not 
to  be  finally  decided  in  this  way.  The  cervix  uteri  does  require 
division  or  amputation,  under  fitting  circumstances,  and  its  lacera- 
tions do  also  require  to  be  remedied  by  stitching,  with  a  similar 
imitation,  Emmet's  wise  caveat  with  regard  to  uterine  surgery  in 
general,  quoted  above  (p.  283),  being  always  borne  in  mind.  If 
there  is  a  place  for  ridicule,  it  should  be  brought  to  bear  upon 
those  phases  of  gyneecologv  which  seem  to  presume  that  "  slit- 
ting-np"  or  "stitching-up,  or  otherwise  surgically  treating  at 
all,  is  the  natural  fate  of  the  genital  organs  of  women — or  upon 
that  curious  tendency  which  every  now  and  again  manifests  itself 
to  assign  all  female  troubles  to  one  prominent  lesion — to  uterine 
inflammations,  displacements,  lacerations,  or  other  abnormal  con- 
ditions. 

It  is  a  mistake  to  suppose  that  Emmet  was  the  first  to  recog- 
nize the  bearing  of  lacerations  of  the  cervix  on  many  diseases  of 
that  organ.  I  remember  Sir  James  Simpson,  in  I'^So,  at  the 
Edinburgh  Maternity  Hospital,  telling  me  that  a  torn  cervix  was 
a  most  common  cause  of  aggravated  cervical  disease ;  and  he 
spoke  so  as  to  sive  me  the  impression  that  this  was  a  commonly 
acknowledged  fact,  though  undoubtedly  it  was  not.  Henry  Ben- 
nett also  called  attention  to  this  condition  ( Uterine  Inflammation^ 
2nd  ed.,  1849,  p.  25).  But  the  duck-bill  speculum  and  the  silver 
suture  were  then  not  in  use,  and  uterine  surgery  in  its  recent  de- 
velopments was  therefore  unknown ;  so  that  lacerations  were  con- 
sidered as  irremediable  aggravations  rather  than  as  curable  causes 
of  uterine  disease.    To  Emmet  undoubtedly  belongs  the  merit  of 
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clearly  pointing  out  the  numerous  effects  that  flow  from  lacera- 
tion of  the  cervix,  and  of  describing  a  practical  operation,  for  its 
cure. 

The  operation  has  been  termed  hystero-trcLchelorraphy^  but  it  is 
just  a  little  odd  to  find  so  competent  an  authority  on  the  matter 
as  Emmet  himself  saying  that — "  It  would  be  but  human  nature 
for  the  uninitiated  "  {query ^  patient  or  practitioner  ?  )  "  to  dread 
the  severity  of  an  operation  so  t-ermed."  The  horrors  both  of 
female  disease  and  of  its  surgical  treatment  have  been  not  a  little 
enhanced  in  this  direction  of  late  years  by  some  of  Emmet's  com- 
patriots, and  their  German  imitators  or  modeb. 

Causation. — That  laceration  is  due,  in  most  cases,  to  the  effects 
of  labor  at  full  term  is  undoubted  ;  but  it  would  appear  to  be  as 
yet  undecided  whether  long  and  tedious  or  over-rapid  labors  are 
the  most  destructive  to  the  cervical  tissues.  Too  prolonged 
labor,  however,  probably  gives  rise  to  the  greatest  number  of 
cases,  although  the  too  early  use  of  the  forceps,  with  undilatable 
OS  uteri,  cannot  be  held  guiltless.  Not  a  few  cases  were  traced 
bj^  Emmet  to  abortions  or  premature  deliverv,  and  especially,  as 
might  be  expected,  in  cases  where  this  had  been  brought  about 
artificially.  He  found,  after  very  careful  collection  of  statistics, 
that  over  32  per  cent,  of  all  fruitful  women  coming  under  his  care 
in  private  practice,  suffered  from  laceration.  My  own  more  lim- 
ited experience  would 
lead  me  to  consider  this 
estimate  as  not  very 
much  too  high ,  —  an 
appalling  prospect  in- 
deed, if  we  are  to  con- 
clude that  all  or  most 
of  these  patients  require 
a  difficult  surgical  oper- 
ation. The  stmg  which 
anaesthetics  were  sup- 
posed to  have  taken 
from  the  curse  "  in  sor- 
rowshalt  thou  conceive," 
would  be  restored  with 
a  vengeance,  and  not  a 
slight  addition  would  be 
mi&e  to  the  "  sweat  of 
the  brow  "  predicted  for 
the  other  sex.  The  fate  of  the  perineum  would  prepare  us  for 
operative  measures  on  a  sufficiently  extensive  scale,  but  surely 
nothing  approaching  to  this. 
Forma, — Laceration  may  occur  in  any  direction  at  the  time  of 
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Fig.  118.— Stellar  Laceration  of  the  Cerylx  Uteri 
(Emmet). 
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delivery,  but  unless  carefully  souji^ht  for,  on  account  of  heamor- 
rhage,  it  is  then  nearly  always  overlooked ;  indeed,  by  the  finger 
alone,  as  any  student  may  satisfy  himself,  it  is  most  difficult  to 
ascertain  the  outline  of  the  cervix  at  all,  immediately  after  deliv- 
ery. The  anterior  lip  is  most  apt  to  suffer,  and  that  chieflv  to- 
wards its  left  side.  The  pressure  of  the  long  diameter  of  the 
head,  in  its  first  and  most  common  position,  explains  that.  But 
antero-posterior  lacerations  are  more  apt  to  heal  during  convales- 
cence, with  little  or  no  permanent  depression,  and  lateral  tears  are 
more  often  the  cause  of  permanent  trouble.  We  may  have  every 
variety  of  form — stellar  (fig.  113),  unilateral  (fig.  114),  bilateral, 
or  otherwise.  I  omit  here  those  cases  of  cervico-vaginal  rupture 
which  leave  permanent  records  in  the  form  of  fistular  communi- 
cations with  the  bladder  or  rectum. 

Results. — As  regards  the  results  of  rupture  of  the  cervix,  we 
may  dismiss  them,  as  encountered  at  the  time  of  occurence,  in 
few  words.  The  chief  result  is  hsemorrhaee,  and  it  is  necessary 
for  the  obstetrican  to  bear  this  in  mind,  as  he  must  also  remember 
the  corresponding  affection  of  the  perineum,  when  severe  pri- 
mary post'partum  heemorrhage  occurs  in  spite  of  well-contracted 


Fig.  114.— Unllatonl  Tear  of  the  Cervlz  Uteri  (Emmet). 

uterus  and  complete  expulsion  of  the  secundinee.  I  have  never 
known  a  case  where  the  ordinary  treAtmeni  of  post-partum  hsBmor- 
rhage  has  not  sufficed  to  arrest  hsBmorrhage  from  the  cervix  alone, 
but  a  small  sponge,  soaked  in  tincture  of  iodine,  four  times 
dilated,  and  pressed  against  the  torn  cervix  by  a  forceps,  has  ii^ 
one  or  two  cases  been  of  immediate  service.  I  can  ima^ne  a 
case,  however,  where,  as  has  been  done  by  Fallen,  the  pnmarv    t 
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Btitcbing  of  the  parts  might  be  necessary.    It  would,  under  the 
circumstances,  be    infinitely  more  difficult    than  the  primary 
operation  on  the  perineum,  though  its  details  will  be  simple 
enough  to  those  who  understand  the  operation  required  by  lacera- 
tion as  a  cause  of  subs^uent  trouble.    The  consequences  of  torn 
cervix,  as  a  chronic  afi^tion,  are  of  much  greater  importance. 
There  can  be  no  possible  doubt  that  it  acts,  Doth  as  a  cause  of 
chronic  cervical  endo-metritis,^  and  as  an  a^ent  which  retards  or 
prevents  the  cure  of  that  affection  by  ordinary  means.    If  deep, 
It  leads  almost  necessarily  to  a  state  of  ectropion,  to  the  eversion 
of  the  mucous  membrane  of  the  cervical  canal ;  and  the  friction 
of  this  everted  surface  against  the  vaginal  walls,  its  contact  with 
the  vaginal  secretions,  and  its  liability  to  injury  in  the  marital 
relation,  and  on  all  great  exertion, — ^all  these  circumstances  tend  to 
render  it  a  matter  for  very  careful  consideration,  whether  by  opera- 
tivejmeans,  it  can  be  eliminated  from  the  morbid  chain  of  cause  and 
effect.     Parenchymatous  enlargement  of  the  cervix  surely  follows 
in  its  wake,  as  an  extension  of  inflammatory  mischief  from  sur- 
face to  substance ;  and  this  enlargement  increases  the  ectropion, 
and  thereby  spreads  the  superficial  inflammation.     Where  we 
have  had  cervical  tearing  we  have  also  an  increased  tendency  to 
those  peri-uterine  inflammations  which  so  often  depend  on  septic 
absorption  from  torn  surfaces ;  and  the  result  is  an  organ  lees 
fitted  to  contend  with  its  own  local  difficulties.     Sub-involution, 
or  chronic  parenchymatous  inflammation  of  the  uterine  body, 
adds  to  the  general  weight  and  congestion,  which  diminish  the 
chances  of  curing  the  cervical  condition.     Menorrhagia,  dysmen- 
orrhoea,  abundant  leucorrhoea,  and,  of  coarse,  all  the  usual  de- 
pendent train  of  symptoms, — back-ache,  hysteria,  and  so  forth, — 
are  thus  in  a  sense  traceable  to  torn  cervix,  and  the  fashion  for 
the  moment  is  to  trace  them  to  this  source  almost  alone.    But  it 
should  be  clearly  understood  that  old  lacerations  of  great  depth, 
and  in  all  directions,  may  exist  without  a  single  morbid  symp- 
tom, and  without  involving  any  necessity  for  surgical  interfer- 
ence.   I  desire  to  make  myself  personally  responsible  for  this 
statement  of  fact.     On  the  very  day  of  writing  this  I  have  had 
occasion  to  examine  a  lady  of  sixty  two  years  of  age, — the  mother 
of  six  children,  and  one  who  has  been  known  to  me  for  over 
twenty  years  as  free  from  any  trace  or  suspicion  of  uterine  disease, 
— on  account  of  a  little  haemorrhage,  which  turned  out  to  be  due 
to  a  small  herpetic  ulcer  of  the  vulva,  and  I  found  a  cervix  split 
completely  across  transversely  and  as  deeply  as  possible,  and  with 
three  radiating  tears,  two  anteriorly  and  one  posteriorly.    I  intro- 
duced a  duck-bill  speculum  and  widely  separated  the  cervical 
lips,  and  found  not  a  trace  of  redness  in  any  comer  of  the  fissures. 
That  acquired  sterility  will  often  follow  in  the  wake  ot  this 

Digitized  by  VjOOQIC 


KOK-OPBRATIVB  TKBATMBNT.  248 

affection,  when  complicated  with  some  of  the  preceding  symp- 
toms, and  that  the  removal  of  such  symptoms  will  occasionally 
be  followed  by  pregnancy,  does  not  seem  to  require  the  amount 
of  discussion  and  proof  that  has  been  bestowed  upon  it.  It  seems 
to  be  also  pretty  certain  that  the  cervix  uteri,  thus  everted  and 
exposed  to  irritation,  is  more  liable  to  the  invasion  of  epithelomia, 
though  I  know  not  in  what  degree,  nor  are  there  any  accurate 
statistics  to  prove  the  fact ;  as  a  result  of  the  affection,  or  of  its 
concomitants,  we  may  also  have,  in  addition  to  the  effects  already 
mentioned,  various  reflected  neuroses,  neuralgia  of  the  uterus, 
with  or  without  dyspareunia,  and  greater  liability  to  menstrual 
disorders  or  uterine  displacements,  as  well  as  tendency  to  abor- 
tion or  tedious  labour  when  pregnancy  occurs. 

IreatmenL — ^It  is  therefore  of  great  importance  to  decide  three 
questions — (1)  When  is  an  operation,  demanding  considerable 
skill  ih  thepractioner,  and  some  fortitude  in  the  patient,  called 
for?  (2)  How  can  this  be  avoided  by  prophylactic  or  other 
means  ?  And  (3)  if  once  decided  on,  what  is  tne  best  mode  of  its 
performance  ?  I  take  the  second  question  first,  and  in  reply  I 
have  no  hesitation  in  saying  that  Emmet,  the  originator  of  the 
operation,  has  himself  provided  us  with  the  surest  means  of  pre- 
ventive treatment,  as  far  as  regards  operatioii,  for  these  lesions. — 
To  those  who  will  consult  his  observations  {op.  cit.^  p.  624)  on  the 
management  of  a  case  of  vaginal  fistula  previous  to  operation,  or 
will  refer  to  any  remarks  on  the  subject  (p.  129),  or  who  have  no- 
ticed how  these  fistute  improve,  and  sometimes  spontaneously 
heal,  under  hot-water  treatment  by  injection,  I  can  aflirm  that  a 
like  result  will  often  follow  if  the  plan  be  employed  early  in  lac- 
eration of  the  cervix  uteri.  If  recoj^nized  at  the  time  of  delivery, 
the  use  of  copious,  tepid,  antiseptic  injections  should  be  made 
from  the  beginning,  and,  indeed,  for  other  reasons,  this  is  advisa- 
ble in  all  cases  of  delivery.  In  every  case  it  would  be  well  if  a 
careful  vaginal  examination  were  made  within  three,  or  at  most 
four,  weeks  after  confinement.  If  this  were  universally  done, 
many  other  conditions  requiring  early  management  would  be  dis- 
covered in  time,  and  certainly  this  condition  of  laceration  of  the 
cervix  would  not  give  the  trouble  in  after-life  which  it  undoubt- 
edly often  does.  It  can  by  that  time  be  diagnosed  with  certain- 
ty by  the  duck-bill  speculum.  The  hot-water  treatment  now  comes 
into  play.  The  attendant  must  be  shown  how  to  manage  the 
syringe  and  the  overflow  stream,  with  the  patient  on  her  back 
and  the  pelvis  well  raised,  and  an  injection  must  then  be  given  at 
least  night  and  morning  for  a  few  days,  and  once  daily  or  nightly 
for  two  or  three  weeks,  even  after  the  patient  feels  able  to  go 
about  freely.  I  have  tried  warm  injections  in  this  way  for  a  con- 
siderable period,  but  have  only  been  acquainted  with  ihe  value  of  , 
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hot  water  (105^  and  upwards)  Rince  the  publication  of  Emmet's 
first  edition.  My  somewhat  limited  experience  of  its  use  since 
then  in  these  cases  of  recept  rupture  of  the  cervix,  has,  however, 
convinced  me  that  we  possess  here  a  means  of  promoting  union  of 
the"  torn  surfaces  to  a  sufficient  practical  extent,  without  permit- 
ting their  invasion  by  granular  sprouting,  which  renders  perma- 
nent adhesion  very  difficult  or  perhaps  impossible.  It  is  too 
much,  however,  to  hope  that  the  plan  of  invariable  examination 
at  the  right  time  will  ever  be  fully  carried  out,  especially  among 
the  poorer  classes,  though  certainly  a  male  patient  who  had  ever 
endured  anything  corrresjjonding  to  the  pangs  of  labour  would 
"jump  at "  the  idea  of  an  investigation  "  to  see  that  all  was  right 
again,    and  his  adviser  would  probably  insist  upon  it 

Supposing,  however,  that  no  means  have  been  taken  during  the 
puerperal  month,  or  within  a  short  subsequent  period,  to  promote 
adhesion  of  a  torn  cervix,  or  to  ensure  that  such  fissures  of  the  cer- 
vical rim  as  may  renx^in  are  covered  with  healthy  mucous  tissue. 
it  is  still  possible,  in  my  opinion,  to  bring  about  the  same  result, 
at  a  much  later  period,  without  operative  interference,  if  the  in- 
structions given  above  for  the  management  of  cervical  erosion  are 
fairly  carried  out,  especially  the  negative  ones  as  to  strong  cans- 
tics.  If,  treating  the  unhealthy  surface  by  powerful  caustics  or 
escharotics  at  this  stage,  ^e  destroy  all  the  superficial  tissue  and 
render  il7  incapable  of  recovering  its  normal  condition,  or  of  ex- 
tending to  the  parts  which  are  torn,  there  will  be  nothing  for  it, 
laceration  or  no  laceration,  but  destruction,  by  the  knife  or  other 
means,  of  the  unhealthy  structures  which  have  taken  its  place.  If 
the  less  heroic  plan  of  mild  alterative  local  applications,  com- 
bined with  the  means  I  have  pointed  out  for  removing  pelvic  con- 
gestion, for  lifting  up  the  uterus  to  a  moderate  extent,  so  as  to 
avoid  uterine  congestion,  and  for  improving  the  general  health  by 
alterative  and  tonic  treatment,  be  followed,  out  the  torn  cervix, 
torn  in  a  moderate  degree  at  any  rate,  may  retard  but  will  not 
prevent  complete  recovery. 

Operative  Interference— When  not  o^ed  for. — Our  first 
question.  When  is  operative  interference  required  for  the  cure  of 
cervical  fissures?  is  thus  partially  answered  ;  I  mean  an  operation 
for  the  paring  of  the  torn  surfaces  and  their  union  by  stitches.  I 
would  say  that  an  operation  of  this  kind  is  not  called  for — 

1.  When  the  laceration,  though  deep,  but  strictly  confined  to 
the  cervix,  is  covered  with  healthy  mucous  tissue. 

2.  When  the  condition  of  the  parts  is  recent  &nd  such  that 
there  is  a  fair  prospect  of  cure  by  the  simple  means  above  indi- 
cated. 

3.  When  there  is  evidence  of  aurrounding  pelvic  infiammation, 
or  inflammation  of  the  body  of  the  uterus  such  as  may  account  for 
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the  persistence  of  cervical  disease,  or  which  would  almost  inevita- 
bly he  aggravated  hy  a  formidable  surgical  operation  on  the 
cervix. 

Operative  Interference— When  o^ed  for.^After  this  neg- 
ative statement  we  are  bound  to  state  when,  in  our  opinion,  par- 
ing of  the  torn  ed^es  of  a^  lacerated  cervix  and  reparation  of  the 
tears  by  stitching  is  called  for.  J  would,  with  my  present  experi- 
ence, limit  this  to  cases  where — 

1.  The  torn  surfaces  are  covered  by  thick  granulations,  which 
have  resisted  the  simple  means  advised  for  the  cure  of  cervical 
endo-metritis,  and  where  evidently  nothing  but  the  curette  or 
powerful  escharotics  will  avail. 

2.  Where  the  lacerations,  and  their  consequent  results,  had  pro- 
duced considerable  ectropion  of  the  cervical  canal,  or  great  altera- 
tion in  shape  of  the  cervix  itself,  such  as  woqld  probably  require 
ablation  of  some  portion,  and 

3.  Not  as  Emmet  puts  it  "  when  the  woman  suffers  from  neu- 
ralgia," but  when  neuralgia  or  nervous  phenomena  of  severe 
character  can  be  traced  by  exclusion  to  nothing  else  than  uterine 
origin,  and  to  the  possible  involvement  of  uterine  nerves  in  the 
cicatrical  tissue  of  the  cervix.  In  this  case,  and  in  this  alone,  are 
we  warranted  in  operating  on  a  laceration  covered  with  healthy 
tissue,  and  unaccompanied  by  great  hypertrophic  distortion  of 
the  cervix.* 

Hetiiod  of  Gyration. — ^It  remains  to  describe  the  simplest 
method  of  operatmff  for  the  condition  of  the  lacerated  cervix. 
In  the  first  place,  Emmet  lays  as  much  stress  on  the  value  of 
long-continued  preparative  treatment  as  he  does  in  the  case  of  an 
operation  for  vesico-vaginal  fistulss.  Without  such  preparative 
treatment  the  slightest  provocation,  he  savs,  will  suffice  to  bring 
back  all  the  former  symptoms.  I  can  well  believe  it,  for  the  so- 
called  "preparatory  treatment  consists  in  following  out  pre- 
cisely those  maxims  which  we  have  just  advised  for  flie  cure  of 
ordinary  erosions  and  enlargements  of  the  cervix,  with  or  with- 
out tearing,  and  without  surrounding  inflammatory  affections  of 
the  uterine  body,  ovaries,  broad  ligaments,  cellular  tissue,  or 

>  Aa  this  operation  1a  imdoiibtedly  entitled  (according  to  the  practice,  which  will 
ere  loog  render  Greek  or  Latin  mere  child's  play  to  the  medical  stndent,  In  com- 
parison with  the  biographical  lantj^uage  Inflicted  npon  him)  to  be  termed  "  Emmet's 
operation/'  it  is  only  riirht  to  allow  the  originator  to  define  the  necessary  conditions 
for  its  performance  In  his  own  words.  He  says  (op.  eU.<,  p.  467)—**  I  would  state  that 
in  every  instance  where  the  condition  (lacerated  cervix)  is  evident,  and  where  enlarge- 
ment of  the  aterus  still  remains,  or  where  the  woman  suffers  from  neural&ria,  I  con- 
sider an  operation  necessary,  notwithstanding  the  parts  may  have  completely  healed.'* 
I  cannot  accept  this  definition  of  the  operative  indications.  I  estimate  that  about 
fifteen  operations  a  week,  for  the  one  affection,  would  be  the  result  of  my  doing  so  at 
the  present  time.  The  acquirement  of  a  special  reputation  in  the  matter  would 
doubtless  Increase  the  number  for  a  time,  until,  like  slitting  up  the  cervix,  the  prac- 
tice became  universal,  and  was  by  Its  abuse  discredited.  dhC^OOQlC 
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peritoneum.  Hot  iv^ater  injections,  a  suitable  pessary,  glycerine 
plugs,  puncturing  enlarged  follicular  cysts,  and  the  application  of 
lodme  or  astringents  to  the  eroded  surfaces — these  sum  up  the 
whole  matter.  When  the  preparatory  treatment  has  been  fully 
carried  out  to  the  extent  proposed,  viz.,  to  the  removal  of  all  ten- 
derness, it  might  be  well  to  make  quite  sore  that  the  further 
operation  is  required  at  all.  Opinions  diflfer  much  as  to  the 
difficulty  of  the  operation  and  the  time  for  its  performance. 
Fallen  considers  the  operation  difficult  of  performance  {Brit  Med. 
Jour.,  May  21,  1881).  Jonathan  Hutchinson  (Holmes's  System  of 
Surgery y  iii.  420)  says: — "*The  operation  is  a  simple  one;  the 
uterus  is  drawn  down,  the  edges  of  the  fissure  are  pared,  and 
sutures  inserted."  Emmet  refuses  to  operate  as  long  as  there  are 
any  traces  of  pelvic  cellultiis.  Goodell  considers  persistent  pelvic 
cellulitis  as  a  ground  for  operation.  ,  Martin  of  Berlin  operates 
during  its  existence,  and  without  preparatory  means,  as  Simon  of 
Heidelberg  does  in  vaginal  fistulse. 

If  the  question  of  operation  be  decided  in  the  affirmative,  the 
the  patient  is  placed  in  the  left  lateral  position,  the  cervix  is 
exposed  in  the  usual  way  by  the  duck-bill  speculum,  and  is 
drawn  down  by  hook  or  vulsellum.  A  copious  vaginal  injection 
of  very  hot  water,  given  just  before  the  operation,  will  greatly 
tend  to  prevent  hsemorrhage,  but  if  the  tissues  are  at  all  soft,  it 
is  better  to  surround  the  base  of  the  cervix  with  a  thick  wire 
drawn  tight  by  means  of  a  small  ecraseur  or  tourniquet,  which  is 
left  in  position.  The  surfaces  of  the  laceration  are  now  to  be 
freely  pared  by  scissors  or  knife,  in  such  a  way  that  the  raw 
edges  on  opposite  side  will  freely  unite  when  placed  together. 
Each  side  of  the  tear  must  be  denuded  separately,  and  any  con- 
vexity or  bulging  it  may  have  acquired  must  be  thoroughly  flat 
In  troublesome  or  complicated  cases  it  may  be  advisable  to  operate 
on  successive  portions  at  difterent  times.  Considering  the  varie- 
ties that  exist  in  the  direction  of  these  tears,  it  is  impossible  to  por- 
tray intelligibly  to  the  ordinary  medical  reader  the  appearance  of 
their  denuded  surfaces.  But  to  one  accustomed  to  plastic  opera- 
tions, and  no  other  should  attempt  this  it  is  sufficient  to  recog- 
nise fully  the  depth  and  the  length  of  the  laceration,  and  the 
shape  of  the  organ  desired  to  be  restored.  Before  operation,  the 
surfaces  must  be  hooked  together  as  far  as  possible,  so  as  to 
assume  the  desired  shape,  and  thus  give  a  clear  idea  of  how  much 
redundant  tissue  will  have  to  be  shaved  off  to  admit  of  proper 
juxtaposition.  Small  minor  diverging  fissures  may  be  inclnded 
in  the  surface  swept  clear  in  the  walls  of  the  main  one. 

A  description  of  the  mode  of  treatment  of  a  simple  bilateral 
tear  must  suffice,  and  for  hints  as  to  the  management  of  more 
complicated  fissures,  the  reader  is  referred  to  Emmet's  work.    In 
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figs.  115, 116, 117,  and  118,  A  C  B  and  A  D  B  represent  dia- 
grammatically  the  op^pasite  surfaces  of  a  complete  tear,  A  B  being 
their  angle  of  union,  in  the  centre  of  which  is  0,  the  lumen  of  the 
cervical  canal-  A  C  B  and  A  D  B  have  to  be  pared  and  vivified, 
and  stiched  together  in  such  a  way  as  to  permanently  adhere, 
while  leaving  a  free  passage  outwards  from  0  to  the  surface  at 
CD.  A  strip  0  ej[  (fig.  115)  on  one  flap,  and  a  similar  strip  0 
^  A  on  the  other,  will  have  to  be  left  unpared,  otherwise  the  canal 
of  the  cervix  uteri  will  be  closed,  and  these  strips  of  unpared 
tissue  must  be  wider  at  the  lower  end  of  the  cervix,  to  allow  for 
the  greater  shrinking  which  takes  place  in  that  part  of  the  re- 


Fi«r.  117. 


Fig.  118. 


Figs.  115,  116.  117,  118.— Four  fl^nires  illastratlng  dlafljammatlcally  the  steps  of 
Emmet's  Operation  for  the  Repair  of  the  Lacerated  Cervix  Uteri.  The  letters  and 
figures  refer  to  the  text. 

paired  organ.  The  parts  to  be  freshened  will  therefore  correspond 
with  the  shaded  portions  of  fig.  115,  and  when  placed  in  position, 
e  will  adhere  to  g  and/  to  A,  leaving  a  wide  and  patent  canal. 
Thestitchiufi:,  still  shown  in  a  purely  diagrammatic  form  in  fig.  116, 
is  accomplished  thus.  For  the  sake  of  clearness  only  three  stitches, 
Noe.  1, 2,]and  8  are  shown,]and  these  only^on  one  siae,*but  it  may  be 
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neceBBary  to  nee  four,  five,  or  more,  at  intervals  of  ^  to  ^  of  an  inch. 
The  effect  of  placing  C  and  D  in  opposition,  then  tightening  these 
stitcheB,  commencing  with  ^e  uppermost,  cannot  fail  to  be  appar^ 
ent,  but  fiffs.  117  and  118  will  probably  make  it  even  more  so. 
The  denu&tion  of  the  sur&ce  is  best  performed  by  sharp  scissors, 
commencing  at  the  apex  or  lower  part,  and  removing  each  side  of 
each  flap,  it  possible,  in  one  piece.  Short,  curved  needles  are  the 
most  convenient  for  introducing  the  wire  stitches,  and  it  is  essen- 
tial to  have  a  good  holder,  such  as  that  of  EEagedorn  (fig.  41).  If 
the  parts  are  very  hard,  it  may  be  necessary  to  use  edged  needles. 
No.  26  wire  is  generally  the  most  suitable.  The  stitches,  when 
twisted,  are  cut  off  about  half  an  inch  from  the  cervix,  and  the 
ends  are  turned  dowp  parallel  to  its  length,  so  as  to  cause  no 
irritation  of  surrounding  parts.  They  may  be  removed  from  the 
seventh  to  the  tenth  day,  the  upper  one  first,  so  that,  if  adhesion 
be  not  complete,  the  lower  ones  may  be  left  in  situ.  Fig.  119 
shows  the  denuded  surfaces,  after  Emmet. 

According  to  Munde,  the  operation  is  almost  painless,  except  as 
regards  the  introduction  of  the  stitches,  and  though  he  deprecates 
the  practice  in  ordinary  cases,  he  speaks  pretty  confidently  of  the 


Fio.  119.— Lacerated  Oeirlz'after  deiiiidAtlon(Bmmet). 

possibility  of  operating  without  aneesthesia  at  his  "  oflice  "  or 
consulting  rooms,  and  sending  the  patient  home  by  car  to  pursue 
her  usual  avocations,  and  to  return  for  the  removal  of  the  stitches 
in  a  week.    Should  this  hint  be  largely  taken  up,  I  fear  that  the 
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occorrence  of  severe  and  even  fatal  pelvic  inflaii^mation  or  second- 
ary hsemorrhage  will  soon  add  to  the  suspicion  with  which  this 
operation  is  even  now  regarded  by  many  of  oar  foremost 
gynaecologists. 

One  farther  precaution  after  the  operation  should  be  mentioned. 
If  retroversion  has  been  present  before  the  operation,  it  will 
probably  return  when  the  ^tient  beeins  to  move  about,  and  there 
will  thus  be  caused  a  strain  upon  the  young  cicatrix,  which  it 
will  probably  be  unable  to  stand.  A  Hodge  pessary  should  there- 
fore be  inserted  as  early  as  possible,  and  the  uterus  kept  in  an  an- 
teverted  position.  Emmet  lays  great  stress  upon  this,  and  very 
properly,  and  I  would  further  supplement  the  advice  by  recom- 
mending the  practitioner  who  has  successfully  performed  **  hys- 
tero-trachelorraphy,"  to  dismiss  from  his  mind  the  notion  of 
having  achieved  a  **  cure-al^^  and  to  remember  that  every  single 
symptom  attributed  to  the  lesion  under  consideration  may  exist 
in  its  absence,  and  may  remain  or  return  in  spite  of  its  temporary 
remedial  effect. 

I  am  indebted  to  my  colleague,  Dr.  W.  J.  Sinclair  (of  the  Man- 
chester Southern  Hospital),  wlio  has  had  some  experience  in  this 
operation,  for  the  following  statements : — 

1.  The  operation  is  more  difficult  of  performance  than  descrip- 
tions of  it  might  indicate,  and  should  not  be  undertaken  without 
some  previous  experience  of  plastic  operations  in  parts  more  easily 
reached. 

2.  A  uterine  tourniquet  of  auy  kind  is  an  inconvenience.  In 
most  cases  some  bleeding  is  an  advantage*  improving  the  condition 
of  the  tissues,  when  the  hsemorrhage  is  excessive,  if  the  denudation 
of  the  upper  end  of  the  larceration  be  quickly  completed,  and  the 
uppermost  suture  be  at  once  introduced  and  twieted  twice,  the 
amount  of  bleeding  will  be  sufficiently  moderate. 

3.  Elaborate  preparation  of  the  patient  appears  to  be  unneces- 
sary. Operations  on  a  uterus  fixed  by  the  condition  of  the  sur- 
rounding tissues,  or  in  case  of  great  hypertrophy,  are  followed 
by  perfectly  satisfactory  results,  the  uterus  becoming  movable  and 
less  tender,  and  diminishing  in  size. 

4.  When  there  is  much  hypertrophy  of  the  cervix,  it  is  difficult 
to  bring  the  outer  edge  of  the  denuded  surfaces  into  perfect  con- 
tact without  cutting  away  a  large  amount  of  tissue  or  throwing 
great  strain  upon  the  sutures.  In  one  such  case  an  excellent  re- 
sult was  obtained  by  the  use  of  small  quilled  sutures  to  bring 
together  the  deeper  parts  and  superficial  interrupted  sutures  for  the 
vaginal  edges. 

6.  In  case  of  larceration  of  both  sides,  it  is  better  to  perform 
two  operations.  The  double  operation  is  a  very  formidable  pro- 
ceeding.    The  haemorrhage  is  less  under  control.    It  is  difficult 
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to  properly  shape  the  future  canal,  aud  to  stitch  without  occlad- 
ing  it.  After  a  successful  operation  on  one  side,  the  condition  of 
the  cervix  so  improves  as  to  make  the  second  operation  compar- 
atively trifling, 

6.  Partial  failure  will  ensue  unless  great  care  is  taken  with  the 
lower  end  of  the  fisure  which  is  destined  to  complete  the  ring  of 
the  external  os,  in  analogy  with  the  operation  for  hare-lip. 

7.  The  sutures  should  be  left  ten  days  at  least ;  the  only  failare 
observed  was  owing  to  their  too  early  removal. 

8.  During  the  introduction  of  the  sutures  the  uterine  sound  may 
be  steadied  in  the  canal  by  an  assistant,  or  it  may  be  passed 
repeatedly  during  the  operation,  to  insure  that  the  canal  is  flufS.ci- 
ently  wide. 

9.  Improvement  in  the  patient's  condition  may  come  more 
slowly  than  is  generally  expected,  and  the  operation  must  often  be 
looked  upon  as  merely  a  step  in  the  course  of  treatment  of  a  uter- 
ine disease. 

Some  of  these  observations,  it  will  be  seen,  are  antagonistic  to 
the  teaching  of  Emmet.  Some  have  a  very  pregnant  meaning  to  those 
who  can  read  between  the  lines.  Kot  being  able  to  speak  myself 
ex  cathedra^  I  dare  not  endorse  them.  *Time  must  be  allowed  to 
settle  many  points,  both  in  the  estimation  and  in  the  execution  of. 
the  operation 

General  Uterine  Hypertrophic  Enlargement. 

Enlargement  of  the  whole  uterus  may  be  due  to  a  variety  of 
causes — ^to  the  presence  of  intra-uterine  polypi,  to  fibroid  growths, 
to  malignant  disease,  or  other  causes ;  but  this  would  seem  to  be 
the  most  fitting  place  to  mention  thatchronic  condition  of  enlarge- 
ment which  is  due,  sometimes  to  chronic  corporeal  metritis,  some- 
times to  sub-involution,  and  which  is  variously  described  under 
these  two  terms,  or  under  the  terms  hypertrophy  or  hyperplasia. 
The  pathology  of  this  condition  is  not  so  clearly  made  out  that  we 
can  generally  attempt  to  difierentiate  between  its  forms,  except  in 
the  way  of  assigning  inflammation  or  abnormal  recovery  from 
pregnancy  as  presumptively  predominating  causes.  In  the  sequel 
of  both  we  have  an  addition  to  the  fibrous  or  connective  tissae 
elements  of  the  organ,  rather  than  to  the  muscular.  When  preg- 
nancy has  not  pre-existed,  we  can  only  look  upon  this  as  the 
fibrous  defeneration  which  modern  pathology  has  shown  to  fol- 
low on  chronic  inflammation  in  so  many  other  situations,  and 
when  pregnancy  has  preceded,  and  when  inflammation  has  not 
been  demonstrable  in  any  acute  form,  we  can  only  say  that  there 
is  no  sure  ground  for  contradicting  those  who  agree  with  Edis 
that  it  is  ^'  much  more  reasonable  so  look  upon  this  condition  as 
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depending  upon  arrest  of  evolution  of  tbe  puerperal  uterus  than  to 
re^rd  it  as  the  termination  of  a  latent,  undemonstrative,  acute 
inflammation,  the  symptoms  of  which  were  so  obscure  as  not  even 
to  have  been  observed."  Time  will  doubtless  solve  the  nroblem, 
and  I  cannot  but  think  that  one  common  factor  will  be  shown  to 
predominate  in  all  these  cases. 

Causation. — Various  causes  would  seem  to  conduce  to  their  final 
hypertrophic  result.  In  the  unmarried,  inflammation  of  the 
mucous  lining  (endo-metritis)  is  a  frequent  precursor,  although 
this  affection  is  certainly  less  common  than  in  the  married.  Men- 
strual troubles,  especially  those  forms  of  dysmenorrhoea  which  lead 
to  frequent  engorgement  of  the  uterus,  or  to  obstructive  dys- 
menorrhoea, seem  also  to  play  a  part.  Unfruitful  coition  also  is 
often  clearly  recognisable  as  a  cause.  In  those  who  are  too  fruit- 
ful, who  rapidly  bear  children,  and  still  more  in  those  who  have' 
frequent  miscarriages,  there  is  a  special  proclivity  to  chronic  uter- 
ine enlargement,  and  the  same  result  seems  to  follow  on  too 
prolonged  lactation,  which  can  seldom  be  carried  on  beyond 
nine  months  without  deteriorating  the  systemic  forces  of  the 
mother.  After  confinement  the  causes  are  apparently  very  numer- 
ous, but  may  be  summed  up  in  those  which  interfere  with  healthy 
nutrition  of  the  tissues,  or  those  which  lead  to  hypersemia  of  the 
pelvic  organs.  All  departures  from  the  state  of  general  health, 
such  as  great  mental  depression,  or  diathetic  disease,  the  occurrence 
ot  ansemia  from  haemorrhage  or  otherwise,  may  be  placed  in  the  for- 
mer category  ;  and  irritation  of  the  uterus  by  retained  clots  or  secre- 
tions, by  neglected  tears  of  the  cervix,  or  even  by  fcBtid  discharges 
— displacements  of  the  uterus  from  too  early  exertion  Rafter  labour, 
and  engorgement  of  the  pelvis  from  cardiac  or  other  visceral  dis- 
ease, may  be  placed  in  the  latter.  The  want  of  the  healthj 
uterine  stimulus  afforded  b^  normal  and  moderate  lactation  is 
often,  and  I  think  fairly,  assigned  as  a  further  predisposing  cause. 
After  abortion  most  of  these  causes  come  into  play  in  an  even 
greater  degree,  and  the  unpreparedness  of  the  uterus  for  the 
physiological  processes  of  parturition  fully  accounts  for  this. 

We  may  thus  summarise  the  causes  of  chronic  uterine  hyper- 
trophy as — 

1.  Chronic  inflammation  of  the  uterus  itself  or  of  the  adjacent 
parts. 

2.  Sub-involution  after  labor  or  abortion,  from — 

(a)  Impaired  nutritive  powers. 
(6)  Hypersemia  or  congestion. 

(<?)  The  want  of  the  contractile  stimulus  afforded  by  lacta- 
tion. 
{d)  Retained  products  of  conception. 
{e)  Physiological  unprepardness  for  delivery. 
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8.  Over-frequent  labors  or  abortions. 

4.  Excessive  lactation. 

6.  Uterine  engorgement,  from — 
(a)  Frequent  or  unfruitful  coitus. 

{b)  Menstrual  troubles,  especially  obstructive  djsmenorrhcsa. 
(c)  All  forms  of  pelvic  congestion. 

Symptoms, — Whatever  the  causation,  the  increase  in  its  bulk 
gives  rise  to  a  tendency  of  the  uterus  to  fall  lower  than  usual  in 
Sie  pelvis,  and  increases  the  tenderness  and  weight  of  the  organ, 
and  this  is  apparent  rather  on  bi-manual  examination  than  on  the 
passaee  of  the  sound — the  bulk  and  thickness  rather  than  the 
length  of  the  cavity  being  increased,  though  that  also  may  be  in 
excess  of  the  normal  to  a  moderate  degree.  To  the  increased 
weight  are  due  a  sense  of  fulness  or  bearing-down,  with  symptoms 
of  pressure  on  the  bladder  or  rectum,  or  of  dragging  pain  in  the 
region  of  the  ovaries  or  broad  ligaments.  Menorrhagia  is  seldom 
absent,  and  is  often  excessive  and  wasting,  adding  to  the  other 
sources  of  impaired  nutrition,  and  there  is  often  some  tendencv 
to  inter-menstrual  discharge.  These  haemorrhages,  together  with 
the  accompanying  pain,  often  lead  to  the  suspicion  of  even  more 

Eve  organic  disease.  Displacement  of  the  uterus  backwards 
;rover8ion  or  retroflexion)  is  a  very  constant  sequel  of  the  af- 
Aon,  adding  to  the  discomfort  and  increasing  the  congestion  of 
the  organ  ;  or  anterior  displacement  may  predominate.  Not  in- 
frequently we  have  that  lax  state  of  the  supports  which  permits 
of  alternate  backward  or  forward  displacement,  or  of  prolapse. 
In  addition  to  the  other  symptoms,  we  have,  in  many  instances, 
sympathetic  enlargement  of  the  breasts  and  darkening  of  the ' 
areolae,  with  nausea  and  vomiting,  and  other  nervous  sympathies 
which  may  lead  to  a  suspicion  of  early  pregnancy. 

Diagnosis. — ^The  state  under  consideration  is  most  apt  to  be 
mistaken  for  early  pregnancy,  or  for  a  fibroid  tumour,  and  more 
rarely  for  cancer  of  the  fundus  uteri.  A  careful  examination  of 
the  menstrual  functions,  and  some  patience,  are  required  to  avoid 
the  first  mistake  in  differentiation,  and  our  chief  diagnostic 
physical  signs  will  be  found  in  the  presence  or  absence  of  the 
softened  cervix  of  pregnancy,  and  still  more  in  the  shape  assumed 
by  the  uterus,  and  ascertainable  by  bi-manual  examination.  In 
hypertrophic  enlargement  the  uterus  is  enlarged  equally,  and  in 
its  later  stages,  at  any  rate,  the  substance  is  firm  and  hard.  In 
pregnancy,  on  the  other  hand,  there  is  distinct  bulging  of  the 
anterior  wall  of  the  uterus,  and  the  substance  is  softer  and  more 
indistinct  to  the  touch.  Also,  if  actual  contraction  of  the  uterine 
muscular  tissue,  while  under  examination,  could  be  made  out,  the 
strongest  evidence  would  be  afforded  in  favour  of  pregnancy.  It 
is  seldom  if  ever  felt  under  other  circumstances. 
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The  existence  of  a  small  fibroid  tumour  can  generally  be  differ- 
entiated by  dilatation  of  the  cervix  and  exploration  of  the  interior 
of  the  uterus,  and  by  the  the  history  of  the  case,  bat  in  many  in- 
stances the  diagnosis  is  for  a  time  very  difficult,  and  may  have  to 
be  left  in  doubt  till  further  growth  of  the  fibro-myomatous  affec- 
tion or  diminution  of  the  hypertrophic  enlargement  helps  to  clear 
it  op.  The  existence  of  any  decided  irregularity  of  the  surface 
of  the  uterus  would  point  to  the  presence  of  fibroid  tumours. 

Cancer  of  the  body  of  the  uterus  only  is  comparatively  a  rare 
affection.  Its  history  is  one  of  short  duration,  of  severe  and 
localised  pain,  and  of  violent  hsemorrhage  and  foetid  discharges, 
but  in  cases  of  doubt  the  diagnosis  can  only  be  arrived  at  by 
dilating  the  cervix  sufficiently  to  allow  of  the  passage  of  a  blunt 
curette,  and  by  a  careful  microscopic  examinatian  of  any  scraps 
which  can  be  thus  removed.  Sarcoma  will  be  more  fully  alluded 
to  when  speaking  of  fibroid  tumours,  or  of  the  affection  itself. 

Before  referring  to  the  treatment  called  for  by  this  condition 
of  connective  tissue  hypertrophy,  or  hyperplasia  of  the  body  of 
the  uterus,  I  should  mention  the  fact,  now  recognised  by  all 
pathologists,  that  that  portion  of  the  cervix  uteri  which  lies 
above    the   insertion   of  the  vagina,  and   which  to   the  finger 
alone  would  appear  to  be  a  portion  of  the  body,  is  often  affected 
bv  hypertrophy,  either  alone,  or 
along  with  the  intra-vaginal  cer- 
vix, or  with  the  body.    Much  inge- 
nuity has  been  shown  in  devising 
nomenclature  for^uch  localisations 
of  the  one  pathological  state,  but 
I  think  sufficient   is  said  for  all 

fractical  purposes  at  present,  if 
call  attention  to  the  fact  that 
the  uterus  may  appear  to  be  very 
low  in  the  vagina,  in  fact  com- 
pletely prolapsed,  without  much 
apparent  elongation  of  the  cer- 
vix, and  yet  with  retention  of 
the  fundus,  at  or  about  its  nor- 
mal height  (fig.  120),  and  that 
where  this  occurs  it  is  frequently 
due  to  elongation  of  the  supra- 
vaginal portion  of  the  cervix. 
This  will  be  again  referred  to 
when  speaking  of  the  diagnosis 
and  treatment  of  prolapsus  uteri. 

2%€  treatment  of  this  affection  can  never  be  undertaken  without 
it»  being  accompanied  by  a  careful  attention  to  other  disorders 
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which  may  stand  in  relation  to  it  as  causes  or  as  effects,  not  in- 
frequently as  both.  Thus  the  endo-metritis  which  is  so  frequent 
a  concomitant  demands  those  local  or  general  remedies  rescribed 
above.  The  same  remark  applies  to  chronic  inflammation  of  the 
pelvic  structures  or  its  resulting  exudations  (Chap.  XIX.).  Dis- 
placements of  the  uterus  must  be  treated  by  efficient  supports, 
and  the  treatment  must  be  accompanied  pari  passii  with  that  of  the 
hypertrophic  state.  Even  though  the  latter  may  have  been  the  sole 
cause  of  the  former,  it  is  aggravated  and  kept  up  by  its  continuance. 
The  general  health  must  oe  attended  to,  and  all  means  observed 
which  are  otherwise  required  for  the  improvement  of  the  nutritive 

Srocesse?  and  the  removal  of  ansemia.  Among  these,  iron  is  strongly 
enounced  as  almost  a  poison  by  Tait  and  some  other  writers,  when 
there  is  any  tendency  to  haemorrhage,  though  quinine,  strychnine, 
cod-liver  oil,  and  the  like  are  approved  of.  Icannot  join  in  the  con- 
demnation of  iron,  if  given  in  small  fend  digestible  doses.  The  con- 
stitutional treatment  must  specially  include  attention  to  the  free  ac- 
tion of  the  bowel  by  small  doses  of  salines.  This  not  only  promotes 
digestion,  but  diminishes  pelvic  congestion.  If  the  functions  of 
the  heart  or  liver  are  disordered,  they  also  demand  appropriate 
treatment,  such  disorders  being  fertile  sources  of  passive  conges- 
tion. Among  prophylactic  means,  we  must  note  the  judicious 
management  of  labour  or  abortion,  including  prolonged  recum- 
bency without  too  much  restraint,  the  encouragement  of  natural 
suckling,  and  the  free  use  of  ergot.during  the  first  puerperal  weeks. 
This  is,  I  believe,  a  necessity  with  all  those  atonic  women  who 
form  the  majority  of  our  town  population.  I  have  already  re- 
ferred to  the  advisability  of  an  examination  of  the  uterus  a  few 
weeks  after  the  occurrence  even  of  natural  labour,  to  ascertain  the 
existence  or  otherwise  of  torn  cervix,  lateral  pelvic  exudations, 
&c.  Another  important  prophylaxis  is  found  in  the  prevention  of 
prolonged  standing,  in  all  women  employed  as  shopkeepers,  or 
otherwise  subject  to  it,  and  especially  at  the  menstrual  periods. 
Physiological  rest  of  the  organs  is  also  a  factor  of  great  import- 
ance. No  woman  should,  if  possible,  become  impregnated  for  two 
or  three  months  after  labour,  and  still  more  after  miscarriage,  and 
if  any  symptoms  of  sub-involution  have  been  developed,  me  pe- 
riod should  be  still  more  prolonged. 

Among  curative  measures,  the  most  important,  in  all  cases 
which  succeed  to  labour  or  miscarriage,  is  to  make  perfectly  cer- 
tain whether  any  of  the  products  of  conception  have  been  re- 
tained, and  if  so,  to  remove  them.  Small  portions  of  placental 
structure  or  of  membrane  may  remain  long  adherent,  and  whether 
there  is  or  has  been  any  foetid  discharge  or  not,  are  always  to  be 
suspected  when  metrorrhagia  or  even  menosrhagia  is  permanent 
In  such  cases  the  os  may  w  patulous  enough  to  allow  the  passage 
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of  a  linger  into  the  uterine  cavity,  while  the  fdndus  is  depressed 
by  the  other  hand,  and  an  anaesthetic  greatly  assists  the  manipula- 
tion. When  this  is  impossible,  a  tupelo  tent^  and  a  second,  or 
a  third,  if  necessary,  must  be  inserted.  For  the  removal  of  such 
adherent  portions  the  finger  alone  may  suffice,  but  may  require  to 
be  supplemented  by' a  blunt  wire  curette  (fiff.  58),  and  the  removal 
must  be  followed  by  an  injection  of  carbolised  water  into  the 
uterus  through  a  wide  double  catheter.  If  much  engorgement  or 
subacute  in&tmmation  seems  to  exist,  the  use  of  the  glycerine 
plugs  and  the  hot  water  vaginal  douche  is  now  of  service,  and 
lessening  of  all  the  symptoms  will  speedily  follow.  I  seldom  or 
never  now  use  scarification  of  the  cervix  in  such  cases  unless  it  is 
otherwise  indicated.  Among  internal  remedies  ergot  is,  par  «a> 
celUnce^  the  one  in  which  reliance  is  to  be  placed,  and  it  should  be 
given  freely ;  80  or  40  minims  of  the  liquid  extract,  or  8  grains 
of  Bonjean's  ergotine,  three  or  four  times  daily,  at  least. 
Whether  it  acts  mainly  by  producing  contraction  of  the  vessels, 
and  thus  diminishing  hypersemia,  or  by  astringing  the  whole 
uterus  through  its  muscular  tissue,  I  do  not  pretend  to  say, 
but  its  action  in  producing  temporary  and  permanent  dimu- 
nition  in  size  is  often  undoubted.  Strychnia  and  quinine, 
both  as  tonics,  ^nd  in  reference  to  their  specific  action  on 
the  uterus,  may  be  given  at  the  same  time,  and  if  the  heart 
and  circulation  generally  are  feeble,  digitalis  or  convallaria 
may  be  combined  with  advantage.  The  salts  of  potash' have 
been  highly  lauded  by  Bintz  as  having  a  specific  action  on 
uterine  involution,  and  providedi  the  salt  is  soluble  and  not 
repugnant  to  the  digestive  organs,  it  is,  according  to  him,  imma- 
terial which  is  given — the  citrate,  chlorate,  or  bromide.  The  latter 
of  these  fulfils  the  further  object  of  allaying  ovarian  or  pelvic 
uneasiness,  and,  holdingthe  action  of  the  potash  as  still  snAjudicej 
should  be  preferred.  Whether  iodine  or  mercury  in  its  mildest 
forms  have  an  absorbent  action  in  true  sub-involution  or  hyper- 
trophy, is  much  doubted  by  many,  if  not  most,  writers.  My  own 
experience  leads  me  to  believe  that  in  some  cases,  and  I  cannot 
pretend  to  differentiate  them  from  others,  I  have  occasionally  seen 
rapid  benefit  from  both  of  these  agen*;s.  The  free  and  frequent 
painting  of  the  cervix  and  upper  end  of  the  vagina  with  tincture 
of  iodine  may  be  resorted  to,  and  seems  occasionally  to  produce  an 
absorbent  action  on  the  body  of  the  organ,  but,  in  the  absence  of 
speedy  results,  the  practitioner  must  avoid  dallying  thus  with  his 

Ktient's  time  and  purse.  The  treatment  of  lacerated  cervix  has 
en  fully  dwelt  on,  and  both  that  and  amputation  of  redundant 
portions  are  undoubtedly  often  followed  by  diminution  in  size  of 
the  enlarged  fundus.  The  treatment  of  these  affections  of  the  ut- 
erine hoay  by  destruction  of  the  cervix,  or  a  portion  of  it,  by  potasa 
faaa,  is,  in  my  opinion,  simply  barbarous.  ^^,^^^^  ^  Uooglc 
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CHAPTER  X. 

D18BABB8  OF  THB  Uterus — contintud.    Fibro-mvomata  or  Fibroid  Tomoore 
Uterine  PolypL    Fibrocystic  Tumours. 

Rbro-myomata  or  Fibroid  Tumours. 

Although  these  growths  are  excessively  common,  we  know  al- 
most absolutely  nothing  of  the  causes  which  give  rise  to  them.— 
We  do  know  that  they  arise,  for  the  most  part,  if  not  universally, 
during  the  period  of  sexual  fertility  (Oerum  of  Copenhagen,  in 
1002  autopsies,  found  no  case  under  twenty  years  of  age ;  1  m  ISO 
under  thirty ;  and  twelve  per  cent,  after  forty),  that  before  puber- 
ty they  are  almost  unknown,  and  after  the  menopause  they  very 
frequently  shrink,  or  at  anv  rate  cease  to  grow ;  that  they  are 
most  common  in  those  who  have  borne  children,  and  that  they  are 
not  traceable  to  previous  inflammation,  to  traumatic  causes,  or,  as 
£Ar  as  we  can  tell,  to  endemic  influences,  although  the  negro  race 
exhibits  a  special  liability  to  them.    Hence  we  deduce  the  belief, 

Srobably  a  correct  one,  that  they  are  associated  as  accidental  re- 
undancies  with  those  changes  of  tissue  which  are  perpetually  re- 
curring, from  month  to  month,  in  the  uterus. 

In  size  they  may  very  from  that  of  a  pea  to  that  of  the  largest 
melon.  The  uterus  m^  contain  but  one,  or  it  may  contain  an 
enormous  number  of  them  (fig.  121).  Physically,  they  vary 
considerably,  from  a  pf  arly-white  colour  and  dense  hardness,  to  a 
reddish-gray  aspect  and  much  softer  consistency.  These  two 
extremes  of  colour  and  consistence  are  partly  due  to  a  greater 
or  less  vascularity,  and  partly  to  the  predominance  of  the 
fibrous  or  muscular  element.  The  less  vascular  and  the  more 
fibrous,  the  whiter  and  firmer  are  these  growths.  They  are 
generally  attached  but  loosely  to  the  surrounding  muscular  tis- 
sues, except  at  ono  or  two  points,  and  the  loose  tissue  around 
them  forms  a  sort  of  capsule.  There  is,  however,  no  true  capsu- 
lar membrane ;  and  when  the  muscular  element  pervails  there  may 
be  little  (if  any)  boundary  between  tumour  and  uterine  wall.  Their 
vascular  connection  with  the  uterus  is  generally  limited,  and 
often  seems  to  be  almost  entirely  severed  ;  l)ut  the  uterine  wall  in 
their  neighbourhood  is  often  very  rich  in  large  vessels ;  so  much 
80  that  the  uterine  souffle  is  often  heard  over  them  as  distinctly 
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a8  it  is  over  the  pregnant  uterus,  a  phenomenon  also  occasionally 
dae  to  their  own  vascularity  (see  below).  Their  microscopic 
stracture  is  that  of  combined  fibroma  myoma  (oi  connective  tis- 
ane and  unatriped  muscular  fibre);  the  former  generally,  but  by 
no  means  always^  predominating.  These  structures  are  groupea 
together  in  many  bundles  and  distinct  whorls.  Whatever  nerves 
are  traceable  into  their  structure  are  usually  little  sensitive  to 
pain.  There  are  often  loose  interspaces  between  the  bundles  of 
tissue,  and  these  are  liable  to  serous  infiltration,  causing  varia- 
tions in  the  apparent  size  and  hardness  of  the  same  tumour  at  dif- 
ferent times.     According  to  Klob,  they  are  liable  to  lymphan- 


Fio.  121.— Mnlltple  Fibroids  of  the  Uterus  (Boiyln  et  Dages). 

giectasis,  or  dilation  of  their  lymphatic  channels  ;  and  Virchow 
describes  a  cavernous  type,  where  the  blood  vessels  are  largely  de- 
veloped. This  form  is  also  accompanied  by  the  uterine  or  falsely- 
named  placental  souffle.  These  ^features,  and  others  to  be  after- 
wards mentioned,  account  for  the  occasional  occurrence  of  large 
pseudo-cysts  (fig.  122)  (see  "Fibro-cystic  Tumours"),  which  alter 
the  phvsical  characters  of  the  growths  very  much,  and  add  great- 
ly to  the  difficulty  of  their  diagnosis.  Occasionallv,  though  rare- 
ly, abscess  may  form  in  the  substance  of  large  nbroids,  giving 
rise  to  agonizing  pain.  I  aspirated  one  such  tumour  several  times, 
and  finafly  got  rid  of  this  complication,  while  leaving  the  tumour 
otherwise  untouched. 

These  growths  may  alter  or  degenerate  in  other  ways.    Occa- 
sioually  complete  involution  or  disappearance  takes  place ;  this      ^ 
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will  be  more  particularly  mentioned  in  relatioii  to  treatment- 
Fatty  degeneration  frequently  occurs,  and  is  generally  associated 
with  arrest  of  growth,  or  even  disappearance ;  and  Kleinwach- 
ter  expresses  a  belief  that,  in  multiple  fibro-myomata,  many 
of  the  centres  have  a  definite  career  of  development  impressed 
upon  them  from  the  first.  Calcification  is  a  rare  sequel,  bat 
has  led  to  attempts  at  cure  by  the  administration  of  the 
chloride  of  calciuiii.  Naturally  calcified  fibroids  have  been 
expelled  as  a  species  of  uterine  calculus.     Gangrene,  from  the 


Fio.  122.— Uterine  FlbroidSi  with  Oayernoos  Structure  (Flbro-cystoma)  in  one 
of  them  (SchroBder). 

destruction  of  the  vascular  connection,  is  by  no  means  un- 
known, and  the  result  of  this  may  be  spontaneous  attempts  at 
expulsion  of  the  dead  mass, — successful  occasionally,  or  leading 
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to  death  by  septicsemia.  It  is  a  moot  point  whether  true  cancer 
is  ever  developed  in  their  substance,  but  I  feel  almost  absolutely 
certain  that  I  have,  more  than  once,  seen  the  development  of  rap- 
id sarcoma  in  fibroids  of  long  .and  slow  growth  :  and  .this  is  con- 
sistent with  the  similarity  between  the  ultimate  histological  con- 
Btituents  of  these  two  forms  of  tumour. 

Fibroids  are  most  commonly  developed  in  the  body  of  the 
oterus, — ^and  it  is  advisable  to  consider  those  of  the  cervix 
separately.  The  posterior  wall  of  the  uterus  is  more  liable  to 
their  presence  than  the  anterior,  and  the  side  least  of  all. 
Similar  structures  are  met  with,  although  comparatively  rarely,  in 
other  parts  of  the  genital  apparatus  where  muscular  structures  ex- 
ist, such  as  the  ligaments.  Fallopian  tubes,  ovaries,  vagina,  or 
vulva ;  and  a  similar  form  of  tumour,  though  rarely  large,  is  met 
with  in  the  male  prostate.  The  uterus  itself  (even  those  portions 
which  are  not  themselves  in- 
vaded) is  altered  in  shape  and 
consistency  by  the  presence  of 
a  fibroid  growth.  Thus  a  fi- 
broid mass  at  the  lower  por- 
tion may  cause  general  hyper- 
trophy in  its  strictest  sense, 
just  as  obstacles  to  the  action 
of  the  heart  cause  true  hyper- 
trophy there ;  the  Ijmucous  lin- 
ing which  covers  a  fibroid 
may  also  hypertrophy  or  at- 
tenuate, and  the  whole  organ 
^^J^  by  even  a  small  fibroid, 
be  tilted  backwards  or  for- 
wards, pushed  downwards, 
dragged  upwards,  or  even 
turned  inside  out  in  the  form 
of  inversion  {q.  v.).  In  the 
ease  of  subserous  fibroids,  i.e.^ 
those  growing  from  the  outer 
wall,  there  may  be  no  enlarge- 
ment, but  even  atrophy  of  tne 
uterus.  I  removed  one  weigh- 
ing 12  lbs.  by  abdominal  section^whentheuterus  was  of  extreme 
infantile  type  and  size,  the  supra-vaginal  portion  of  the  cervix 
forming  a  fine  pedicle  of  less  than  half  an  inch  in  diameter. 

Types  of  Fibroid  Tumours.— It  was  a  true  clinical  instinct 
which  first  led  to  the  division  of  these  tumours  into  three  types — 
the  inier-stitial^  the  sub-serous^  and  the  s^-mucous  (fig.  123).  All 
fibroids  are  in  a  sense  **  interstitial,"'  seeing  that  they  all  take    , 
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mata,  semi  -  diagrammatic.  1,  sub- 
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4,  intra-uterlne  polypoid  ;  5,  cervical. 
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their  origin  from  the  middle  orparenchjmatouB  coat  of  the  uterus ; 
hut  in  the  permanently  interstitial  form  they  remain  imbeded  in 
the  substance  of  the  wall,  increasing,  when  large  or  numerous,  the 
size  of  the  whole  organ,  but  not  tending  to  ^rtrude  outwards  or 
inwards,  and  so  to  become  pedunculated,  as  is  the  case  with  the 
other  forms. 

The  svJlhseroiLSy  or  sub-peritoneal  type,  on  the  other  hand,  makes 
its  way  by  growth  in  an  outward  airection,  and  protrudes  from 
the  surface  m  a  more  or  less  polypoid  form.  The  pedicle  may 
become  so  thin  as  to  allow  the  tumour  to  float  freely  in  the  ab- 
dominal cavity,  and  this  may  cause  difficulty  in  diagnosis  as  to  its 
uterine  origin  ;  or,  retaining  more  or  less  of  a  sessile  character,  the 
tumour  may  drag  the  uterus  up,  elongating  its  cavity  to  double  or 
treble  the  normal  length,  Adhessions  may  occur  to  surrounding 
parts,  and  the  original  pedicle  may  be  stretched  to  the  extent  of 
severance — ^the  fibroid  thus  transferring  itself  to  completely  new 
quarters.  Turning  of  the  pedicle,  leading  to  gangrene  of  the 
tumour,  has  been  met  with,  but  this  is  a  more  frequent  occurrence 
with  ovarian  tumors. 

The  ayihtniccous  vAriety  grows  towards  the  cavity  of  the  uterus, 
and  has  also  a  tendency  to  pedunculation.  When  the  pedicle  be- 
comes distinct,  such  tumours  are  known  as  "uterine  fibroid 
polypi."  Owing  to  its  invasion  of  the  uterine  cavity,  the  sub- 
mucous variety  of  fibroids  gives  rise  to  by  far  the  most  serious 
symptoms,  and  as  this  is  also  the  form  which  is  most  easily  within 
reach  of  surgical  interference  it  is  in  every  way  the  most  impor- 
tant. Fig.  128  shows  diagrammatically  the  several  types  of  fi- 
broid. 

The  presence  of  large  fibroid  growths  is  consistent  with  impi-ee- 
nation  and  delivery  at  full  time.  In  a  case  attended  by  me,  whicn 
had  been,  previous  to  impregnation,  observed  by  Martin  of  Berlin 
and  Sir  Spencer  Wells,  I  found  after  delivery,  a  tumour  much 
larger  than  a  cocoa-nut  and  during  the  period  of  normal  involu- 
tion I  commenced  giving  large  doses  of  iodide  of  potassium. 
Whether  as  a  result  of  this,  or  not,  I  am  of  course  unable  to  say 
pos^itively,  but  rapid  diminution  commenced  from  the  first,  and  in 
less  than  a  year  there  was  no  trace  of.  fibroid  left.  Others  have 
also  noticed  this  tendency  to  absorption  during  the  post^puerperal 
involution  period,  and  Schroeder  gives  a  list,  with  references,  of 
thirty-six  recorded  cases  of  disappearance  of  fibroids  at  that  or 
other  times,  although  only  one-sixth  of  the  number  were  stated  to 
have  occurred  during  the  post-puerperal  time.  The  usual  result  of 
large  fibroid  growths  is,  however,  sterility  of  more  or  less 
mechanical  causation,  or  abortion  from  interference  with  the  nor- 
mal process  of  gestation. 

Symptoms. — The  symptoms  caused  by  a  uterine  fibroid  vary 
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very  greatly,  this  varietv  being  due  mainly,  though  not 
wholly,  to  the  mode  of  its  implantation.  Li  sub-eeroue 
or  even,  not  very  infrequently,  in  interstitial  examples,  there 
may  be  absolutely  no  subjective  symptoms  at  all,  and 
their  discovery,  even  when  of  considerable  size,  mav  be  purely  ac- 
cidental. I  have  several  times  been  consulted  by  ladies  recently 
married,  whose  husbands  were  the  first  to  suspect  that  there  was 
something  wrong,  though  the  mere  &ct  of  marriage  had  in  one  or 
two  of  these  produced  hypersemia^  and  led  to  some  discomfort  un- 
felt  before.  The  sub-mucous  form  is  rarely,  if  ever,  free  from  . 
symptoms.  In  a  general  way  the  symptoms  may  be  defined  as 
consisting  of: — 

1.  MenorrhagU.  |     4.    Fnmwrt  symptomB  npwmida. 

2.  Metrorrhi^a.  I     5.         Do.  do.      downwards. 

3.  Dysmenorrhosa.       .  | 

1.  Menorrhagia  is  undoubtedly  the  most  common  symptom,  and  . 
is  scarcely  ever  absent  in  the  sub-mucous  variety,  rarely  in  the 
interstitial.  It  may  creep  on  gradually,  and  almost  unnoticed  at 
first,  or  may  be  developed  pretty  acutely.  It  depends  on  the 
irritation,  and  consequent  hypersemia,  often  with  chronic  thicken- 
ening,  to  which  the  lining  of  the  uterine  cavity  is  subjected,  and 
it  is  the  chief  source  of  danger.  The  same  condition  of  the 
mucous  membrane  may  cause  permanent  leucorrhoea,  but  this  is 
by  no  means  so  constant.  Whenever  a  woman  of  thirty  years  of 
age  or  thereabouts  begins  to  sufiTer  from  menorrhagia,  fibroid  tu- 
mour must  be  strongly  suspected  and  searched  for. 

2.  Metrorrha^a  frequently  accompanies  menorrhagia  on  very 
slight  provocation,  and  sometimes  occurs  suddenly,  and  with  exces-  , 
sive  violence.  Death  has  occurred  in  this  way  as  the  first  and  only 
symptom.  The  discharge  thus  caused,  or  even  that  caused  by 
menorrhagia,  is  not  free  from  danger  in  other  ways  than  by  its 
mere  excess ;  its  retention  may  give  rise  to  septic»mia.  About 
two  years  ago,  in  consultation  with  one  of  my  colleagues,  I  saw  a 
lady,  who  had  a  violent  attack  of  flooding,  there  having  been  no 
previous  menorrhagia  or  other  symptom  of  disease.  She  had, 
very  properly,  been  plugged  before  I  saw  her.  On  removing  the 
plug  a  large  sub-mucous  fibroid  was  clearly  discernible,  the  oe 
being  widely  dilated  by  its  pressure.  Little  or  no  further  h«mor- 
rhage  occurred,  but  on  the  third  day  the  temperature  ran  up  to 
105°,  the  pulse  followed  suit ;  there  were  slight  rigors  and  same 
anomalous  head  sprmptoms,  and  she  died  in  a  very  few  hours, 
evidently  ot  septicsemia. 

3.  Dysmenarrhceay  when  it  occurs,  is  due  either  to  the  mechani- 
cal obstruction  to  the  flow,  with  consequent  uterine  forcing,  or  to 
the  retention  of  clots  with  a  similar  uterine  action,  or  to  the 
general  congestion,  with  or  without  a  certain  amount  of  endo- 
metritis, or  pwhaps  to  flexion  of  the  uterine  body  and  oanaLrfOOgle 


862  SYMPTOMS  AND  PHT8IGAL  SIGNS 

4.  Pressyre  symptonis  upwards  are  much  more  rarely  felt  thwi 
might  be  supposed  from  the  enormous  size  often  attained  by  these 

Srowths.  Indigestion  may  show  itself  in  various  ways,  the  cause 
eing  at  first  little  suspected.  The  pressure  on  the  abdominal 
walls  is  so  gradual  that  it  is  often  long  unfelt,  but  respiration  and 
general  circulation  are  ultimately  interfered  with.  Neuralgia  of 
very  indefinite  seat  is  also  common,  and  as  with  oth^r  abdominal 
tumours,  chronic  peritonitis  may  be  set  up.  Yet,  though  the 
latter  result  does  occur,  the  great  infrequency  of  abdominal  in- 
flammatory adhesions,  or  of  ascites,  may  almost  be  said  to  dis- 
tinguish fibroids  from  tumours  of  a  more  malignant  nature. 

5.  Pressure  symptoms  downwards  in  the  pelvis  are,  on  the  other 
hand,  very  common,  and,  next  to  hsBmorrbage,  their  results  con- 
stitute the  chief  danger  of  this  affection.  Such  symptoms  are 
apt  to  be  aggravated  at  the  menstrual  periods.  The  bladder  or 
urethra  is  chiefly  interfered  with,  and  sudden  retention  of  urine 
is  often  the  first  symptom  which  leads  to  a  diagnosis.  The  con- 
stant pressure  of  even  a  small  fibroid  in  the  anterior  wall  of  the 
uterus  may  set  up  true  cystitis,  which  I  have  often  seen  treated, 
and  ot  course  ineffectually,  as  the  sole  affection.  Pressure  on  the 
rectum  may  cause  constant  tenesmus  and  constipation,  and  the 
pelvic  veins  and  nerves  are  affected  as  they  are  in  pregnancy. 
Paraplegia  is  a  very  rare  result  of  the  pressure.  Pressure  on  one 
or  both  ureters  may  occasion  stasis  in  the  renal  flow  and  conse- 
quent hydronephrosis,  and  Mathews  Duncan  has  especially 
pointed  out  the  occasional,  though  fortunately  rare,  occurrence  of 
ursemic  poisoning  and  death  in  this  way.  There  is  no  more  mis- 
erable state  than  that  of  a  woman,  in  whom  a  fibroid  tumour  has 
developed  with  suflicient  rapidity  and  latency  to  become  incarcer- 
ated within  the  true  pelvis.  The  irremediable  pressure  symptoms 
are  constantly  on  the  increase.  As  soon,  therefore,  as  such  a 
growth  is  discerned,  of  any  size,  steps  should  be  taken  to  raise  it 
above  the  brim  of  the  pelvis,  if  possible. 

The  symptoms  of  a  strangulated  sub-serous  fibroid  are  those  of 
collapse,  combined  with  the  physical  signs  of  tumour,  thus  re- 
sembling those  produced  by  a  sloughing  sub-mucous  one.  All 
the  symptoms  due  to  a  fibroid  may  and  do  often  abate  after  the 
cessation  of  the  menstrual  epoch,  and  more  or  less  shrinking  of  the 
mass  may  also  then  occur.  The  same  change  may,  though  it 
comparatively  seldom  does,  happen  spontaneously  before  this 
period,  and,  as  I  have  mentioned  above,  is  met  with  as  an  occa- 
sional accompaniment  ot  post-partum  involution.  This  may  be 
looked  on  as  tne  most  satisfactory  natural  attempt  at  cure.  Other 
more  or  less  unsatisfactory  attempts  are  made  by  pedunculation 
or  sloughing,  or  enucleation  of  the  mass,  and  its  subsequent  ex- 
pulsion by  uterine  contraction ;  but  these  will  be  best  referred  to 
when  speaking  of  what  can  be  done  by.  art  iu  the  way  of  cure. 
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Physical  Signs. — ^The  physical  signs  of  fibroid  growths  are  those 
ascertalDed  b^  abdominal  palpation  and  auscaltation,  by  bi-man- 
oal  examination,  by  the  sound,  and  in  the  snb-mucous  variety,  by 
dilatation  of  the  cervix.  If  the^'tamour  is  large  enough,  there 
l<(  felt  above  the  pubes  a  firm,hai^,  non-fluctuating,  rounded  mass.* 
It  is  perfectly  smooth,  as  a  rule,  but  there  may  be  distinct  knobs 
of  similarly  smooth  hard  tissue,  or  an  equally  distmct  sulcus  in 
the  masss — ^both  of  which  indicate  the  existence  of  multiple 
growths.  The  tumour  is  generally  freely  movable  from  side  to 
side.  It  may  be  quite  central  or  quite  lateral.  It  never,  in  my 
experience,  shows  contractility  when  grasped  with  the  baud,  and 
it  18  generally,  though  with  some  exceptions,  almost  painless  to 
the  touch.  A  distinct  souffle  is  not  very  infrequently  heard, 
which  oannot  be  distinguished  from  the  uterine  souffle  of  preg- 
nancy. On  combined  manipulation  we  can  detect  the  physi- 
cal signs  of  smaller  fibroid  tumours  that  can  be  made  out  as 
above.  The  uterus  is  felt  to  be  larger  and  heavier  than  normal, 
except  in  the  case  of  very  distinctly  predunculated  sub-serous 
growths.  Nevertheless,  it  is  fieely  movable,  unless  the  tumour 
is  very  large, 'or  has  previously  excited  pelvic  inflammation. 
The  shape  varies,  but  it  is  seldom  quite  that  of  a  gravid  uterus 
of  the  same  size,  though  it  may  resemble  it  very  closely,  and  the 
consistency  is  firmer.  There  may  exist  a  decided  .offshoot,  most 
commonly  behind,  which  is  totally  unlike  anything  else  of  purely 
uterine  origin,  though  an  adherent  ovarian  tumour  may  cause 
difficulty  in  diagnosis.  In  the  case  of  large  tumours  the  whole 
brim  of  the  pelvis  may  be  blocked  bv  a  solid  mass,  from  some 
portion  of  wnich  the  cervix  uteri  will  be  found  to  project  The 
cervix  is  thus  to  be  detected  ordinarily  as  a  distant  nipple,  more 
or  less  of  the  normal  size  and  shape.  It  has  never  tne  charac- 
teristic softening  of  pregnancy,  but  may  be  abolished  and  stretched 
out  over  the  mass  in  the  intraruterine  or  sub-mucous  variety,  as  it 
is  at  the  full  time  of  pregnancy  or  during  labour. 

The  sound  will  give  valuable  evidence,  if  it  can  be  introduced 
at  all,  which  is  not  always  possible ;  it  will,  in  the  case  of  large 
tumours,  show  (t  greatly  elongated  cavity,  and  as  this  may  be 
twisted  and  inaccessible  to  the  ordinary  sound,  a  gum-elastic  one 
may  be  used.  The  direction  of  the  sound  will  snow  the  direc- 
tion of  the  cavity,  which  may  be  traced  in  any  direction,  either 
as  following  the  celitre  of  an  interstitial,  or  bending  round  a 
sub-mucous  growth.  When  pregnancy  can  be  set  aside,  and 
when  uterine  enlargement  undoubtedly  exists  along  with  uterine 
hiemorrha^,  dilatation  by  the  sponge  or  tupelo  tent  admits  the 
finger,  which  can  thus  detect,  in  the  case  of  sub-mucous  fibroids, 
the  presence  of  a  solid  mass  bulging  into  the  uterine  cavity,  and 
adherent  to  its  walls. 
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Small  fibroids,  growing  outwardly  trom  the  anterior  or  posterior 
external  wall,  can  only  be  made  oat  by  careful  bi-manual  examina- 
tion, which  shows  their  continuity  with  the  uterus,  and  their  mo- 
bility with  it,  while  the  fundus  is  felt  as  a  separate  protuberanoe, 
a  fact  corroborated  by  the  passage  of  the  sound  within  it 

Diagnosis. — The  diagnosis  of  uterine  fibroids,  generally  easy,  is 
sometimes  fraught  with  great  difficulty.  The  following  condi- 
tions may  be,  and  have  occasionally  been,  mistaken  for  it : — 

(1)  Pregnancy ;  (2)  ovarian  tumours ;  (3)  hssmatometra  and 
hydrometra ;  (4)  chronic  metritis  or  hypertrophy ;  (5)  cancer ;  (6) 
pelvic  exudations — ^peritonitic,  cellulitic,  malignant,  or  from 
hsematocele ;  (7)  uterine  flexions ;  (8)  extra-uterine  foetation ;  (9) 
fsecal  accumulation ;  (10)  growths  ot  the  bony  pelvis. 

Briefly,  these  may  oe  differentiated  as  follows : — 

1.  Pregnancy  has  a  history  ot  suppressed  menstruation  versus 
menorrha^ia  in  the  case  of  fibroid  growths.  Mere  sympathetic 
signs,  such  as  swelling  of  the  breasts,  sickness,  &c.,  are  common 
to  both  affections.  Pregnancy  has  a  very  definite  rate  of  increase 
in  the  size  of  the  tumour,  and  the  swelling  is  wanting  in  hard- 
ness, is  always  of  one  definite  shape,  and  is  often  contractile  on 
manipulation.  The  changes  of  the  cervix  in  pregnancy  are 
equally  definite.  The  uterine  souffle  is  infinitely  more  common 
in  pregnancy,. but  not  per  se  diagnostic.  The  foetal  heart  must  be 
watched  for,  and  if  necessary  waited  for,  in  all  doubtful  cases, 
until  the  safety  of  using  the  sound  is  assured.  Ballottement  is 
never  met  with  even  in  the  case  of  intra-uterine  or  polypoid 
fibroid  growths.  I  attach  little  importance  to  the  purple  dis- 
coloration or  pulsation  of  the  vaginal  walls ;  I  have  seen  them 
as  great  with  a  fibroid  as  in  pregnancy.  In  all  doubtful  cases 
the  safe  plan  is  to  wait  and  watch,  and  avoid  rash  diagnosis 
{see  Appendix). 

2.  Ovarian  Tumours. — Small  solid  ovarian  growths  may  closely 
resemble  sub-serous  fibroids,  but  complete  separation  from  the 
uterus,  ascertained  by  bi-manual  examination,  and  the  absence 
of  increased  menstruation,  or  of  lengthening  of  the  uterus,  in- 
dicate ovarian  tumour;  also  great  rapidity  of  growth,  or  the 
presence  of  ascites  will  distinguish  sarcomatous  ovarian  growths, 
true  slow-growing  fibroids  of  the  ovary  being  excessively  rare 
— the  presence  of  fluctuation  in  the  tumour  points  almost  oer- 
tainljr  to  ovarian  origin  (but  see  Tibro-cystic  Tumours),  A  small 
ovarian  tumour  glued  to  the  uterus  by  inflammation  is  indistin- 
guishable exceptby  aspiration  and  examination  of  the  fluid  con- 
tents, if  any.  Large  ovarian  tumours  should  seldom  be  mistaken 
for  pure  fibroids ;  their  physical  signs  will  be  discussed  later. 
Cysts  of  the  broad  ligaments  or  Fallopian  tubes  may  for  our 
present  purpose  be  classsified  along  with  ovarian  cysts. 
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8.  Hmmatometra  and  hydrometra  {see  Ohapu  VI.),  beeidee  their 
fluctuating  or  elastic  properties,  and  the  recognisable  occlusion  of 
the  genital  canal  at  some  point,  have  a  very  definite  and  distin- 
guishing history  of  their  own,  and  absence  of  hsemorrhage  is  also 
a  distinguishing  feature. 

4.  Chronic  metritis  or  hypertrophy^  which  we  discussed  in  the 
last  chapter,  has  also  a  history  connecting  it  with  some  puerperal 
or  other  causation.  It  never  assumes  the  size  of  very  large  fi- 
broids, is  never  multiple  or  divided  in  shape,  but  it  must  be  con- 
fessed that  a  moderate  sized  interstitial  nbroid  and  a  quiescent 
chronic  hypertrophy  cannot  always  be  differentiated  by  physical 
signs ;  their  history,  past  or  future,  is  our  sole  guide. 

5.  Malignant  disease  of  the  fundus  vieri  has  often  for  a  timis  the 
same  physical  signs  as  a  fibroid  growth,  but  generally  commences 
later  in  life.  Its  rapid  increase,  its  predominating  painfulness, 
its  greater  tendency  to  metrorrhagia,  its  rapid  fixation,  and  its 
esirly  accompaniment  b^  foetid  or  watery  discharges,  soon  excite 
suspicion,  and  lead  to  dilatation  of  the  cervix  and  exploration  of 
the  cavity,  with  microscopic  search  for  the  cancerous  elements. 
The  diagnosis  can  only  be  made  certain  in  this  way.  But  multi- 
ple sarcoma  may  for  a  time  retain  every  one  of  the  characters  of 
multiple  fibroid  growths.  The  presence  of  tumours  in  other  or- 
gans would  point  to  malignancv. 

6.  Pelvic  exudations  of  lymph,  coagulated  blood,  or  malignant 
deposits,  may  resemble  fibroids  in  their  hardness  and  apparent 
connection  with  the  uterus:  The  history  of  a  pelvic  inflammation 
or  hsematocele  is  there  to  guide  us,  and  the  complete  fixation  and 
imbedding  of  the  uterus  confirm  our  differentiation.  The  sound 
will  probably  show  the  uterus  to  be  normal  in  size,  though  per- 
haps altered  in  position  by  the  exudation.  But  if  deposit  has 
occurred  round  a  pre-existing  fibroid,  with  no  distinct  previous 
history  of  its  own,  time  and  careful  watching  of  the  process  of 
absorption  in  the  exudation  may  alone  reveal  the  double  character 
of  the  disease. 

7.  Uterine  versions^  and  still  more  flexions^  may,  without  care,  be 
easily  mistaken  for  small  fibroids  of  the  anterior  or  posterior  wall, 
though  the  reverse  is  more  often  the  case.  A  smooth  rounded 
mass  in  Douglas's  pouch,  or  in  front  of  the  uterus,  easily  movable 
with  that  organ,  may  be  either.  Mere  symptoms  are  in  no  way 
diagnostic,  neither  is  the  direction  of  the  cervix.  But  the  direc- 
tion taken  by  the  sound,  and  its  power  of  completely  moving  the 
body  of  the  uterus  and  replacing  it  in  its  normal  situation,  re- 
veal the  true  character  of  the  affection.  A  bi-manual  examina- 
tion should  always  be  made  before  and  after  reposition  by  the 
sound.  If  the  uterine  contour  can  be  thus  traced,  it  will  show 
that  the  replaced  uterus  has  still  adherent  to  its  walls  a  small  pro- 
jecting fibroid,  which,  by  its  weight,  caused  the  displacemen):QQQ[e 
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8.  Extra-uierine  Foeiation. — This  comparatively  rare  affection, 
whose  pathology  appertains  rather  to  obstetrics,  has  occasionally 
been  mistaken  for  fibroid  tumour,  though  much  more  often  for  a 
tumour  of  the  ovary.  The  distinct  history,  up  to  a  certain  point, 
of  pregnancy,  then,  perhaps,  that  of  a  severe  attack  of  pain  and 
collapse  recovered  from,  or  the  continued  signs  of  pregnancy, 
with  those  of  a  Ijiving  child,  and  the  various  signs  which  differen- 
tiate a  uterine  from  a  non-uterine  tumour,  are  our  main  guides. 
Qrowth  is  more  rapid  than  with  a  fibroid,  attacks  of  peritonitis 
are  more  common,  and  the  tumour  may  show  signs  of  fluid  con- 
tents, with  or  without  aspiration. 

9.  Fcecal  Accumulations. — I  would  not  insert  this  were  it  not 
that  I  have  lately  seen  a  fibroid  mistaken  more  than  once  for  an 
accumulation  of  fseces.  If  the  physical  signs  were  not  sufficient 
to  prevent  this  the  result  of  treatment  would  soon  prove  so. 

10.  Bony  growths  of  the  pelvis  are  more  fully  discussed  in  ob- 
stetric works. 

The  diagnosis  of  the  three  types  of  fibroid  tumour — sub-peri- 
toneal, interstitial,  and  subn^ucous — from  one  another,  is  not 
always  possible,  yet  it  is  highly  important,  before  deciding  on  any 
mode  of  surgical  treatment ;  the  chief  reliance  must  undoubtedly 
be  placed  on  a  careful  estimate  of  the  physical  signs  observed  bi- 
manually,  or  with  the  aid  of  the  sound  6r  cervical  dilatation. 
We  must  endeavour  thus  to  make  out  not  only  the  fact  of  a  solid 
uterine  growth,  but  Its  whereabouts  in  relation  to  the  organ. 
Purely  subperitoneal  fibroids  are  usually  very  hard,  slow  in 
growth,  often  multiple,  and  unaccompanied  by  much  hsemorr- 
hage  or  menorrhagia.  If  pedunculated  they  are  also  generally 
painless,  but  when  they  are  sessile  they  ate  sometimes  the  most 
painful  of  all,  the  pain  being  constant,  and  not  irregular  and  ex- 
pulsive, as  in  the  case  of  intra-uterine  growths.  The  interstitial 
tumors  are  usually  quicker  in  growth,  and  take  an  intermediate 
place  between  the  sub-peritoneal  and  the  sub-mucous  in  relation 
to  pain  and  haemorrhage.  Haemorrhage  and  mucous  discharges 
are  most  frequent  with  the  sub-mucous,  as  is  also  pain  of  a  dis- 
tinctly spasmodic,  forcing  and  intermitting  character.  In  all  our 
calculations  as  to  treatment,  it  is  necessary,  however,  to  bear  in 
mind  that  the  proved  existence  of  one  uterine  fibroid  of  anv  of 
the  three  clinical  types  is  presumptive  evidence  of  the  real  or 
potential  existence  of  others  which  may  assume  a  different  rela- 
tion to  the  uterine  wall  or  cavity. 

Treatment — The  treatment  of  fibr«»id  tumours  is,  in  virtue  of 
their  extreme  frequency,  a  matter  of  great  importance,  and  it  is 
highly  desirable  that  every  practitioner  should  have  clear  ideas 
of  what  can  and  what  cannot  be  done  in  this  direction,  even 
though  he  may  not  be  prepared  himself  to  undertake  some  of  the 
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more  serious  operations  which  have  been  proposed.  As  a  pre- 
liminary, it  is  desirable  to  see  what  Nature  occasionally  attempts 
herself. 

There  are  six  ways  in  which  Nature  may  be  said  to  undertake 
the  cure  of  fibro-myomata : — 

1.  By  absorption. 

2.  By  the  menopause,  which  may  lead  to  absorptioui  com- 

plete or  partial,  or  to  mere  quiescence  and  arrest  of 
growth. 
8.  By  extrusion  into  the  uterine  cavity  as  polypi,  and  subse- 
quent expulsion. 

4.  By  calcification,  with  arrest  of  growth,  quiescence,  or 

expulsion  as  foreign  bodies. 

5.  By  ulceration  of  the  mucous  covering  and  1 

6.  ByTlou^Wngof  the  whole  mass  and  ex-  p^^c^eation. 

expulsion.  J 

1.  Of  absorption  we  have  already  spoken.  Recorded  facts 
leave'no  doubt  as  to  its  occasioLal  occurrence  at  the  menopause, 
or  during  past-partum  involution,  or  otherwise.  Common  ex- 
perience demonstrates  its  infrequency,  except  in  the  first  instance. 

2.  The  quiescence  of  all  symptoms,  ana  cessation  of  growth, 
without  absorption,  are  not  uncommon  at  the  menopause,  and 
may  occur  previously  or  subsequently.  The  cessation  of  the 
periodic  hypercemia  explains  this  fully  enough  at  the  menopause  ; 
when  occurring  at  other  times,  we  have  yet  to  seek  for  the  true 
explanation,  unless  it  is  to  be  found  in  Kleinwachter*s  observa- 
tions, mentioned  on  page  258. 

8.  "  Poly pisation,"  to  coin  a  word,  occurs  equally  in  the  sub- 
serous and  8ub-mucous  varieties.  The  former  it  affects  by  diminish- 
ing their  uterine  connections,  and  lessening  their  circulation, 
thereby  doubtless  retarding  their  growth — the  latter  it  affects  very 
differently.  Projecting  them  into  the  hollow  muscular  uterus,  it 
increases  for  a  time  the  gravity  of  the  symptons,  but  as  the  uterine 
contraction  is  encouragea  and  the  pedicle  becomes  elongated,  expul- 
sion through  the  cervix,  and  finally,  in  very  favourable  case&, 
complete  separation,  occur.  Art  can  imitate  this  by  those 
remedies  which  lead  to  uterine  contraction,  and  by  surgically 
assisting  the  final  evulsion  of  the  mass. 

4.  Caicif  cation  is  but  a  rare  occurrence,  and  attempts  to  pro- 
duce it  artificially  have  so  far  proved  futile. 

5.  Ulceration  of  the  mucous  covering,  from  tension  or  pressure, 
occurs  every  now  and  again  in  large  and  sub-mucous  tumours,  and 
as  a  result  the  fibro-myoma  bulges  through,  and  bv  uterine 
pressure  may  finally  be  **  enucleated  "  and  cast  forth.  Naturally 
or  artificially  this  is  a  dangerous  resource.     Time  and  prolonged 
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muscular  effort  are  required  when  the  attempt  is  Nature*8  and 
either  from  this  cause  or  from  septicsemic  changes  during  the  pro 
cess,  the  patient  is  apt  to  sink  unrelieved. 

6.  Sloughing  of  the  whole  mass  is  a  still  more  dangerous 
alternative,  and  I  am  not  aware  that  any  one  has  dared  to  copy  it 
except  in  the  case  of  complete  polypus. 

We  mav  divide  the  methods  of  treatment  into  those  which  arc 
palliative  of  symgtoms  and  those  which  aim  at  cure,  though,  of 
course,  they  will  sometime  overlap. 

Palliative  Treatment, — The  symptoms  which  we  are  chiefly 
called  on  to  palliate  are  th6se  due  to  excessive  weight  and  to  the 
consequent  pressure  on  the  pelvic  viscera, — ^the  rectum,  bladder,* 
&c.,  and  those  caused  by  excessive  sanguineous  discharges — mco- 
orrhagia  or  metrorrhagia  The  nxere  weight  of  a  fibroid  may  be 
made  bearable  in  two  ways.  When  it  is  large  and  above  the 
pelvic  brim,  a  well-fitting  abdominal  belt  is  of  great  service,  pro- 
vided  that  it  lifts  and  does  not  press  down  the  mass.  Wneu 
smaller,  and  still  within  the  true  pelvis,  a  watch-spring  pessary 
with  a  diaphragm  Cfig.  109)  will  often  give  great  relief,  partly  by 
its  mechanical  support,  and  partly  by  thus  dimishing  the  ten- 
dency to  passive  uterine  congestion.  A  Gariel's  air-pessary  (fig. 
140)  is  sometimes  useful  in  the  same  way,  and  it«  continuous  use 
tend;)  gradually  to  lift  the  mass  above  the  pelvie  brim  in  cases 
where  this  cannot  be  done  at  once.  The  tendency  of  fibriods  to 
temporary  oedema,  which  has  been  formerly  mentioned,  adds  for 
the  time  being  to  their  weight  and  size,  and  when  this  is  sus- 
pected moderate  saline  purgation  is  of  service,  especially  at  the 
premenstrual  periods,  and  if  accompanied  by  rest.  Circumfer- 
ential pressure  on  the  bladder,  rectum,  and  pelvic  vessels  and 
nerves  is  not  only  productive  of  great  discomfort,  but  if  the 
tumour  cannot,  as  it  increases,  pass  upwards  beyond  the  brim, 
may  prove  fatally  obstructive.  Whenever,  therefore,  the  growth 
assumes  large  proportions,  no  effort  must  be  spared  to  raise  it 
upwards  ana  give  it  room  for  expansion.  For  this  purpose  it 
may  be  necessary  to  place  the  patient  on  her  knees  and  elbows, 
or  rather  knees  and  chest,  thereby  assisting  the  pressure  made 
from  the  vagina  and  rectum.  It  should  also  be  borne  in  mind 
that,  as  in  the  retroversion  of  the  gravid  uterus,  the  sacral  pro- 
montory offers  an  obstruction  which  may  be  evaded  by  deviating 
our  pressure  on  the  other  side  of  it.  Placed  in  this  position,  two 
or  more  fingers  are  introduced  info  the  vagina,  and  steady  press- 
ure is  made  in  the  required  direction.  A  second  or  third  attempt 
will  often  succeed  when  a  first  has  failed,  and  pressure  by  one  or 
two  fingers  through  the  rectum  is  often  more  effective  than 
through  the  vagina.  When  small  fibroids  lead  to  displacement 
of  the  uterus,  the  same  treatment  by  pessaries  is  demanded  as  in 
other  cases  of  the  same  malposition^  ^.^^.^,^^,  .^  (^OOgle 
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The  menorrhagia  and  metrorrhagia  of  fibroids  are  very  un- 
amenable to  treatment.  Such  remedies  as  seem  to  diminish 
ovarian  hypersemia  are  called  for,  in  addition  to  the  diminution 
of  general  congestion  by  mechanical  support.  Bromide  of 
potassium  and  cannabis  Indica  may  be  especially  named.  £rgot 
of  rye,  by  producmg  uterine  contraction,  has  also  a  powerful  and 
and  a  beneficial  effect.  It  should  be  given  for  some  days  previous 
to  the  period,  and  increased  during  its  existence.  In  a  few  cases  it 
seems  to  do  harm  and  increase  ^e  flow,  but  experience  of  the 
individual  case  is  the  only  test  The  regular  administration  of 
quinine  or  strychnia  has  also  a  tonic  and  anti-hsemorrhagic  effect 
on  the  uterus  affected  by  a  fibroid.  Marriage  should  be  ibrbidden 
to  the  unmarried  sufferer,  and  physiological  rest  enjoined  on  the 
married. 

An  attack  of  metrorrhagia  or  even  menorrhagia  may  be  so  severe 
as  to  threaten  extreme  depression  or  imperil  nfe.  In  such  cases 
temporary  and  sometimes  extreme  measures  are  required  I  have 
found  hot  water  bags  to  the  spine  occasionally  successful,  but  if 
not  speedily  so  they  must  not  long  be  trusted  to.  The  insertion  of 
a  piece  of  ice  into  the  vagina  will  sometimes  cause  rapid  cessation, 
but  although  I  have  never  seen  it  actually  follow,  I  cannot  avoid 
the  dread  of  inflammatory  reaction  in  the  pelvis.  Opinion,  in  . 
many  cases  such  as  these,  is  at  present  in  a  state  of  fluctuation  be- 
tween hot  and  cold  applications.  I  have  now  several  times, 
though  with  some  fear,  used  Emmet's  hot  water  vaginal  injections 
in  fibroid  metrorrhaeia,  and  in  every  case  it  has  seemed  to  be  sue-  . 
cessful.  Above  all  tilings  avoid  the  hesitating  plan.  Here,  as  in 
post-partum  haemorrhage,  it  is  the  spasm  produced  by  heat  or  cold 
that  is  mainlv  wanted^  Plugging  may  become  absolutely  neces- 
sary, and,  unless  the  cervix  is  widely  dilated,  it  is  better  to  plug  the 
cervix  uteri  than  the  vagina.  One  or  more  tents  must  be  intro- 
duced. They  should  be  removed  in  six  or  oight  hours,  and  others 
introduced  if  the  flow  continues  unchecked.  The  dilatation  of  the 
cervix  thus  produced^will  often  sufliceto  stop  the  tendency  to  ex- 
treme haemorrhage  for  long  periods.  I  can  hardly  endorse  the  ex- 
planations of  this  factwhicn  I  have  hitherto  seen,  but  I  have  none 
better  of  my  own  to  offer.  Seeing  that  the  haemorrhage  in  these 
case  proceeds  mainly  from  the  uterine  mucous  membrane,  and  not 
from  that  covering  the  fibroid,  the  practice  of  swabbing  the  cavity 
with  an  astringent  is  rational  and  often  useful,  and  tincture  of 
iodine,  only  once  or  twice  diluted,  is  the  best  ot  all,  for  antiseptic 
reasons.  A  Playfair's  probe  is  the  best  introducer.  It  is  very 
difficult  to  explain  the  action  of  treely  incising  the  tumour  itself, 
or  of  slightly  dividing  the  cervix  in  several  places  by  the  hystero- 
tome  or  thermo-cautery  knife.  Both  of  these  plans  are  recom- 
mended in  most  systematic  treatises.     They  undoubtedly  tend  to 
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the  furtherance  of  expulsion  or  lowering  of  sub-mucous  fibroids ; 
and,  when  polypisation  is  distinctly  in  progress,  I  have  no  hesita- 
tion in  acting  upon  the  latter  suggestion,  but  I  dread  the  possible 
result  in  other  cases.  When  menorrhagia  is  excessive,  by  its  long 
duration,  rather  than  by  its  severity,  it  may  to  a  certain  extent, 
and  with  safety,  be  cut  short  by  passing  a  plug  or  successive  plugs 
of  the  glycerole  of  tannin  and  carbolic  acid  up  to  or  within  the 
cervix.  Within  recent  times  the  arrest  of  haemorrhage  has  been 
sought  by  the  removal  of  the  ovaries  and  the  consequent  artificial 
production  of  the  menopause.  I  prefer  to  consider  this  under  the 
beading  of  curative  treatment.  Let  me  merely  say  here  that  re- 
moval of  the  ovaries  has  distinctly  been  proved  to  cause  cessation 
of  fibroid  growth  and  of  consequent  hsemorrhage,  and  that  it  has 
in  some  few  cases  entirely  failed  to  do  either. 

Curative  Treatment. — ^The  curative  treatment  of  fibroids  may  be 
fitly  divided  into  the  medical  or  medicinal,  and  the  surgical. 

As  regards  the  medicinal,  the  fallacies  are  endless.  We  do  not 
know  in  any  case  the  probable  rate  of  growth,  or  the  periods  ot 
which  that  growth  may  increase  or  cease.  Spontaneous  absorp- 
tion has  been  already  stated  to  occur  occasionally.  In  the  case  of 
smaller  tumors,  diagnosis  from  hypertrophv  is  not  always  certain, 
and  the  constant  involutionary  changes  of  tne  uterus — post-partum^ 
post-menstrual,  or  post-infiammatory — may  deserve  the  credit  we 
give  to  our  remedies. 

Iodine  of  potassium  would  seem  to  be  the  most  likely  of  all 
remedies,  or  iodine  or  potassium  in  various  forms.  I  confess  my- 
self unable,  after  twenty-five  years' experience,  to  say  how  far  they 
are  effective.  I  have  given  them  in  the  fullest  doses  with  no  more 
effect  than  so  much  wat^r.  I  have  seen  very  remarkable  diminu- 
tion under  their  action,  but  I  never  could  in  any  cas^  of  the  sort, 
free  myself  from  the  suspicion  that  natural  involution  might  be 
tbe  true  factor.  The  same  remark  applies  to  the  use  of  the 
natural  waters  of  Kreuznach  or  Woodhall.  (Edema  and,  ap- 
parentlv,  solid  bulk,  have  diminished  occasionally,  but  only  oc- 
casionally. In  the  only  cases  of  persistent  diminution  I  have  seen 
natural  involution  undoubtedly  played  a  most  important  part. 
Agnosticism  is  as  allowable  in  medicine  as  in  theology,  perhaps 
more  so.  The  bromide  of  potassium,  which,  ot  course,  includes 
its  potassium  element,  was  firmly  believed  in  by  Sir  James  Simp>- 
son  as  a  powerful  remedy  for  fibroid  tumours.  I  fear  I  can  only 
recommend  it  as  a  sedative  of  discomfort,  and  as  an  ovarian  seda- 
tive in  haemorrhage.  The  chloride  of  calcium  (Sss.  ter  die)  has 
been  proposed,  to  calcify  the  mass  and  thus  lead  to  cessation  of 
growth,  or  to  attempts  at  expulsion,  which  may  be  completed  by 
art  General  calcifications  of  the  system  would  be  somewhat  of 
a  calamity  to  the  patient,  and  I  fail  to  see  how  the  very  hypothe- 
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tical  action  of  the  remedy  is  to  be  directed  to  one  organ  only,  and 
even  to  one  special  portion. 

Ergot  of  rye,  as  we  have  seen  above,  may  diminish  haemorr- 
hage for  A  time  by  increasing  uterine  contractility.  Hilde- 
brandt  was  the  first  to  claim  for  its  subcutaneous  injection  into 
the  body  the  |)Ower  of  producing  real  absorption  of  fibroid 
tumours.  Attnill  of  Dublin  has  strongly  support^  this  view, 
as  has  also  A.  R.  Simpson.  I  am  utterly  at  a  loss  to  account  for 
the  remarkable  results  said  to  have  been  attained  by  them.  I 
have  used  it,  as  prescribed  by  Hildebrandt,  in  a  whole  ward 
full  of  patients,  whom  T  have  gathered  for  the  purpose.  I  have 
avoided  in  most  cases,  though  not  in  all,  the  production  of  local 
abscesses.  1  have  tried  it  most  perseveringly  in  consultation 
practice,  and,  beyond  the  trifling  contraction  and  diminution  of 
menorrhagia  which  result  from  ergot  otherwise  administered,  I 
have  found  no  permanent  result.  To  those  who  wish  further  to 
investigate  the  matter,  I  would  recommend  an  injection  of  Bon- 
jean's  ergotine,  gr.  iii. ;  chloral  hydrate,  gr.  i. ;  and  distilled 
watftr  TTl  viii., — or  of  Ttl  x.  of  Tanret's  solution  of  ergotinine. 
This  should  be  used  every  other  day,  and  deeply  introduced  into 
the  cellular  or  muscular  tissues  of  the  buttock,  until  success  or 
failure  is  apparent.  A  single  injection  or  two  in  this  way,  when 
time  is  of  great  importance,  is  a  useful  precursor  to  the  ordinary 
use  of  ergot  as  a  haemostatic. 

Electrolysis  has  been  freely  tried  by  Cutter  of  Boston  and 
others,  and  many  cases  are  reported  where  its  preserving  use  has 
appeared  to  be  followed  by  arrest  of  growth,  or  even  shrinking 
and  disappearance.  But  the  statistics  I  have  seen  have  not  ap- 
peared to  differ  sufficiently  from  those  which  might  be  obtained 
from  a  number  of  untouched  cases.  Emmet,  moreover,  states 
that  many  deaths  have  occurred  from  peritonitis  and  metritis  in 
cases  treated  by  el^trolysis.  The  results  of  an  almost  completely 
animal  diet,  also  recommended  by  Cuttefi  on  very  doubtful  theo- 
retical grounds,  are  open  to  the  same  criticism. 

The  surgical  treatment  of  fibroids  demands  very  careful  consid- 
eration. Some  of  the  procedures  recommended  are  the  outcome 
of  the  successsful  results  of  ovariotomy,  and  this  has,  perhaps, 
led  to  a  more  sanguine  estimation  of  their  safety  and  value  than 
is  yet  justified  by  facts.  The  removal  of  those  tumours  which 
exist  almost  trom  the  first  as  intra-uterine  polypi,  or  which  have 
in  time  become  such,  will  be  spoken  of  shortly.  With  regard  to 
them,  surgical  treatment  has  long  been  in  vogue,  and  is  eminently 
successful,  and  'the  methods  of  operation  are  matters  of  pretty 

feneral  agreement.     We   are  now  concerned  only   with   those 
broids  which  are  sub-serous,  whether  pedunculated  or  not,  with 
the  interstitial  form,  and  with   the  sub-mucous  varieties  which 
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have  not  undergone  polypisation.  The  first  of  these — the  sub- 
seroas  fibroids — are  usually  free  from  distressing  symptoms,  ex- 
cept occasional  severe  pain  ;  and  as  long  as  life  is  in  no  way  im- 
perilled by  that,  or  by  haemorrhage,  or  by  incarceration  in  the 
pelvis,  a  serious  operation  is  uncalled  for  and  inadmissible.  But 
if  the  mass  can  be  distinctly  ascertained  to  be  connected  with  the 
uterus  by  a  very  thin  pedicle,  removal  by  abdominal  section  is 
about  as  safe  as  ovariotomy.  The  other  two  forms  often  give  rise 
to  so  much  suftering  or  weakness,  only  very  partially  remediable 
by  medicine,  that  an  operation  of  moderate  gravity,  and  with  a 
fair  chance  of  success,  would  be  willingly  encountered,  and  may 
be  imperatively  called  for.  It  must  not  be  forgotten,  however,  in 
the  calculation,  that  a  fibroid  of  one  kind,  or  in  one  locality,  is 
very  apt  to  be  accompanied  or  followed  by  others  of  different 
localisation. 

Two  operations  are  proposed  in  imitation  of  natural  processes 
of  cure,  viz.,  (a)  the  removal  of  the  ovaries,  in  order  artificially 
to  bring  about  the  menopause,  with  its  frequent,  though  not 
constant,  cessation  of  hsemorrhage  and  growth ;  and  (6)  enuclea- 
tion and  evulsion  of  the  mass.  The  former  is  applicable  to  all 
the  three  types  of  fibroid, — the  latter  to  the  sub-mucous  only,  or 
to  interstitial  growths  which  are  practically  sub-mucous. 

In  addition  to  these  two  methoids,  {c)  removal  of  the  tumour 
through  the  abdominal  wall,  with  or  without  a  segment  of  the 
uterus ;  and  (d)  removal  of  the  combined  uterus  and  tumour  in 
the  same  way,  or  per  vaginam, — are  operations  which  are  at  pres- 
ent demanding  and  securing  the  fullest  discussion  at  the  hanas  of 
our  profession. 

(a)  The  most  recent  and  the  least  dangerous  of  the  two  former 
o^er&tioti&  i&  removed  of  the  ovaries.  This  was  performed,  though 
not  for  the  same  purpose,  within  a  few  weeks  of  the  same  time, 
bv  Battey  in  America,  Hegar  in  Germany,  and  Lawson  Tait  in 
England.  Battey  was  the  first  to  publish  his  case  in  America, 
and  the  operation  is  therefore  known  there  as  Battey's.  But  there 
is  much  obscurity  as  to  whether  this  title  is  reserved  for  removal 
of  presumably  normal  ovaries,  and  if  so,  whether  it  should 
include  their  removal  for  this  purpose  only  or  for  other  purposes. 
I  have  a  strong  objection,  not  universally  shared,  to  this  biograph- 
ical form  of  nomenclature  Normal  ovariotomy,  oophorectomy, 
and  the  like  terms,  have  also  each  special  difficulties  in  the  way 
of  application.  Removal  of  the  ovaries  to  imitate  the  menopause, 
and  thus  to  imitate  nature's  most  common  method  of  arresting 
the  troubles  of  a  fibroid  growth,  expresses  all  that  we  want  at 
present.  But  removal  of  the  ovaries  alone  is  not  all  that  is  recom- 
mended. Without  endorsing  any  particular  views  as  to  the 
function  played  by  the  Fallopian  tubes  in   menstruation,  tUeir 
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tendency  to  enofmoos  congestion  at  the  periods  must  be  admitted ; 
and  whether  this  is  an  inherent  property,  or  a  mere  accompani- 
ment of  other  local  congestions,  there  is  on  all  hands  a  tacit 
understanding,  dae  to  the  persistent  teaching  of  Lawson  Tait, 
that  they  should  accompany  the  ovaries,  of  which  they  are  in  a 
sense  the  mere  ducts.  I  have  endeavoured  to  form  an  impartial 
estimate  of  the  value  of  this  operation  for  our  present  purpose, 
and  have  come  to  the  conclusions — 

1.  That  with  antiseptic  precautions,  in  their  truest  sense,  and 
with  a  fair  experience  of  abdominal  surgery,  in  the  operator, 
the  operation  is  often  by  no  means  a  serious  or  difficult  one.  The 
removal  of  ovaries  known  to  be  the  seat  of  chronic  inflammation, 
and  with  chronic  inflammatory  surroundings  and  adhesions,  is  a 
totally  different  matter.  Occasionally,  however,  when  the  opera- 
tion is  undertaken  on  account  of  fibroid  tumours,  very  great  and 
almost  insuperable  difficulties  arise  in  finding  or  removing  the 
ovaries  and  tubes. 

2.  That  in  ft  very  large  proportion  of  cases,  though  not  in  all, 
the  expected  result  as  to  the  fibroid  follows.  I  cannot  more  ex- 
actly estimate  the  proportion  of  successes. 

3.  That  the  gravity  of  the  operation  is  much  less  than  that  of 
enucleation  and  evulsion,  or  of  removal  of  the  uterus,  or  of  a  sub-, 
serous  fibroid,  unless  it  is  one  with  an  exceedingly  small  pedicle. 

For  these  reasons,  I  would  advise  that,  in  the  case  of  a  fibroid 
accompanied  by  very  exhausting  haemorrhages,  and  When  these 
had  failed  to  yield  to  careful  treatment  as  above  described,  and 
when  the  natural  menopause  is  not  presumably  near  at  hand,  re- 
course should  be  had  to  this  operation.  No  statistics  can  ever 
give  absolutely  the  comparative  risk  to  life  and  happiness,  of  the 
operation  on  the  one  hand,  and  of  the  continuance  of  such  svmp- 
toms  on  the  other.  There  will  always  be  room  for  that  judicial 
quality  of  mind  which  is  the  highest  gift  of  the  physician,  and 
for  the  same  quality,  in  a  limitea  degree,  on  the  part  of  the  pa- 
tient. 

(b)  Enweleation  is  at  best  a  barbarous  proceeding,  although 
sometimes  we  are  driven  to  it  as  our  only  resource.  There  are 
three  steps  in  the  operation : — (1)  sufficient  dilatation  of  the  cer- 
vix ;  (2)  making  an  opening  in  the,  mucous  covering  of  the  tu- 
mour ;  and  (3)  evulsion  of  the  fibroid  mass.  Dilatation  may  be 
be  sufficient  to  begin  with,  and  certainly  the  most  suitable  cases 
are  those  where  a  large  sub-mucous  fibroid,  although  quite  un- 
pedunculated,  has  buljged  downwards  so  far  as  to  thin  the  os  and 
cervix  uteri,  and  to  dilate  it  as  in  the  later  part  of  the  first  stajge 
of  labour.  Otherwise,  dilatation  must  be  completed  artificially, 
and  the  more  rapidly  the  better,  by  one  or  other  ot  the  dilators  men- 
tioned before  (p.  186),  followed  up  by  Barnes's  fluid  obstetric  dila- 
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tors,  if  the  presence  of  the  tumour  will  permit  of  th^ir  introduction, 
^n  incision  of  at  least  an  inch,  better  two  inches  or  more  iu 
length,  is  now  made  in  the  capsule  of  the  tumour  by  a  probe 
pointed  knife.  It  should  be  uearly  half  an  inch  deep,  unless  the 
capsule  is  evidently  thin  and  ^apes  easily.  The  cautery  knife  is 
well  adapted  for  this  purpose  if  the  tumour  can  be  freely  exposed 
to  view  by  the  duck-bill.  It  aftbrds  less  danger  of  septicaemia  or 
haemorrhage.  If  bleeding  is  severe  it  must  te  arrested  by  a  well- 
'  adapted  styptic  plug.  In  some  cases  we  may  prefer  to  cease  here, 
and  to  trust  to  the  eftect  of  the  incision  to  arrest  or  diminish  the 
chronic  haemorrhage ;  and  in  course  of  time  spontaneous  expul- 
sion may  occur,  to  be  aided  by  the  free  use  of  ergot,  or  by  arti- 
ficial traction.  When,  however,  we  have  decided  on  the  urgent 
necessity  for  operation,  it  is  better  to  proceed  to  immediate  enuc- 
leation. The  tumour  must  first  be  separated  from  its  attachments 
as  far  as  possible, — sometimes  an  easy,  sometimes  a  most  difficult 
and  dangerous  proceeding.  Various  instruments  have  been  de- 
vised for  this  purpose  by  Simpson,  Sims,  Thomas,  and  others ; 
but  the  operator's  finger,  a  good  strong  steel  male  sound,  and  a 
blunt-edged  lithotomy  scoop  are  sufficient.  The  first  should  be 
used  as  much  as  possible,  the  others  only  in  aid.  The  mass  is 
now  well  seized  by  the  strongest  vulsellum  available,  and  attempts 
at  dragging  it  through  are  made,  alternately  with*  further  at- 
tempts at  separation.  As  the  hold  of  the  vulsellum  loosens  it 
must  be  renewed,  and  a  certain  amount  of  torsion  comes  in  aid  of 
both  separation  and  evulsion.  It  may  be  necessary  to  further  en- 
large the  OS  by  nicking  its  edges  in  several  places,  or  to  divide 
the  tumour  by  the  ecraseur,  cutting  as  much  as  possible  in  its 
long  axis,  and  avoiding  a  straight  cut  across.  Under  favouring 
circumstances,  a  large  tumour  may  thus  sometimes  be  removed 
rapidly  and  safely,  but  sometimes  portions,  or  the  whole,  must  be 
left,  with  great  risk  of  septicaemia.  The  shock  may  be  fatal,  and 
I  have  known  the  uterus  to  be  completely  inverted,  and  subse- 
quently reduced.  The  difficulty  does  not  cease  even  when  the 
tumour  is  in  the  vagina,  but  no  obstetrician  need  despair  when 
he  has  got  this  length.  The  free  use  of  iodine  or  carbolic  acid  to 
the  interior  of  the  uterus  certainly  minimises  the  septic  dangers. 
On  the  whole,  I  think  I  have  rightly  described  the  operation  as  a 
"  barbarous"  one ;  and,  with  the  possibility  of  arrest  of  symptoms 
by  removal  of  the  ovaries  within  our  reach,  I  would  reserve  it  for 
those  cases  only  where  nature  had  tairly  commenced  the  process 
by  sloughing  of  the  wall,  or  of  the  tumour,  or  by  very  considera- 
ble intra-uterine  protrusion,  which  was  not;  sufficiently  rapidly 
tending  to  polypisatiot,  whilst  the  symptoms  were  extremely 
urgent. 

(c)  Exeimn  per  Abdominem  of  even  very  large  fibroid  growths, 
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lias  been  frequently  performed  with  perfect  safety,  and;  in  the 
case  of  sub-peritoneal  growths,  with  a  distinct  and  not  very  large 
pedicle',  is  not  a  very  formidable  operation.  The  pedicle  may  be 
transfixed,  like  that  of  an  ovarian  tumour,  with  strong  silk,  tied 
in  two  or  more  parts,  taking  care  to  tie  a  second  ligature  fijrmly 
round  tiie  whole  pedicle,  the  ends  being  cut  short  and  left  to  take 
care  of  themselves  as  in  ovariotomy.  Lt  is  also  a  desirable  precau- 
tion to  tie  separately  with  silk  or  gut  any  large  vessel  that  is  to  be 
seen  in  the  pedicle,  and  to  invert  and  unite  the  peritoneal  edges 
of  the  stump.  But  this  procedure  is  safe  only  with  tumours 
which  give  rise  to  a  few  urgent  symptoms  in  general,  that  they  ^ 
do  not  justify  the  opening  of  the  aodominal  cavity.  As  a  matter 
of  &ct,  it  has  not  infrequently  been  through  errors  of  diagnosis 
that  they  have  been  exposed. 

Is  it  possible  to  remove,  with  any  reason&ble  safety,  sessile  sub- 
peritoneal growths,  or,  what  is  practically  ithe  same  thing,  inter- 
stitial growths  with  little  or  no  mtra-uterine  tendency,  but  which 
nevertheless  cause  grave  and  dangerous  svmptoms?  The  re- 
moval of  these  involves,  as  a  matter  of  course,  the  removal  of 
some  portion  of  the  uterine  wall,  and  the  opening  of  its  cavity, 
and  there  is  no  more  serious  operation  than  this  in  the  whole  of 
suiger/.  With  regard  to  ominary  cases  of  sessile  tumours  of 
the  uterus,  the  dangers  of  removal  are  so  great  that  I  prefer,  in- 
stead of  discussing  them,  to  sum  up  the  whole  in  the  words  of 
Mr  Knowsley  Thornton,  from  the  able  paper  read  at  the  Annual 
Meeting  of  the  British  Medical  Association  {BriL  Med.  Jour., 
Oct.  18, 1883) : — "  I  have  performed  partial  hysterectomy  three 
times,  and  all  the  patients  died.  Once  I  used  the  Well's  ovario- 
tomy clamp,  and  it  caused  a  slough  which  extended  in  the  wall 
of  the  uterus,  and  caused  death  from  septicaemia ;  then  I  tried 
ligatures  and  sutures  of  the  flap,  and  the  patient  died  of  septicae- 
mia; then  I  tried  simple  ligatures  applied  by  transfixion,  and  the 
patient  also  died  of  septicaemia.  I  shall  not  again  in  any  case 
attempt  a  partial  hysterectomy,  as  I  am  convinced  that  it  is  both 
safer  and  easier  to  remove  the  whole  organ,  and  deal  with  the 
cervix  instead  of  the  uterine  wall."  No  one  doubts  the  compara- 
tive safety  of  removal  of  the  ovaries.  Mr.  Thornton  gives 
fifteen  cases  only,  but  of  these  all  recovered ;  ten  have  entirely 
ceased  to  menstruate,  and  have  lost  their  tumours ;  one  has  irreg- 
ular menstruation,  but  the  tumour  is  diminished  to  one-third,  and 
is  diminishing ;  one  has  had  no  further  menstruation,  and  the 
tumour  is  going  fast ;  one  continues  to  menstruate,  and  the  re- 
duction of  the  tumour  is  not  marked,  but  she  np  longer  floods  or 
has  pain ;  two  others  are  too  recent  for  any  certain  prognosis. 

W  Coi^pl^  Hysterectomy. — Is  it  possible  that  the  result  of 
eitner  partial  or  complete  hysterectomy,  together,  o^jCO^Wy^t^Qle 
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tiie  removal  of  the  ovaries  and  Fallopian  tubes,  can  possibly  vie 
witli  oophorectomy  in  safety  or  success?  Nearly  all  who  have 
attempted  these  operations — Wells  or  Keith,  Bantock  or  Thorn- 
ton, Tait,  Pean,  Billroth,  Hegar,  or  Schrceder — are  agreed  that 
complete  bypterectomy  is  lees  dangerous  than  the  partial  form, 
and  less  difficult  of  accomplishment.  But  even  in  complete  re- 
moval the  mortality  is  frightful.  Keith  alone  has  had  any  reason- 
able success.  Instead,  therefore,  of  attempting  a  description  of 
the  various  methods  that  have  been  proposed,  of  the  clamps  and 
constrictors  devised  for  securing  the  pedicle  externally,  or  of  the 
means  of  arresting  h»morrhage  from  the  uterine  or  other  pelvic 
blood-vessels,  I  will  content  myself,  as  more  consistent  with  the 
scope  of  this  work,  with  a  quotation  from  one  who  cannot  be 
considered,  at  anv  rate,  a  coward  in  regard  to  abdominal  opera- 
tions, or  as  over-burdened  with  conservatism  or  anti-surgical  pre- 
judices. Lawson  Tait  {One  Thousand  Cases  of  Abdominal  Section^ 
pamphlet,  1884)  says : — **  I  now  come  to  speak  of  hysterectomy, 
concerning  which  I  may  say  at  once  it  is  an  operation  which  I 
detest,  its  mortality  is  fearful.  Sir  Spencer  Wells  has  had  over 
50  per  cent,  of  deaths,  and  my  own  mortality  has  been  85  per 
cent.  Bantock  has  recently  had  a  run  of  bad  luck ;  the  mortality 
of  other  operators  is  not  fully  dispayed,  and  Keith  alone  has  had 

brilliant  results There  can  be  no  doubt  that  for  uterine 

tumours  the  extra-peritoneal  method  of  dealing  with  the  pedicle 

is  the  only  one  admissible The  details  and  methods  of 

operation  elaborated  *by  Bantock  are,  op  the  whole,  the  best  I 
have  seen ;  but  there  is  something  wanting  yet  to  complete  suc- 
cess. Every  patient,  or  at  least  nearly  every  one,  who  recovers 
from  hysterectomy  does  so,  as  it  were,  by  the  skin  of  her  teeth. 
These  cases  never  go  on  straightforwardly  to  recovery  as  ovarioto- 
mies do.  The  amount  of  worry  which  is  given  me  by  every  caae 
of  hysterectomy,  even  when  successful,  is  such  as  to  l>e  almost  he- 
yond  the  recompense  of  any  fee,  and  the  disappointment  inflicted 
by  every  death  is  quite  indescribable."  Comment  on  the  fore- 
going is  needless. 

.  The  whole  subject  of  the  treatment  of  fibroids  of  the  uterus, 
setting  aside  those  which  become  intra-uterine  polypi,  is  not  very 
satisfactory,  considering  their  very  great  frequency,  but  I  will  en- 
deavour to  summarise  it  according  to  our  present  light.  The 
figures  are,  of  <*x)urse,  intended  to  be  roughly  approximate,  not 
precisely  statistical. 

Given  100  fibroid  tumours,  50.  at  least,  will  require  scarcely 
any  medical  or  surgical  treatment.  They  will  have  no  trouble- 
some symptoms,  and  many  of  them  will  be  discovered  by  acci- 
dent alone,  or  will  not  be  discovered  at  all. 

In  the  remaining '50,  menorrhagia,  or  some  form  of  pressure 

Digitized  by  VjOOQIC 


FIBROID   TUMOURS  OF  THE   CERVIX.  277 

trouble,  will  lead  to  diagnosis,  and  demand  treatment  of  some 
kind.  I  think  it  is  not  too  much  (o  say  that,  of  these,  the  ^reat 
majority  may  be  rendered  perfectly  endurable,  and  compatible 
with  enjoyment  of  lifei,  by  the  means  recommended  above  as 
medicinal,  but  including  the  appliances  required  for  lifting  up  the 
mass,  either  by  belt  or  pessary,  and  occasional  minor  surgical 
proceedings,  such  as  scarification,  until  the  menopause  brings  still 
further  relief  or  complete  cure. 

Some  10  per  cent,  of  the  50  (too  large  a  proportion,!  think), 
may  require  the  aid  of  the  operating  surgeon,  in,  certainly,  not 
more  than  one  of  them  is  lie  driven,  perforce,  to  the  repulsive 
proceeding  of  vaginal  evulsion.  In  the  remaining  nine,  removal 
of  the  ovaries  will,  with  comparatively  little  danger  to  life,  cure 
the  predominant  symptoms,  and  even  ensure  absorption  of  the 
mass  in  all  but  a  mere  fraction  of  the  number. 

These  fractions,  spread  over  the  whole  community,  amount,  of 
course,  to  a  considerable  number  of  cases,  and,  so  far,  we  may  say 
that  when  there  is  any  kind  of  pedicle  to  be  got  for  such  tumours, 
along  with  the  containing  uterus,  which  is  often  not  the  case,  the 
whole  mass  may  be  removed,  with  a  mortality  of  some  40  or  60 
per  cent,  of  cases  operated  on.^ 

Up  to  the  present,  the  great  balance  of  surgical  opinion  is  in 
support  of  the  oelief  that  it  is  an  advance  in  practice  to  treat  the 
stump  or  pedicle  outside  the  abdominal  wall,  but  it  should  not  be 
forgotten  that  the  extra-peritoneal  treatment  of  the  ovarian  pedicle 
was  a  great  advance  upon  previous  methods,  until  time  had  dis- 
closed safer  modes  of  dealing  with  it  intra-per:toneally. 

Before  speaking  of  those  cases  which  assume  the  form  of  uter- 
ine polypi,  and  which  are  not  only  much  more  amenable  to  surgi- 
cal treatment,  but  which  almost  invariably  demand  it,  it  is  ad- 
visable to  say  a  few  words  on  the  subject  of  cervical  tumours. 

Rbroid  Tumours  of  the  Cervix. 

True  fibro-myomata  are  met  with  here  as  in  the  body  of  the 
uterus,  but  with  comparative  infrequency  (fig.  124).  They  can 
hardly,  even  when  small,  remain  interstitial  very  lon^,  but  soon 
tend  to  bulge  into  the  cavity  of  the  cervix,  dilating  it,  and 
giving  rise  to  severe  haemorrhage  "and  dysmenorrhoea,  and  then 
emerging  in  a  more  or  less  polypoid  form  into  the  vagina. 
These  are  certainly  the  most  amenable  of  all  to  enucleation  or  to 
treatment  as  polypi.  I  am  convinced  that  I  have  not  infrequently 
seen   small  hard   fibroids  of  this  kind  disappear  by  absorption, 

1  The  student  wlU  find  a  very  complete  statistical  summary  of  cases  of  gastrotomy 
for  flbro-myomata  by  Bigelow  in  the  Am,  Jour,  of  Obst.  for  1883  and  1884.  , 
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FiQUBB  124.— GeirkAl  FlbroM 
Orowth,  aflBuminflr  the  poly- 
poid form  (SchrcBder). 


after  being  compressed  by  tbe  action  of  tents.  True,  such  small 
sessile  growths  may  have  been  difficult  to  diafi^ose  with  absolute 
certainty  from  the  products  of  inflam- 
matory exudation,  out  the  absence  of 
a  history  of  inflammation,  the  state  of 
the  rest  of  the  cervix,  quite  free  from 
disease,  and  in  more  than  one  case, 
the  presence  of  uterine  fibroids  else- 
where, have  seemed  to  place  the  mat- 
ter bejond  a  doubt.  I  fear  there  is  no 
way  m  which  the  practice  could  be 
extended  to  small  commencing  growths 
of  the  body  of  the  uterus,  even  were 
they  diagnosed  early  enough.  In  other 
cases,  fibroids  of  the  supra-vaginal 
portion  of  the  cervix,  grow  rather 
towards  the  periphery,  pushing  their 
way  towards  the  peritoneal  cavity. 
Prom  their  low  position  these  are 
very  likely,  if  large,  to  give  rise  to 
incarceration  of  the  tumour  in  the 
pelvis,  but  fortunately  there  is  a  con- 
siderable capability  of  stretching  in  the  cervix,  which  permits  of 
them,  or  of  masses  low  down  in  the  body,  rising  up,  and  of  the 
formation  from  the  cervix  itself  of  a  mobile  pedficle.  In  another 
class  of  cases,  extension  takes  place  behind  or  within  the  vaginal 
wall,  almost  as  it  does  in  malignant  disease,  although,  of  course,  it 
is  more  localised.  The  elements  of  fibro-mjomata  exist  in  this 
situation,  and,  practically,  such  growths  become  vaginal  fibroids, 
although  extreme  caution  is  required  in  attempting  to  remove 
them,  owing  to  the  proximity  of  the  peritoneum. 

Uterine  Polypi. 

Although  the  majority  of  uterine  polypi,  at  least  of  those  of 
any  considerable  size,  are  really  special  forms  of  fibro-myoma, 
forms  which  bring  them  under  the  influence  of  much  more  effec- 
tive means  of  treatment,  it  seems  to  be  considered  by  nearly  all 
writers  the  best  plan  for  clinical  purposes  to  treat  of  them  sepa- 
rately, but  it  would  clear  the  ground  if  we  shall  allude  to  those 
forms  of  polypus  which  are  not  fibro-myomata  at  all.  All  other 
kinds  might  De  most  properly  described  under  one  name,  viz., 
*•  mucous  polypi."  Casual  variations  in  their  density,  and  other 
physical  characters,  have  led  to  a  good  deal  of  special  nomencla- 
ture,  which  is  very  uhnecessary,  and  only  confusing  to  the  student 
or  practitioner.    The  ordinary  mucous  polypus  is  small — from 
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the  size  of  a  pea  to  that  of  a  filbert,  rarely  much  exceeding  the 
latter.  It  contains  the  glands,  connective  tissue,  epithelium,  and 
BOTDetimes  muscular  fibre,  of  the  mucous  tissue  from  which  it 
springs.  It  is  nearly  always  very  vascular,  and  of  a  bright  red 
colour  to  the  eye.  In  a  few  instances  I  have  seen  it  endowed  with 
some  of  the  acute  sensibility  of  the  vascular  caruncle  of  the  ure- 
thra, which  it  may  closely  resem1)le  in  appearance.  Its  favourite 
hitaation  is  just  within  the  os  uteri,  or  it  may,  though  very  rarely, 
grow  from  the  outer  wall  of  the  cervix,  and  a  little  more  com- 
monly, from  the  mucous  wall  of  the  uterine  body ;  it  has  been 
detected  there  when  dilatation,  and  exploration  by  the  finger, 
have  been  used  for  the  diagnosis  of  the  cause  of  uterine  haemor- 
rhage. Its  covering  partakes  of  the  character  of  the  epithelium 
of  the  part  from  which  it  springs.  Sometimes  it  contains  within 
itself  a  holtow  cavity,  the  result  of  a  dilated  Nabothian  or  other 
uterine  gland — the  hollow  polypus;  sometimes  there,  are  sev- 
eral hollows  in  its  structure,  of  similar  origin — the  chan- 
elled  polypus  ;  and  occasionally  it  is  tougherand  larger  than  usual 
—the  fibro-cellular  polypus.  These  and  other  additional  names 
are  useless,  except  for  the  pathological  museum.  Wherever  it 
exists,  it  may  be  c^uite  harmless.  I  have  often  found  it  by  mere 
accident.  But  it' is  much  more  often  the  cause  of  heemorrhages,  * 
totally  disproportioned  to  its  size  and  apparent  powers  of  mis- 
chief. It  is  said  to  be  the  polypus  itself  which  bleeds  in  such 
cases,  but  I  fancy  the  source  of  hremorrhage  must  also  be,  as  with 
the  fibro-myomata,  from  the  irritated  and  congested  mucous 
membrane  with  which  it  is  in  contact,  especially  as  the  also  fre- 
quently acconapanying  leucorrhoeal  discharge  is  undoubtedly  from 
this  source.  Fatal  hemorrhage  has  occurred  in  this  way,  and  it 
was  a  fatal  case  of  this  kind  which  led  Simpson  to  work  out  the 
suggestion  of  Shakespeare's  son-in-law  in  the  bhape  of  the  uterine 
tent.  1  am  not  quite  certain,  however,  whether  this  was  not  a 
fibroid  polypus.  The  hsemorrhage,  which  sometimes  closely  re- 
sembles in  periodicity  the  normal  discharge,  is  apt  to  be  mislead- 
ing. I  had  a  case  of  pregnancy  at  nearly  full  term  sent  to  me  for 
ovariotomy,  in  which  a  small  mucous  polypus  of  the  cervix  had 
kept  up  an  almost  regular  menstruation,  wnich  had  deceived  the 
practitioner,  and  still  more  willingly  the  patient ;  and  I  have 
seen  Jhree  or  four  cases  where  undoubted  ovarian  tumours  had 
doubts  thrown  upon  their  diagnosis,  owing  to  the  persistent  men- 
orrhagia  and  metrorrhagia  thus  caused.  Dysmenorrhoea  and 
sterility  mav  be  caused  by  any  form  of  polypus  which  blocks  the 
outlet  or  inlet  of  the  uterus.  These  mucous  polypi  are  often  ex- 
tremely soft,  and  are  thus  likely  to  be  overlooked  on  mere  digital 
examination,  even  when  hanging  from  the  os  uteri,  by  the  un- 
initiated or  careless  examiner.    I  have  known  half  a  dozen  well-  , 
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advanced  students  fail  thus  to  detect  one  as  large  as  a  oofFce  bean. 
It  is  very  probable  that  the  primary  causation  of  mucous  polypi 
is  to  be  met  with  in  inflammatory  degenerations  of  the  uterine 
mucous  membrane,  especially  of  its  smaller  cysts. 

The  treatment  of  mucous  polypi  may  be  described  in  a  few  words. 
When  discovered  in  the  cervix,  or  near  it,  they  must  be  seized 
with  a  polypus  forceps,  with  a  catch  on  the  handle,  and  snipped 
or  twisted  off.  If  discovered  within  the  uterus,  they  mast  be 
scraped  off"  with  the  curette. 

Under  the  title  of  placental  or  fibrinous  polypi,  the  retained 
products  of  pregnancy  and  delivery  have  been  described.  This  is 
a  complete  misnomer.  Every  practitioner  ought  to  be  aware  that, 
after  abortion  or  delivery  at  full  time,  some  decidual  or  foetal 
structures  may  remain,  giving  rise  to*  hflemorrhages  with  clots, 
often  more  or  less  attached  to  the  uterine  wall,  and  decolorized  by 
time  and  pressure.  When  the  history  of  the  case  points  to  these, 
the  uterus  must  be  explored,  and  these  remnants  must  be  removed- 
by  ovum  forceps  or  curette,  but  nothing  is  gained  by  calling  them 
polypi.  The  same  remarks  apply  to  those  instances  where  the 
dysmenorihoeal  membrane,  or  tne  decolorised  blood-casts  of  the 
dysmenorrhoeal  uterus  are  met  with  (p.  181).  Larger  and  some- 
what more  complicated  mucous  polypi  are  described  here  and 

I  have  never  met  with  any  of 
them,but  their  treat- 
ment would  be  pre- 
cisely similar,  unless 
large  enough  and 
firm  enough  to  re- 
quire the  ecrasGur. 

We  return  now  to 
the  fibro-myoma  or 
fibroid  tumour  in  its 
polypoid  form  (figs. 
123,125).  Histolog- 
ically there  is  noth- 
ing more  to  be  said 
about  it.  Occasion- 
ally it  appears  tb  be 
a  true  polypus  from 
itsjearliest  stage,  and 
is  then  usually  small; 
generally  it  is  the 
moraor  less  slow  pro- 
trusion into  the  ute- 
vary  in  size  from  a  pea 


there  in  pathological  literature. 


Fio. 


125.— Fibroid  Polypus  of  the  Uterus 
(Churchill  et  Leblond) . 


ms  of  an  interstitial  growth, 
to  an  adult  head. 


It 


may 
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Its  symptoms — hsemorrbage,  leucorrhoaa,  pain,  and  occasionally 
fcDtid  discharges,  dysmenorrhoea,  expulsive  efforts,  supra-pubic 
swelling,  or  intra-vaginal  protrusion  from  the  uterus,  or  complete 
dilatation  or  thinning  of  the  lower  segment — have  all  been  more 
or  less  indicated  above.  Diagnosis  and  treatment  alone  concern 
us  now. 

The  diagnosis  will  depend  on  whether  the  mass  is  strictly  intra- 
uterine, or  wholly  Or  partially  extruded  from  the  os  externum. 
When  within  the  uterus,  there  are  the  usual  symptoms  of  sub- 
mucous fibroid  tumours,  and  the  whole  question  at  issue  is  whether 
pc<lunculation  has  taken  place,  or  to  what  extent.  This,  however, 
is  sometimes  a  very  difficult  problem.  I  have  known  the  dangerous 
and  difficult  process  of  enucleation  attempted  on  a  tumour  which 
was  subsequently  shown  to  be  attached  to  the  uterus  by  a  very  fine 
pedicle.  Full  dilatation  of  the  os,  if  not  naturally  induced,  is  a 
primary  indication.  Ansesthesia  is  often  necessary,  to  enable  such 
•  ail  introduction  of  the  hand  into  the  vagina,  and  of  the  forefingers 
into  the  uterus,  as  may  be  required  to  reach  the  uterine  insertion  of 
the  mass,  and  ascertained  how  far  it  is  sessile  and  broad-based,  or 
how  far  pedunculated.  The  sound,  especially  a  flexible  one.  must 
aid  us  when  we  cannot  otherwise  reach  ;  but  I  have  found  that 
many  very  able  practitioners  are  unable,  from  want  of  special  ex- 
perience, to  estimate  the  direction  which  either  a  firm  or  a  flexi- 
ble sound  is  taking  if  its  course  be  sinuous.  I  fear  it  is  too  often 
only  when  attempts  to  apply  an  ecraseur  are  made  that  a  correct 
conclusion  is  come  to  as  to  whether  the  tumour  has  the  desirable 
pear  shape,  and  whether  that  is  such  as  to  compel  the  ecraseur  to 
slip  backwards  to  the  uterine  insertion,  or  forwards  off  the  tu- 
mour. The  use  of  two  sounds  or  flexible  catheters  passed  on 
opposite  sides  of  the  growth,  and  then  manceuvered  together,  is 
capable  of  defining  very  clearly  the  shape  and  attachments  of  the 
mass,  but  sometimes  the  pedicle  is  excessively  short.  When  the 
tumour  projects  through  the  cervix  the  diagnosis  may  be  simple 
enough,  or  it  may  still  be  fraught  with  difficulty.  If  the  pedicle 
can  be  easily  reached,  and  is  felt  to  be  decidedly  smaller  than  the 
mass,  and  growing  from  one  side  of  the  uterine  wall,  we  have  all 
the  diagnostic  signs  required.  To  assist  in  ascertaininff  these 
facts,  the  tumour  should  be  grasped  with  a  vulsellum ;  and  while 
the  digital  examination  is  made  with  one  hand  the  other  should, 
by  the  vulsellum,  draw  down  or  repress  the  tumour,  as  may  be 
found  necessary  to  get  the  finger  past  it,  or  to  bring  its  summit 
within  reach.  The  uterus  should  be  firmly  pressed  down  into  the 
pelvis  by  an  assistant. 

Differentiation  between  Polypus  and  Inverted  Uterus. — If  the  poly- 
pus is  more  or  less  protruded  through  the  cervix,  and  its  narrow 
pedicle  is  not  very  apparent,  it  is  liable  to  be  mistaken  for  an  in- 
Digitized  by  VjOOQIC 


282  TEBATMBNT   OF 

verted  uterus,  and,  as  this  mistake  might  lead  to  fatal  results,  and 
has  been  made  by  men  of  the  highest  experience  and  skill,  it 
should  be  a  rule  never,  even  in  the  simplest  case,  to  omit  to  ascer- 
tain the  diagnostic  points  which  differentiate  the  two  affectiond. 
A  careful  bi-manual  examination  will  tell  us  whether  we  have  a 
body  corresponding  to  the  uterus,  above  the  line  at  which  the 
mass  leaves  the  os  uteri.  If  this  is  clearly  the  case,  the  affection 
cannot  be  inversion.  An  e;xamination  per  rectum^  aided  by  ab- 
dominal pressure,  will  bring  this  out  still  more  clearly,  and.  if 
there  be  the  least  doubt,  a  sound  passed  into  the  bladder  and 
manoeuvred  in  connection  with  the  finder  in  the  rectum,  will  con- 
firm the  presence  or  absence  of  the  uninverted  uterus.  In  moder- 
ately thin  women,  the  cup-shaped  depression  felt  in  complete  in- 
version, instead  of  the  round  fundus  uteri,  can  be  well  made  out 
The  sound  is  always  required  to  complete  the  diagnosis,  but  the 
previous  bi-manual  examination  guides  us  much  in  its  use.  If 
there  be  inversion,  the  sound  will  not  enter  the  uterus,  or  pass  any 
distance  beyond  the  cervical  rim,  while  in  the  case  of  a  polypus, 
at  some  point,  if  not  all  around,  it  will  pass  the  normal  distance 
or  upwards.  Adhesions  sometimes  take  place  between  the  poly- 
pus and  the  wall  of  the  uterus,  and  I  have  had,  from  this  cause, 
.to  divide  two  distinct  and  firm  pedicles,  but  I  have  never  known 
adhesion  all  round,  so  as  to  prevent  the  passage  of  the  sound  at 
all  points.  In  such  a  case,  the  bi-manual  examination,  and  a 
careful  study  of  the  history  of  the  case,  pointing  to  inversion  or 
the  reverse,  should  still  suffice  to  make  the  case  clear.  When  pos- 
sible, it  is  better  to  take  the  history  as  only  of  secondary  diag- 
nostic importance,  and  to  rely  on  the  physical  signs  alone.  The 
inverted  uterus  is  much  more  tender  than  a  polypus  and  resents 
the  application  and  tightening  of  a  wire  ligature.  It  is  not  ad- 
visable, however,  to  reserve  the  diagnosis  till  this  stage  of  the 
proceedings,  and  the  fact  even  is  not  universally  true.  In  toler- 
ably recent  cases  of  inversion,  the  bleeding  and  congested  wall  of 
the  uterus  is  totally  different  from  the  smooth  pale  wall  of  an 
ordinary  polypus,  but  this  must  not  be  too  entirely  relied  on  for 
diagnosis.  If  the  openings  of  the  Fallopian  tubes  are  visible, 
they  of  course  settle  the  question.  It  is  well  to  bear  in  mind 
that  a  heavy  or  strongly  extruded  polypus  may  invert  the  utenw 
partially,  or  even  entirely  {see  Chap.  XUI.). 

I  do  not  think  it  necessary  to  differentiate  polypus  from  pro- 
lapsus uteri  or  elongated  cervix.  I  cannot  imagine  the  most  care- 
less bungler  mistaking  either  affection  for  a  polypus. 

Treatment — ^The  treatment  of  fibroid  polypi  is  invariably  by 
removal,  the  sole  questions  being  as  to  time  and  method.  When 
the  pedicle  is  evidently  within  reach,  the  time  requires  no  consid- 
eration.   The  sooner  the  growth  is  removed  the  better.    If  the 
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examiDation  is  a  difficult  one,  requiring  ansestbetics,  it  is  better  to 
proceed  at  the  same  sitting  i  otherwise,  unless  the  patient  is 
rapidly  deteriorating,  it  is  better  to  wait  for  the  middle  of  an  in- 
termenstrual period.  In  the  case  vof  large  polypi  with  broad 
pedicles,  or  only  entering  on  the  stage  of  polypisation,  the  amount 
and  effect  of  heemorrbage  will  guide  us  as  to  the  time.  If  life 
is  daily  being  imperilled,  and  the  hsemorrhage  is  little  under  con- 
trol, we  must  proceed,  however  conscious  or  the  great  difficulties 
before  us,  but  if  we  are  satisfied  that  we  can  maintain  the  patient 
at  her  present  health  standard  for  a  time,  or  even  improve  it,  then, 
undoubtedly,  it  is  better  to  wait  until,  by  the  spontaneous  uterine 
contractions,  aided  by  full  and  frequent  administration  of  ergot, 
the  polypisation  can  be  made  more  complete. 

As  to  the  methods  of  removal,  we  have  a  considerable 
variety  to  choose  from,  but  as  ecraseurs  of  various  kinds  are 
being  gradually  improved,  all  other  methods  are  yielding  to 
them.  Mere  twisting  off,  by  strong  forceps,  is  only  appli- 
cable to  a  very  smau  number  of  true  fibroids ;  the  pedicle 
should  not.be  much  thicker  than  a  goose-quill.  The  long  popu- 
lar plan  of  passing  a  whip-cord  or  other  ligature  round  the  pedicle 
by  two  parallel  but  separable  tubes — (Jooch's  bannulee,  —  then 
tightening  the  ligature,  and  leaving  the  whole  mass  to  become 
gangrenous,  is  deservedly  abandoned.  Cutting  the  pedicle  by  a 
sharp  hook  or  by  scissors  is  more  free  from  danger  of  septiceemia, 
but  may  cause  serious  hsemorrhage.  Aveling'spolyptrite  (fig.  126) 
is  a  most  hand^  instrument  in  cases  with  moaeratelv  thick  pedi- 
cles, say  the  thickness  of  the  thumb,  but  which  are  iaj[ge  enough 
otherwise  to  make  the  passage  of  a  wire  difficult.  The  hollow 
hook  is  guided  round  the  pe<licle,  and  the  straight  bar  is  easily 
screwed  up  so  as  to  make  a  complete  bloodless  amputation.  The 
instrument  should,  however,  be  made  more  carefully,  and  of  bet- 
ter metal  than  is  usual,  otherwise  the  cutting  bar  is  liable  to  be 


Fie.  126.~Avellng'8  Polyptrite,  with  slight  modiflcation  of  the  Screw. 

laterally  deflected,  and  to  catch  on  one  side  of  the  hollow  hook 
after  it  has  cut  through  the  bulk  of  the  pedicle.  When  this  occurs, 
as  it  has  occasionally  done  with  me,  I  have  been  obliged  to  use  the 
•whole  instrument  as  a  powerful  but  clumsy  torsion  agent,  to  com- 
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plete  the  separation.  The  ecraseur  is  andouhtedly  our  sheet  anchor 
in  all  diificult  cases  of  polypus.  As  the  galvano-cautery  .instru- 
ments are  gradually  improved,  this  form  will  probably  take  pre- 
cedence of  all  others.  Meanwhile  I  have  great  hesitation  in  pass- 
ing soft,  fragile  platinum  wires  beyond  my  reach,  and  of  coursje 
beyond  my  digital  control  when  in  action,  up  to  the  fundus  uteri, 
and  in  working  with  them,  while  I  have  no  absolute  certainty  as 
to  their  steady  and  continuous  action  aftar  1  hey  are  imbedded  in  the 
tissues.  The  chain  ecraseur  (fig.  54)  is  the  most  powerful ;  if  one 
has  it  once  passed  round  the  tumour,  and  on  to  something  like  a 
definite  pedicle,  it  is  bound  to  go  through.  But  its  limpness,  and 
the  tendencfy  of  its  links  to  become  entangled,  are  great  drawbacks 
to  its  introduction.  On  the  whole,  I  believe  that  at  the  present 
time  the  surest  method  of  removal  of  intra-uterine  fibroid  polyni 
is  by  the  common  wire  ecraseur.  A  strong,  thick,  well-annealed, 
and  therefore  flexible,  steel  wire  is  for  most  cases  the  best  For 
further  remarks  on  the  various  ecraseurs  the  reader  is,  however, 
referred  to  Chap.  III.,  p.  73  et  seq.  There  are  cases  in  which  we 
feel  convinced  of  the  existence  of  a  distinct  pedicle,  and  yet  in 
which  the  tumour  is  so  large,  or  the  pedicle  so  short,  that  no  or- 
dinary ecraseur  can  be  passed  over  the  mass.  It  we  cannot  allow 
for  the  element  of  time,  and  feel  that  we  must*  at  once  interfere, 
there  is  nothing  for  it  but  to  diminish  the  size  of  the  polypus.  We 
must  take  the  risks  of  the  haemorrhage  rfnd  septicasmia  involved. 
If  an  ecrasuer  can  in  any  way  be  made  to  bite  on  any  portion  of 
it,  that  portion  must  be  removed.  If  this  connot  be  done,  then, 
seizing  the  lower  end  by  a  strong  vulsellura,  we  must,  by  knife  or 
scissors,  excise  as  much  as  possible,  controlling  the  haemorrhage 
by  styptic  plugs,  and  trusting  by  ergot  to  induce  further  extru- 
sion at  the  next  sitting.  Although  I  have  succeeded  in  this  way 
in  finally  getting  at  the  pedicle  of  a  large  intra-uterine  fibroid 
polypus,  and  ultimately  removing  the  whole  of  it  with  safety,  I 
feel  much  sympathy  for  any  one  who  may  be  placed  in  the  same 
circumstances. 

Rbro-cystic  Tumours  of  the  Uterus. 

The  chief  interest  of  the  so-called  "  fibro-cys^ic  "  tumours  (fig. 
122)  of  the  uterus  lies  in  the  fact  that,  although  rare  in  this 
country,  they  have  often  served  as  pitfalls  for  the  ovariotomist 
Given  a  large  and  rapidly  increasing  abdominal  tumour,  springing 
trom  the  pelvis,  and  containing  within  it  evident  cystic  cavities, 
the  chances  are  so  strongly  in  favour  of  its  being  an  ovarian 
tumour,  and  so  slightly  in  favour  of  its  being  uterine,  that,  in 
spite  of  many  doubtful  indications,  few  ovariotomists  of  note 
have  not  at  one  time  or  other  been  led  to  enter  on  an  operation  for 
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the  removal  of  the  former,  and  found  that  they  must  either 
abandon  the  operation  or  prooeed  to  extirpation  of  the  uterus  with 
the  latter.  Such  a  thing  as  a  true  fibro-cystic  uterine  tumour, 
that  is,  a  tumour  partly  nbro  myomatous  and  partly  consisting  of 
cysts  with  membranous  cyst  walls,  doee  not  exist.  Schroeder 
certainly  mentions  a  few  rare  instances  of  dermoid  or  apoplectic 
cysts  of  the  uterus,  and  abscess,  with  a  kind  of  cyst  wall,  has  not 
infrequently  been  met  with,  but  I  am  not  aware  that  the  former 
of  these  has  ever  been  encountered  along  with  or  within  fibroid 
tumours.  But  undoubtedly  the  fibo-myoma  is  occasionally  liable 
to  infiltration  within  its  walls,  which  mav  be  only  temporary  or 
may  assume  a  permanent  form.  It  is  doubtful  as  yet  how  far 
the  dilatation  ot  the  lymphatic  channels  contributes  to  this 
psudo-cyst  formation.  Be  that  as  it  may,  it  is  certain  that  oc- 
casionally, though  rarely,  we  find  accumulations  of  fluid  within 
the  meshes  of .  a  fibroid,  which  render  its  diagnosis  from 
ovarian  tumours  very  diflicult.  In  such  cases  the  gen- 
eral symptoms  and  si^ns,  the  menorrhagia,  enlongated 
uterine  cavity,  &c.,  will  most  probably  be  those  of 
uterine  growth,  but  the  presence  of  the  cystic  phenomena, 
so  rare  in  fibroids  and  so  common  in  ovarian  tumours,  would  in- 
cline the  balance  of  opinion  in  favour  of  the  latter,  if  we  had  not 
in  all  doubtful  cases,  the  means  of  examining  the  nature  of  the 
contained  fluid  removed  by  aspiration.  In  these  doubtful  tumours, 
it  is,  I  think,  imperative  to  have  recourse  to  the  aspirator.  The 
question  then  remains :  Have  we  any  certain  means  ot  ascertain- 
ing by  physical  appearance,  or  by  chemical  or  microscopic  tests, 
the  diftierence  between  ovarian  and  fibro-cystic  fluids  ?  We  shall 
mention  shortly  what  is  known  as  to  the  former,  especially  the 
common,  if  not  constant,  presence  of  certain  granular  cells  with 
definite  reaction  under  chemical  reagents,  and  of  coluoinar  epith- 
elium, but  for  the  present  the  following  summary  from  Garrigues 
(Am.  Jour,  of  Obst^  1882,  July,  p.  682),  may  be  considered  as  the 
most  recent  information  as  to  the  character  ot  fibro-cystic  fluids : — 
"  All  cases  in  which  a  sufliciently  large  quantity  of  fluid  was 
withdrawn,  and  coagulated  spontaneously,  promptly,  and  com- 
pletely, have  proved  to  be  fibro-cysts  of  the  uterus,  but  coagula- 
tion takes  place  only  in  the  fluid  from  a  minority  of  fibro-cysts. 
The  presence  of  a  fluid  which,  after  a  long  exposure  to  the  air, 
precipitates  fibrinous  clouds,  or  which  gelatinises  on  addition  of 
blood  or  serum,  does  not  prove  that  it  comes  from  a  fibro-cyst. 
Atlee's  fibro-cell  is  not  always  found  in  uterine  fibro-cysts,  and 
may  be  present  in  ovarian  cysts.  None  of  the  other  microscopi- 
cal elements,  more  or  less  changed  epithelial  cells,  found  in  uter- 
ine cysts,  have  any  diagnostic  value.  Columnar  epithelium  cellsi 
are  never  found  in  uterine  cysts." 
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CHAPTER  fXI. 

D1SBA8BS  OF  THB  Uterus — canHnued.  Uterine  Displacements.  Their  General 
Mode  of  Causation.  Prolapse  of  the  Uterus  and  Vagina.  Pseudo-prolapse. 
Elevation  of  the  Uterus.  Forward  Displacements,  Anteflexion  and  Ante- 
version.  Backward  Displacements,  Retroflexion  and  Retroversion.  Mo- 
bile Uterus.    Lateral  Displacements. 

Having  now  considered  most  of  the  aflfections  which  tend  to  in- 
crease the  weight  of  the  uterns,  and  many  of  those  which  cause 
relaxation  of  its  supports,  we  are  in  a  position  to  take  up  those 
alterations  in  its  position  which  are  so  frequent  a  result  of  undue 
weight  or  faulty  support,  and  which  often  demand  the  patient 
care  of  the  practitioner.  The  uterus  may  be  depressed  down- 
wardB—prolapsiLS :  or  it  may  be  dragged  upwards — elevation  ;  or  it 
may  be  tilted  backwards — retroversion  ;  or  forwards— anfe»^5ion  ; 
or  laterally — later  over  sion;  or  it  may  be  bent  on  itself  like  a  retort, 
backwards,  forwards,  or  laterally — retroflexion^  antefleziony  and 
lateroflexion.  All  these  abnormal  states  will  require  notice,  and  in 
connection  with  the  first — prolapsus — it  is  impossible  to  dissociate 
the  similar  affection  of  the  vaginal  walls. 

General  Causation  of  Uterine  Displacements. 

Setting  aside  any  original  or  congenital  tendency  which  may 
exist  towards  these  affections,  as  for  instance  towards  anteflexion 
in  the  ease  of  infantile  uterus,  there  are  certain  causes  which, 
singly  or  in  combination,  tend  to  the  production  of  all  forms 
of  displacement ;  and  it  will  save  considerable  time,  and  I  think 
promote  clearer  views,  if  we  enumerate  these  causes  now,  re- 
ferring again  to  them  individually,  in  connection  with  each  sepa- 
rate displacement,  when  they  play  a  more  than  usually  important 
role.  To  have  a  firm  grasp  of  this  general  or  possible  causation 
is  the  only  sure  way  to  understand  any  individual  case,  or 
to  apply  any  rational  treatment  I  will  not  enter  into  the 
controversy — now  surely  dying  out — between  what  may  be 
called  the  mechanical  and  the  vital  schools  of  opinion  and 
practice  in  relation  to  uterine  displacements.  Now  and  again 
it  will  happen  that  we  cannot,  without  much  pain  and  iqjury,  do 
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anything  to  replace,  or  to  mechanically  retain  in  position,  a  dis- 
placed uterus,  until  we  have  removed  or  greatly  mitigated  the 
cause,  and  altered  the  general  health.  On  the  other  hand,  it  will 
otten  happen  that  all  attempts  to  remove  the  cause  will  often  fail 
until  we  remove  t'ue  version,  flexion,  or  prolapse ;  the  cause  and 
the  effect  have  become  interchangeable  and  mutually  injurious. 
In  the  majority  of  cases  we  shall  have  carefully  to  feel  our  way 
while  endeavouring  to  fulfil  both  indications  at  once.  A  con- 
gested and  displacra  uterus  often  re(|uires  to  be  kept  in  position, 
to  remove  the  congestion,  and  a  prolapsed  or  retroverted  uterus 
cannot  long  be  kept  comfortably  in  position  if  we  neglect  to 
remove  its  congested  state.  The  student  will  find  this  whole  sub 
jeet  exhaustively  treated,  from  opposite  points  of  view,  in  a  series 
of  articles  by  Hermann  and  by  Graily  Hewitt  in  the  Lancet^ 
extending  over  the  later  weeks  of  1884  and  the  earlier  ones  of  1885. 

The  causes  of  IJtbrinb  Displacement  may  be  grouped  as 
follows : — 

L  Whatever  increases  the  weight  of  the  uterus, 
n.  Whatever  diminishes  the  uterine  supports, 
ni.  Any  undue  pressure  from  above. 
IV.  Any  undu^  traction  from  below. 

The  form  which  the  displacement  takes  will  depend  on  the 
direction  of  the  pressure  or  traction,  and  on  the  site  of  the 
increased  weight  or  diminished  support.  In  detailing  these  points 
more  fully,  we  shall  now,  fbrtunately,  be  referring,  for  the  most 
part,  to  pathological  conditions  already  described,  instead  of 
being  obliged,  as  hitherto,  to  frequently  refer  to  facts  which  had 
still  to  be  considered. 

Under  Class  I.  we  may  have  the  following — 

1.  Chronic  Hyi)ertroi|hy  of  the  XTtenis,  with  more  or  less 
constantly  active  or  passive  hypersemia.  This  is  the  most  com- 
mon cause  of  all  in  the  married,  taking  displacements  as  a  whole ; 
in  the  virgin  it,  is  more  often  a  result.  It  includes  chronic 
metritis  and  sub-involution.  When  mainly  corporeal,  its  first 
tendency  is  to  version  rather  than  prolapse.  When  mainly 
cervical,  its  tendency  is  to  prolapse  rather  than  version. 

2.  Tumoiirs  of  the  XTtenis,  especially  fibro-myomata.  The 
influence  of  small  fibroids  in  the  anterior  or  posterior  wall  of  the 
fundus  towards  producing  versions  must  be  manifest;  that  of 
tumours  which  do  not  materially  destroy  the  balance  is,  of  course, 
towards  the  production  of  prolapse,  altbou^h,  as  we  have  seen, 
this  is  most  frequently  counteracted  by  other  circumstances,  in 
the  ease  of  large  fibroids.  The  condition  of  incarceration  in  the 
pelvis  greatly  increases  the  pressure  in  any  direction. 

3.  negnancy,  if  too  frequent,  or  it  accompanied  by  unaccus- 
tomed exertion,  or  if  followed  by  sub-involution,  or  if  recum- 
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bency  be  neglected  while  involution  is  ^oing  on,  has  a  con- 
stant tendency  to  become  the  pre-disposmg  or  exciting  cauae 
of  displacements.  The  neglect  of  the  involution  period  after  ^ 
abortion  does  so  still  more. 

8.  Menstrual  Ens^orgement. — ^This  factor  acts  in  two  ways. 
Either,  from  the  various  conditions  which  have  been  mentioned 
as  giving  rise  to  monorrhagia  and  dysmenorrhoea,  the  uterus  is 
periodically  heavier  than  normal  at  these  times,  while  perhaps 
no  special  precautions  are  taken ;  or  if  menstruation  at  first  be 
normal  the  patient,  in  the  case  especially  of  shopwomen  or  others 
laboriously  employed,  is  compelled  to  stand  at  these  periods  for 
many  continuous  hours,  or  to  exert  great  muscular  force.  De- 
pression of  the  uterus  follows  and  leads  to  engorgement,  and  in  its 
turn,  engorgement  leads  to  further  displacement  In  all  the 
above  cases  tne  part  played  by  congestion  or  hypersemia  is  evi- 
dent, while  the  tendency  to  increase  of  congestion  by  the  altered 
position  of  the  uterus  is  not  less  so. 

Under  Class  II.  we  have  the  following — 

5.  Buptured  Perinenin. — The  bearing  of  this  on  the  uterine 
prolapse  nas  been  much  disputed.  It  is  quite  true  that  the  peri- 
neum in  no  way  directly  supports  the  uterus,  unless  there  be 
already  prolapse,  but  its  extensive  rupture,  as  has  already  been 
shown,  allows  of  prolapse  of  the  vaginal  walls,  and  these,  in  their 
turn,  fail  to  support  the  bladder  and  rectum,  and  ultimately  drag 
down  the  uterus.  It  is  for  this  reason  that  a  primary  operation 
for  torn  perineum  is  so  essential  as  a  preventive,  and  a  secondary 
one  is  often  so  ineffectual. as  a  cure  for  prolapse. 

6.  Destruction  of  the  Pelvic  Fascia,  of'  that  portion  which 
is  attached  to  the  coccyx  behind,  to  the  pubic  arch  in  front,  and 
ta  the  tubera  ischii  laterally. — The  importance  of  this  lesion  is 
only  beginning  to  be  fully  understood,  but,  as  stated  at  page  71, 
its  estimation  may  probably  lead  to  modifications  in  the  sec- 
ondary operation  for  ruptured  perineum. 

7.  Relaxed  Vagina. — The  vagina  is  supposed  by  many  to  act 
as  an  actual  support  of  the  uterus,  a  sort  of  hollow  muscular 
pillar.  This  is  disputed  by  others,  and  I  must  confess  myself 
unable  to  see  very  clearly  how  it  can  act  thus,  but  of  the  clinical 
fact  that  chronic  leucorrhoea,  and  other  causes  which  tend  to 
soften,  and  stretch,  and  diminish  the  muscular  tone  of  the  vagina 
(whether  we  regard  it  as  a  muscular  tube,  or  merely  a  horozontal 
slit),  are  most  apt  to  be  followed  by  uterine  displacement,  I  feel 
no  manner  of  doubt. 

8.  Stretching  of  the  Uterine  Ligaments.— We  are  here 
again  on  controversial  ground.  The  uterine  ligaments  are — (a) 
The  broad  ligaments  or  lateral  peritoneal  folds.  Their  influence  as 
regards  its  descent  may  be  doubtful,  until  it  becomes  very  low,  but 
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they  must  have  some  constant  effect  on  its  forward  and  backward 
depression,  (b)  The  round  ligaments.  These  are  so  rudimentary 
io  character  tnat  I  can  well  believe  thej  have  less  effect  in  health 
or  disease  than  was  formerly  supposed,  although  we  shall,  by  and 
by,  see  that  artificial  shortening  of  them  has  some  influence  at 
any  rate  on  tlie  cure  of  retroversion  and  prolapse,  (c)  The  utero- 
saoral  bands.  These  bound  Douglas's  pouch  on  either  side,  and 
occasionally  are  strong  enough  to  catch  the  already  retroverted 
uterus,  and  hold  it  down  between  their  folds.  It  would  seem  to 
me  that  they  must  have  a  decided  effect  in  supporting  the  uterus. 
(d)  The  utero- vesical  folds.  These  are  more  feeble,  and  having 
their  attachment  to  the  bladder  in  front,  are  liable  to  constant 
change.  On  the  whole,  there  is  some  ground  for  the  diminished 
importance  as  supports  attached  by  many  recent  writers  to  the 
vagina  and  uterine  ligaments.  Yet  the  uterus  does  not  rest  like 
a  log  on  the  pelvic  floor,  which  is  so  admirably  adapted  to  expe- 
dite the  expulsion  of  the  foetus.  Although  these  supports  are 
slighter  and  more  easily  overcome  than  was  formerly  believed, 
they  are  supports,  and  interference  with  them  is  an  important 
link  in  a  chain  of  untoward  events. 

9.  The  Absorption  of  the  Pelvic  Fat  and  Connectiye  Tis- 
sue.—In  old  age,  or  under  other  circumstances,  this  tends  materi- 
ally to  permit  of  uterine  descent,  especially  if  the  organ  is  over- 
weighted ;  and  too  little  importance  has,  1  think,  hitherto  been 
attached  to  the  support  afforded  by  the  vascular  and  semi-erectile 
element,  and  also  oy  the  few  muscular  fibres,  contained  in  the 
connective  tissues. 

Under  Class  III.  we  have — 

10.  Great  Muscular  Efforts  of  any  kind. — Their  influence  is 
obvious.  Qraily  Hewitt  traces  43  per  cent,  of  displacements  in 
unmarried  or  sterile  women  to  such  causes. 

11-  Tight  Clothing. — This,  however  slow,  is  certain  in  action, 
depressing  the  pelvic  contents,  stretching  all  supports,  and  caus- 
ing pelvic  congestion,  and  consequent  uterine  weight 

12.  Abdommal  Orowths  or  Exudations- — This  section  in- 
cludes such  fectors  as  ascites  when  extensive,  abdominal  tumours 
of  every  kind,  and  ovarian  tumours  when  they  have  passed  above 
the  brim  and  overlapped  the  uterus.  It  depehds  on  other  circum- 
stances whether  they  merely  protrude  the  uterus  downwards,  or 
press  it  forwards  or  backwards.  The  effect  of  exudation^of  blood 
or  lymph,  afterwards  to  be  described  under  pelvic  hsematocele  or 
inflammation,  is  to  displace  the  uterus  in  various  ways,  but  also 
to  fix  it  there,  and  prevent  further  displacement ;  very  many 
cases  of  displacement  are,  I  believe,  due  to  the  effect  of  former 
attacks  of  para-metritis,  which  may  have  escaped  notice  at  the 
time. 
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13.  Frequent  Distention  of  the  Beetum,  Sigmoid  Ilexiiie, 
Or  Bladder. — Whether  these  are  owing  to  thh  atonicity  of  the 
organs,  or  to  the  difficulties  which  niodestjr  often  imposes  on  wo- 
men, the  result  is  the  same.    The  effect  is  usually  chronic  and 

?9rsistent,  but  may  ocoasionally  be  traced  to  one  special  occasion, 
he  effect  of  a  repeatedly  over-filled  bladder  in  promoting  back- 
ward displacement  of  the  uterus  requires  hardly  any  explanation. 

14.  Chronie  Cough. — This,  especially  in  the  a^ed,  has  often 
no  mean  share,  if  not  in  originating,  at  any  rate  in  increasing  did- 
placement,  in  whatever  direction  it  may  have  occurred. 

15.  Sudden  Falls. — These  are  very  frequently  the  appareo 
originators  of  displacement,  'especially  of  retroversions.  In  un- 
married women,  especially,  a  few  questions  will  often  elicit,  in 
otherwise  inexplicaole  cases  of  retroversion,  a  history  of  a  fall 
from  a  horse  or  conveyance,  or  in  skating. 

Under  Class  IV.  we  may  enumerate — 

16.  Prolapse  of  the  Vagina, — leading  to  traction  upon  the 
uterus,  by  the  vesicle  or  rectal  distention  of  the  prolapsed  wall. 

i  7.  Contracted  Lymph,  the  ultimate  result  of  inflammatory 
exudations. — ^This  may  drafe  the  fundus  laterally  or  otherwise, 
while  the  cervix  may  have  oeen  pushed  and  fixed  in  quite  an 
opposite  direction  {see  peri-metritis,  &c.,  Chap.  XIX.). 

18.  Uterine  Pol3rpi. — ^These  tend,  when  within  the  uterus,  to 
increase  its  weight,  and  when  extruded  from  it,  to  drag  it  down- 
wards. 

19.  Hypertrophy  of  the  Cervix. — ^This  may  be  so  ^reat  as  tc 
act  in  a  similar  manner.  As  we  shall  see,  however,  it  may,  bj 
its  growth,  onlv  simulate  descent,  the  fundus  remaining  at  or 
about  its  normal  level  {see  Pseudo-prolapse). 

20.  Operations  on  tiie  Uterus. — ^These  must,  I  fear,  be  increas- 
ingly added  to  the  causes  of,  at  any  rate,  downward  displacement 
Wnile  freely  admiiting  the  boon  which  has  been  contiBrred  on 
gynaecology  by  the  introduction  of  the  duck-bill  speculum,  with 
Its  accompanying  facilities  or  necessity  for  drawning  down  the 
uterus  by  nooklets,  I  must  once  more  earnestly  protest  against  the 
increasing  tendency  to  make  use  of  such  proceedings  on  all  occa- 
sions. For  frequent  and  simple  inspections  of  the  os,  the  applica- 
tion of  ordinary  remedies,  the  passage  of  a  sound  under  ordinary 
circumstances,  and  the  like  proceedings,  no  one  is  justified  in 
dragging  the  uterus  about  in  this  way,  and  it  must  be  a  matter 
of  mankfulness  that  the  ordinary  practitioner  is  prevented  by 
want  of  sufiicient  assistance,  from  copying  the  example  of  some 
of  our  experts. 

We  come  now  to  the  consideration  of  the  particular  forms  of 
displacement,  and  as  I  have  given  the  etiology  of  these  in  general 
terms,  so  we  shall  find  it  a  matter  of  practical  convenience  to 
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mention  under  a  separate  section  the  varions  mechanical  supports 
which  have  been  devised  for  their  remedy  (Chap.  XEE.). 

Frolapsas  Uteri. 

This  term  signifies  descent  of  the  organ.  It  may  be  described 
as  partial,  when  the  uterus  is  still  grasped  bv,  and  is  still  within 
the  vagina,  or  complete,  when  it  nas  wholly  or  largely  escaped 
beyona  the  sphincter  vagin®.  Other  subdivisions  are  inadvisa- 
ble, being  liable  to  misconstruction,  through  the  dissimilar  use  of 
similar  terms  by  various  writers  ;  thus  the  term  "  procidentia  " 
has  ben  used  by  some  as  synonymous  with  prolapse,  by  others  as 
expressing  an  inferior,  and  by  others  a  superior  degree  of  the 
affection. 

Causes. — ^Almost  every  etiological  condition  given  above  may 
lead  to  prolapsus  uteri,  and  few  cases  exist  where  several  of  these 
factors  do  not  co-exist ;  but  if  I  must  emphasize  the  relative  fr^ 

aaency  with  which  they  may  be  credited,  I  would  sav— (1)  that 
lie  most  comixion,  though  by  no  means  an  absolutely  constant 
&ctor,  is  the  dragging  produced  by  pre-existing  prolapse  of  the 
vaginal  walls ;  (2)  that  relaxation  of  the  natural  supports  plays 
the  next  most  important  part,  whether  this  is  to  a  certain  extent 
congenital,  or  produced  oy  the  various  means  described  above  ; 
and  (3)  I  would  attach  a  somewhat  subsidiary  importance,  though 
it  is  seldom  entirely  absent,  to  the  effects  of  increased  weight  or 
pressure,  at  any  rate  at  the  commencement ;  all  these  conaitions 
are  most  frequently  the  result  of  parturition. 

Physical  Appearances. — Swelling  of  the  organ  takes  place  ere 
long,  owing  to  the  passive  hyperasmia  caused  by  its  position  ;  and 
hypertrophv,  quite  similar  to  that  of  chronic  inflammation,  both 
lengthens  the  cavitv  and  destroys  the  typical  pear-shape.  This, 
together  with  the  thickening  of  the  inverted  vaginal  wall,  gives 
to  the  protruded  organ  a  bulbous  appearance,  at  the  lower  end  of 
which  lies  the  more  or  less  patent  os.  The  inverted  va^na,  be- 
sides being  thickened,  has  its  rugse  stretched  and  smoothed  out, 
and,  by  and  by,  the  epithelium,  in  contact  with  the  air  and  with 
the  neighboring  thighs,  assumes  the  form  of  epidermis.  Ulcera- 
tions, formerly  described  (p.  281  J,  are  frequently  caused,  which 
look  very  formidable,  owing  to  tneir  size  and  thickened  ed^es 
(fig.  Ill),  but  fortunatelv  these  heal  rapidly  when  the  hypenemia, 
due  to  position  and  to  tne  effects  of  friction,  is  obviated.  Remem- 
bering the  attachments  of  neighbouring  organs,  it  will  be  evident, 
that  when  the  uterus  is  finly  prolapsed,  the  bladder  will  be 
dragged  down  somewhat  over  its  anterior  surfisu^ ;  behind  it 
there  will  also  lie  a  pouch  of  the  rectum,  and  at  a  higher  level, 
the  stretched  and  elongated  peritoneal  pouch  of  ^uglaa,  and^QJ^ 
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within  that,  coils  of  intestine  may  settle,  adding  to  the  size  and 
irredueibilitj  of  the  mass.  A  slight  degree  of  prolapse  is  doubt- 
less very  common,  giving  rise  to  only^a  limited  amount  of  dis- 
comfort, and  being  difficult  to  ascertain  with  absolute  certainty. 
Any  of  the  ordinary  causes  may  be  at  work  for  many  years,  but 
not  in  sufficient  force  or  in  sufficient  combination  to  produce  more 
than  this  trivial  effect,  until  some  sudden  impetus  is  given.  In 
all  cases  of  hypersemic  affection  of  the  uterus  we  occasionally  find, 
empirically,  that  a  very  little  temporary  mechanical  support  leads 
to  the  abrogation  of  the  more  distressing  syinptoms,  and  this  is 
doubtless  due  to  the  relief  of  slight  prolapse.  The  mode  in  which 
the  graver  forms  of  prolapse  gradually  take  place  is  not  always 
similar,  and  depends  upon  the  kind  of  causation.  Very  rarely, 
indeed,  does  the  uterus  drop  straight  downwards,  retaining  its 

normal  inclination,  but  it 
usually  follows  the  typical 
axis  of  the  pelvis — the  suc- 
cessive axes  of  the  brim, 
cavity,  and  outlet  (fig.  127). 
After  complete  protrusion 
the  cervix  B^in  points  dis- 
tinctly downwards  or  even 
backwards.  It  is  not  very 
difficult  to  understand  how 
a  primarily  heavy  fundus 
uteri  may  originate,  increase, 
or  perpetuate  any  of  these 
stages  (fig.  128),  or  how  a 
weighty  cervix  may  tend  to 
make  them  less  apparent,  or 
how  the  primary  descent  of 
the  anterior  or  posterior 
vaginal  walls,  respectively, 
may  render  anteversion  or 
retroversion  of  the  uterus 
more  prominent  at  the  com- 
mencement. The  ^ueral 
tendency  is  towards  the  changes  in  uterine  position  during  de- 
scent, which  I  have  diagrammatically  indicated  above. 

The  symptoms  are  the  usual  gynfiecological  ones  of  pelvic  weight 
and  dragging,  and  lumbar  pain,  with  discomfort  in,  or  interfer- 
ence with,  the  functions  of  the  rectum  and  bladder  or  lower  limbs 
(uterine  lameness).  In  severe  cases,  the  bladder  cannot  be  thor- 
oughly emptied  unless  after  replacement,  and  the  urine  may 
thus  become  ammoniacal,  or  purulent.  In  a  few  instances 
gangrene  has   occurred,  with  sloughing  of  portions  or^L  the 


FiQ.  127.— stages  of  Prolapsai  Uteri  In 
ordinary  cases. 
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whole  of  the  uterus.  More  or  less  chronic  vaginitis  is  common, 
leading  to  leucorrhoea  and  to  abrasions,  or  to  adhesions  which 
prevent  replacement.  Mengtruation  may  be  quite  normal.  The 
appearance  of  an  external  protrusion  may  be  gradual  or  may  occur 
suadenly  owing  to  some  undue  exertion,  the  patient  attributing 
the  whole  affection  to  this  cause. 

Diagnosis  may  be  difficult  in  slight  or  incomplete  prolapse. 
The  symptoms  just  mentioned,  and  the  relaxed  walls  of  the  vagi- 
na, together  perhaps  with  a  history  of  occasional  former  protru- 
sions, are  generally,  however,  quite  sufficient  to  ensure  the  re- 
![uigite  treatment.  Causing  the  patient  to  cough  or  bear  down 
brcibly,  or  even  to  stand  up  while  doing  so,  will,  if  necessary, 
ensure  certainty.  The  affection,  when  complete,  can  hardly  be 
mistaken  for  anything  but  the  following:— (1)  Simple  vaginal 
prolapse ;  (2)  pseudo-prolapse  of  the  uterus ;  (3)  inversion ;  and 
(4)  polypus  of  the  uterus.  The  first  of  these  can  only  be  differen- 
tiated by  securing  the  fullest  amount 
of  protrusion  possible,  and  then  ascer- 
taining the  position  of  the  uterus.  It 
will  still  always  be  difficult  to  say 
that  some  amount  of  uterine  falling 
does  not  exist,  unless  that  organ  is 
fixed  by  adhesions,  an  occurrence  not 
very  common  when  vaginal  protru- 
sion exists.  Pseudo-pro&pse,  or  that 
state  where,  the  fundus  uteri  remain- 
ing at  or  about  its  normal  level,  hyper- 
trophy of  the  cervix  ^ives  rise  to  an 
appearance  of  prolapse,  will  be  dis- 
cussed a  little  further  on.  Inversion 
of  the  uterus  has  a  history  of  acute 
origin,  generally  after  labour,  and  of 
continuous  and  exhausting  hsemor- 
rhages,  totally  foreign  to  unconipli- 
cated  prolapse  {see  Chap.  Xlil.). 
Polypi  have  also  tneir  special  history  of  hseraorrhage  and  expul- 
sive pain,  but  in  neither  case  should  a  proper  manipulation  and 
attempt  at  reduction  allow  of  any  difficulty  in  diagnosis.  The 
absence  of  the  os  uteri  at  the  lower  end  in  either  case,  the 
character  of  the  ihucous  covering,  and  perhaps  the  discovery  of 
the  Fallopian  orifices  in  inversion,  the  firm  cervical  ring  embrac- 
ing the  pedicle  of  a  polypus,  and  generally  that  of  an  inversion — 
these  points  should  remove  all  doubts  that  could  possibly  arise. 
Mistakes  here  would  show  unpardonable  carelessness  rather  than 
the  presence  of  diagnostic  difficulties. 

Treo^wien^— The  treatment  of  prolapse,  when  there  is  external 
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protrasion,  always  demands,  in  the  first  place,  its  reposition  bj 
taxis.  In  ordinary  cases  this  is  easy  enough,  remembering,  if  the 
prolapse  is  large,  the  pelvic  axes.  «  >fVlien  the  vagina  is  mach 
everted,  and  bulges  distinctly  iu  front  of  and  behind  the  uterus, 
the  vesical  portion  should  be  first  repressed,  then  the  uterus,  then 
the  rectal  portion.  It.  is  in  this  order  that  descent  commonly  oc- 
curs, but  although  this  is  correct  in  theory,  and  for  the  most  part 
in  practice,  it  will  sometimes  answer  best  to  repress  the  uterus 
first.  A  very  few  cases  are  met  with,  where  adhesions  of  the 
vaginal  walls  or  of  the  prolapsed  peritoneal  pouch  render  replace- 
ment impossible.  In  such  cases  the  practitioner  would  have  to 
exercise  nis  ingenuity,  as  in  large  irreaucible  hernise,  in  inventing 
the  most  suitable  kind  of  bag  truss.  But  pressure  will  nearly 
always  succeed.  The  weight  of  the  uterus  may  be  reduced  by 
prolonged  rest,  by  application  of  cold,  by  scarification,  and  by 
compression  of  the  lower  end,  as  in  phimosis.  The  pressure  of 
the  loaded  rectum  or  bladder  must  be  taken  off  by  enemata  and 
catheterisation.  In  the  event  of  pregnancy,  premature  labour 
will  seldom  he  re(juired,  and  in  the  much  rarer  event  of  a  large 
dependent  polypoid  growth  coexisting  with  prolapse,  this  mast 
be  primarily  treated.  Taxis  having  thus  succeeded,  recumbency, 
witn  well  raised  pelvis,  should  be  maintained  for  some  time,  and 
any  tendency  to  cough  should  if  possible  be  obviated.  Ulcera- 
tions will  quickly  heal  in  this  way,  also  much  of  the  uterine  en- 
gorgement passes  quickly  away.  The  next  question  to  determine 
IS  what  means  are  to  be  taken  to  keep  the  uterus  in  position.  In 
the  case  of  comparatively  young  women,  who  are  sufficiently 
well  circumstanced  to  allow  of  continuous  rest,  an  attempt  should 
always  be  made  to  accomplish  this  without  mechanical  supports. 
For  this  purpose  powerful  astringent  injections  of  alum,  sulphate 
of  zinc,  or  the  like,  as  mentioned  under  chronic  vaginitis,  are  the 
most  suitable  agents.  We  are  now  and  then  rewarded  for  a  tew 
weeks'  treatment  of  this  kind  bv  permanent  results.  Cotton  or 
tenax  plugs  saturated  with  the  glycerole  of  tannin,  or  vinegar  or 
other  astringents  applied  by  a  piece  of  sponge,  left  for  several 
hours  at  a  time,  or  medicatea  vaginal  suppositories  of  tannin  or 
other  astringents  may  be  tried,  if  the  vagina  does  not  too  much 
resent  them.  While  this  is  ffoing  on,  every  means  should  be 
taken  to  improve  the  general  nealth  and  to  promote  diminution 
in  the  size  of  the  uterus,  especially  by  using  glycerine  in  connec- 
tion with  the  astringent  remedies,  and  by  the  frequent  use  of 
Emmet's  hot-water  treatment.  If,  after  a  fair  trial  of  these 
means,  the  result  is  not  satisfactory,  and  prolapse  still  occurs,  or 
in  cases  of  old  standing,  or,  unfortunately,  in  most  poor  women 
who  have  to  earn  their  livelihood,  artificial  support  must  be  used. 
The  kind  of  pessaries  most  suitable  will  be  discussed  iu  the  next 
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chapter,  along  with  thoee  required  for  other  displacements.  In 
those  cases  where  pessaries  fail,  either  because  they  cannot  be 
home,  or  because  they  are  insufficient  to  keep  up  the  tumour,  or 
when  the  patient,  for  various  reasons,  elects  to  try  some  more  effec- 
tive means  of  repression  than  the  constant  use  of  a  pessary,  there  are 
Borgical  means  still  at  our  disposaL 

The  repair  of  an  obliterated  perineum  might  at  first  strike  one 
as  the  most  useful  procedure  of  this  kind ;  but  experience  shows 
that  it  is  useless  to  hope  for  great  results  from  the  secondary 
operation,  after  prolapse  has  occurred  to  any  great  degree.  The 
perineum  alone,  whether  it  is  normally  whole  or  has  been  so  made 
by  stitching,  cannot  long  support  a  superincumbent  uterus.  The 
operation  at  the  time  of  rupture,  or  before  prolapse  has  com- 
menced, is  invaluable,  but  subsequently  it  seems  only  to  give 
a  little  firmer  footing  to  certain  kinds  of  pessary,  and  that  for  but 
a  short  time.  The  only  hope 
derivable  from  the  secondary 
operation  is  when  it  is  performed 
fairly  early,  or  when  not  only  the 
perineum  but  a  pood  portion  of 
the  posterior  vaginal  wall  is  in- 
cluded in  the  freshening  process. 
Narrowing  of  the  vaginal  wall, 
by  creating  raw  sumces  and 
bringing  them  together,  has  been 
tried  in  all  manner  of  ways. 
Powerful  caustics  used  for  this 
purpose  are,  I  believe,  abandoned, 
their  action  being  uncertain  and 
dangerous.  One  cannot  suffici- 
ently wonder  at  the  boldness  and 
novelty  of  the  suggestion  to  pro- 
duce gonorrhoea  artificially,  with 
this  end  in  view.  Considering 
the  number  of  ordinary  cases  of 
gonorrhoea  where  adhesion  does 
not  occur,  and  the  whole  moral 
and  physical  aspects  of  the  propo- 
sal, Dr.  Chippendale  certainty  bears  away  the  palm 
original,  though   unreliable,  suffgestion.      Many    of 


Fig.  129.— Sims'8  Operation  for  DtminSsh- 
ing  the  Vaginal  Calibre,  Elytror- 
rapby  (after  Thomas). 


for  an 
our  more 
eminent  gynaecological  surgeons  Tiave  vied  with  each  other  in  in- 
venting aifFerent  modes  of  bringing  about  vafjinal  contraction* 
Some  nave  proposed  operating  on  the  posterior  vaginal  wall ; 
others,  and  those  the  more  recent,  have,  following  the  suggestions 
of  Marshall  Hall,  preferred  the  anterior.  A  large  triangular  sur- 
face with  its  base^above  is  generally  acted  upon.  Some,  nke  Sims*    j 
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pare  only  its  two  converging  limbs  (fig.  129),  leaving,  when  these 
are  brought  together,  a  pouch  above.  Others,  like  Emmet,  con- 
sider this  pouch  objectionable,  and  pare  a  margin  round  the  whole 
triangle  (fig,  180).  Others  again,  like  Schroeder,  freshen  the  whole 
surface,  and  are  not  quite  so  particular  as  to  its  triangular  form. 
Many  other  modifications  are  suggested.  Le  Fort  suggests  the 
freshening  of  a  strip  on  both  anterior  and  posterior  vaginal  walls, 
and  their  union  so  as  to  form  a  double  vagina.  Gut  sutures,  which 
do  not  require  removal,  would  be  most  satisfactory  for  this  pur- 
pose. It  is  not  my  purpose  to  describe  the  details  of  these  opera- 
tions. They  will  always  be  confined  to  the  surgeon  who  has  a 
special  predilection  for,  or  skill  in,  such  procedures.  When  care 
fully  performed  they  undoubtedly  aflfbrd  temporary  relief  in  that 
limited  number  of  cases  where  pessaries  fail,  and  they  greatly  in- 
crease one's  admiration  of  the  skill  of  the  operator, — of  their 
permanent  result  the  less  said  the  better.  Complete  closure  of  the 
vagina,  at  or  near  its  outlet,  with  the  exception  of  a  small  aper- 


FiG.  130.— Emmet 's  Operation  of  Elytrorraphy  (after  Thomas.) 

ture  in  front,  offers  in  the  case  of  old  women,  a  better  chance  of  per- 
manent retention  of  the  uterus,  and  the  higher  the  closure  can  be 
carried  the  longer  will  the  support  last.  Caneva  of  Milan  makes 
a  suggestion  which  may  possibly  turn  out  to  be  fruitful.  The 
English    student    will    find    the    necessary    reference    to,  it  at 
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page  23,  vol.  i,,  of  the  Ijancei  for  1888.  He  proposes,  with- 
out opening  the  peritoneum,  to  unite  the  peritoneal  covering  of 
the  uterus,  which  is  held  up  b^  an  intra-uterine  sound  to  the  layer 
covering  the  anterior  abdominial  wall.  The  facility  with  which  per- 
itoneal surfaces  unite  is  notorious,  and  various  modes  of  keeping 
them  temporarily  together  by  stitches  will  suggest  them- 
selves to  any  one  accustomed  to  abdominal  surgery ;  the  difficul- 
ties involved  in  the  danger  of  speedy  stretching  of  these 
adhesions,  and  in  the  possible  interference  with  the  bladder,  and  in 
the  derangement  of  uterine  function,  if  the  operation  is  performed 
early  in  lite,  are  no  less  manifest.  The  operation  of  Alexander  for 
retroversion  and  retroflexion  i^ee.  page  317)  will  probably  prove 
to  be  a  safer  and  more  certain  means  of  treating  some  cases  of 
prolapse  than  this.^^ 

Having  thus  considered  the  condition  of  prolapsus  uteri,  we 
should  still  devote  a  few  words  to  prolapse  of  the  vagina  alone, 
and  to  that  condition  which  we  have  considered  to  be  best  de- 
scribed by  the  term  "  pseudo-prolapse  "  of  the  uterus. 

Prolapsus  VaginaB. 

Prolapse  of  the  vagina,  especially  of  its  anterior  wall,  is,  as 
has  been  seen,  very, frequently  the  precursor  of  uterine  prolapse. 
It  is  seldom  that  anteripr  prolapse,  or  cystocele^  as  it  is  termed, 
from  its  relation  to  the  bladder,  exists  long  without  dragging  the 
uterus  down  to  some  extent,  but  cases  do  occur  in  wnich  the 
latter  organ  seems  to  be  in  no  way  aflfected.  Posterior  prolapse — 
rectocele — is  most  frequently  a  secondary  occurrence  to  the  anterior 
form,  with  or  without  uterine  affection,  but  from  constant  over- 
loading of  the  bowel,  combined  with  diminished  power  in  the 
perineum,  it  may  occur  alone,  leaving  the  uterus  completely 
unaftected.  In  this  form  of  posterior  prolapse  the  rectum  only 
may  be  involved,  or  the  dragging  upon  that  part  of  the  pelvic 
contents  may  be  so  great  as  to  draw  down  and  greatly  stretch 
Douglas's  peritoneal  pouch,  which  also  may  contain  within  it  a 
mass  of  intestinal  folds.  The  bulky  swelling  thus  caused  is 
termed  an  enterocele. 

Among  the  general  causes  of  misplacements  mentioned  above 
the  most  important  here  are  the  weakening  of  the  vaginal  walls 
themselves,  caused  by  pregnancy  and  labour,  by  deficient  involu- 
tion of  the  whole  structures  after  the  latter,  by  chronic  catarrh 
of  the  passages,  or  by  senile  absorption  of  fat.  The  influence  of 
frequent  long  retention  of  the  contents  of  the  bladder  and  rectum, 
and,  above  all,  the  want  of  support  involved  by  the  total  or  partial 
destruction  of  the  perineum,  play  no  mean  part. 

The  symptoms  are  only  varied  from  those  of  prolapsus  uteri  by  , 
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the  greater  or  less  prominence  of  those  referring  to  the  bladder  or 
rectum. 

Treatment. — As  regards  treatment,  rest  and  recumbency,  astring- 
ent lotions  or  pessaries,  and  careful  attention  to  the  wants  of 
nature,  will  often  do  much,  as  in  uterine  prolapse.  The  restitu- 
tion of  the  perineum  is  more  likely  to  prove  permanently  useful 
than  when  the  uterus  is  involved,  and  the  Fame  remark  applies 
to  operations  for  narrowing  or  occluding  the  vaginal  canal.  The 
more  appropriate  pessaries  or  supports  will  be  alluded  to  below. 

Uterine  Pseudo-Prolapse. 

I  have  ventured  to  give  this  name  to  a  condition  which  by 
some  is  included  in  the  term  of  uterine  prolapse,  while  by  most 
recent  writers  it  is  described  and  distinguished  as  a  totally  differ- 
ent affection.  In  a  sense  both  are  ri^nt  It  is  a  prola^tse  of  at 
any  rate  a  portion  of  the  uterus,  of  its  lower  extremity,  and  it 
does  not  necessarily  involve  a  prolapse  of  its  fundus  or  body,  that 
portion  remaining  at  or  about  its  normal  level.  It  is,  however, 
of  considerable  importance  to  diffierentiate  between  true  and 
pseudo-prolapse,  especially  when  operative  interference  is  required. 
The  explanation  ot  this  somewhat  paradoxical  state  of  matters  is 
simple  enough.  In  certain  cases,  as  we  already  know,  the  cervix 
is  enormously  enlarged  and  elongated,  while  the  body  may  be 

little  if  at  all  affected  {intra-vaginal 
hypertrophy).  If  the  uterus  as  a  whole 
is  thus  lengthened,  is  cervix  may  pro- 
lapse alone,  or  only  partially  draw 
down  the  body.  This  hypertrophy  or 
elongation  of  the  cervix  may  as  we 
have  also  seen,  been  confined  to  that 
portion  which  is  below  the  vaginal 
reflexion  (fig.  131).  It  is  for  the  most 
part  a  true  hypertrophy,  although 
oft^n  a  product  of  metritis,  and  may, 
in  a  modified  form,  be  congenital. 

The  diagnosis  of  this  form  of  hyper- 
trophy, as  regards  its  differentiation 
from  true  prolapse,  should  not  be  diffi- 
cult. If  tne  whole  ^  organ  be  pushed 
up  to  its  full  height,  without  force, 
the  protrusion  of  the  cervix  into  the 
vaginal  canal  will  be  quite  evident, 
and  the  sound  will  show  the  increased 
total  uterine  length,  while  it  will  be 
evident  that  most  of  this  can  be  accounted  for  by  the  elongated 
cervix  alone. 
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181.— Hypertrophy  of  the 
Intra- Va«:lnal  Cervix,  with 
Pseudo-Prolapse  of  the  Ut- 
terus  (SchroBder). 
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Ireatment, — ^Pessaries  are  uBually,  under  these  circumstances, 
of  little  avail,  but  one  or  two  forms  will  be  mentioned 
which  may  in  the  slighter  cases  give  relief.  Surgical 
interference  ier  generally  required,  either  on  account  of  dys- 
menorrhoea  or  o?  interference  with  the  marriage  relations. 
We  have  already  (p.  284)  described  the  forms  and  methods 
of  amputation  required,  and  expressed  an  opinion  as  to 
their  occasional  advisability.  If  Pallen*s  views  and  prac- 
tice there  described  should  generally  commend  themselves, 
we  presume  that  they  will  hi  carried  out  before  the  stage 
of  external  protrusion  has  been  reached ;  in  fact,  if  he  is 
right  in  supposing  that  there  is  often  no  real  elougation  of  the 
cervix,  but  only  a  wrong  vaginal  implantation  upon  it,  there  is 
no  reason  why  we  should  chen  speak  of  pseudo  prolapse  at  all. 
Under  such  circumstances  there  might  be  trq^  prolapse,  partially 
remediable  by  his  special  operation. 

In  certain  cases,  however,  uterine  hypertrophy  is  now  well 
known  to  confine  itself  neither  to  the  intra-vagmal  cervix  nor  to 
the  body  of  the  organ,  but  mainly  to  that  portion  of  the  cervix 
which  lies  above  the  vaginal  reflection  (supra-vaginal  hypertrophy). 
The  result  of  such  a  state  of  matters  will  also,  if  extreme,  be  to 
produce  pseudo-prolapse, — ^prolapse  of  the  external  os  without 
lowering  of  the  fundus  to  anv  great  degree  (fie.  120).  There  are 
various  explanations  of  this  rorm  of  hypertrophy,  the  simplest,  of 
course,  being  an  appeal  to  the  fact  that  hypertrophy  is  sometimes 
confined  to  the  body,  sometimes  to  the  intra- vaginal  cervix ;  and 
the  inference  being  that  there  is,  therefore,  no  reason  why  the  in- 
termediate portion  should  not  sometimes  be  also  chiefly  aflTected. 
But  there  is  every  reason  to  believe  that  mere  stretching  of  the 
organ  from  some  cause,  with  or  without  hypertrophy,  may  ^ve 
rise  to  pseudo-prolapse.  Prolapse  of  the  bladder  with  its  vaeinal 
covering  tends  to  produce  prolapse  of  the  uterus  also ;  but  if  the 
body  is  well  held  in  place,  either  by  its  ligaments  or  by  any  ad- 
hesions, the  traction  may  act  mainly  on  the  cervix,  and  thus  be- 
come one  cause  of  stretching.  Galabin  points  out  another,  in  the 
grasp  which  the  vulva  may  take  of  the>cervix  when  suddenly  ex- 
truded, seizing  and  partially  strangling  it,  and  acting  against  the 
elastic  ligaments  and  attachments  of  the  uterus.  This  cause  can, 
however,  act  but  seldom,  as  in  so  many  cases  we  have  a  ruptured 
perineum,  and  these  sudden  stretchings  would  require  to  be  very 
frequently  repeated. 

Diagnosis. — ^The  diagnosis  of  this  form  of  pseudo-prolapse  is 
more  aiflicult  than  when  it  is  dependent  on  intra-vaginal  length- 
ening of  the  cetvix.  The  sound  can  seldom  indicate,  in  such 
cases,  the  boundary  line  between  cervix  and  body,  and  rectal  or 
bi-manual  cxaminalbion  is  not  much  more  clearly  indicative. of  it.    t 
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I  should  not  be  prepared  to  proixounce  further  in  the  way  of  diag- 
nosis than  by  stating  that,  if  the  sound  shows  considerable  elon- 
gation of  the  whole  uterus — say  to  four  inches, — if  the  intra- 
vaginal  cervix  is  not  notably  elongated,  and  if  bi-manual  ezami- 
nation'  shows  no  great  circumferential  enlargement  of  the  bodv, 
while  the  os  externum  lies  on  the  perineum  or  protrudes  outside 
the  vulva,  it  is  almost  certainly  the  supra-vaginal  cervix  which  is 
elongated  by  local  hypertrophy  or  by  stretching,  and  the  case  is 
one  of  pseudo-prolapse. 

TVeatmenL—Pe»aMie&  can  do  for  this  affection  an  amount  of 
service,  intermediate  between  that  which  they  do  for  true  pro- 
lapse and  for  the  intra-vaginal  pseudo-prolapse.  As  regards 
operative  relief,  I  confess  that  with  the  aifBculty  of  diagnosis  in 
view,  and  with  a  knowledge  of  how  the  bladder  in  front,  and  the 

Seritoneum  behind,  may  dip 
own  along  with  the  hypertroph- 
ied  supra- vaginal  cervix,  I  must 
decline  to  recommend  for  frequent 
adoption  any  form  of  amputation 
which  takes  account  of  any  por- 
tion of  the  cervix  except  that 
which  is  clearly  intra-vaginal; 
although  it  is  certainly  possible, 
with  great  care,  by  means  of 
V-sha]^  incisions  (fig.  182),  to 
remove  a  portion  of  the  supra- 
vaginal portion,  as  is  done  for  the 
removal  of  epithelioma.  I  should 
generally  prefer  to  treat  the  case 
as  one  of  ordinary  prolapse,  trust- 
ing to  medicinal  means  or  to  the 
lifting  up  of  the  uterus,  to  re- 
move the  hypersemia,  or  stretch- 
ing, or  whatever  it  may  be,  which  is  inducing  this  particular 
condition. 

Elevation  of  the  Uterus. 

This  displacement  may  be  dismissed  with  a  sentence  or  two.  It 
occurs  in  the  case  of  pregnancy  after  the  first  three  months,  and 
of  certain  large  fibroids,  or  when  the  uterus  is  dragged  up  by  ova- 
rian or  other  tumours,  or  when  it  is  pushed  up  by  tumours  below 
it.  It  may  also  be  dragged  up  by  abdominal  adhesions,  or  pushed 
up  by  exudations  in  the  pelvis.  In  all  such  casAs  it  is  the  causa- 
tive disease  which  requires  consideration,  not  the  secondary  con- 
dition of  elevated  uterus. 
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Fio.  132.— V-Bhaped  iDcUions  for  Re- 
moval of  Cancer  of  the  Cervix 
(Schroeder).  o.i,y  os  uteri  inter- 
num. 
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Versions  and  Eexions  of  the  Uterus. 


Preliminary  Remarks. — Before  speaking  of  the   anterior, 
poeterior,  or  other  versiQiis  of  the 


uterus,  it  will  be  well  to  clear 
the  eround  by  a  few  observations.  In  the  first  place,  it  should  be 
noted  that  tne  term  displacement  would  cover  something  more 
than  version  or  flexion.  The  whole  uterus  may  be  pushed  or 
drawn  backwards,  forwards,  or  sidewavs  without  any  disturb- 
ance of  the  angle  at  which  it  lies  to  the  horizon  or  to  the  plane  of 
the  pelvic  brim,  or  without  any  bending  of  its  separate  structures. 
In  some  instances  softening  or  thinning  of  the  uterine  walls 
occurs,  especially  about  the  junction  of  cervix  and  body ;  this 
may  also  he  congenital,  or  it  may  be  due  to  the  former  existence 
of  some  amount  of  flexion,  or  it  may  be  the  flaccidity  sometimes 
caused  by  chronic  metritis,  when  the  whole  organ  is  not  stiffened 
by  chronic  fibrous  deposits.  The  too  frequent  overfilling  of  the 
bladder  exerts  a  paramount 
influence  on  the  production  of 
backward  version,  but  the  in- 
fluence ot  loaded  rectum  on 
forward  versions  is  not  exactly 
corresponding.  The  bladder 
not  only  pushes  the  uterus 
back,  but,  as  a  bae  of  fluid, 
may  overlap  it,  and  press  or 
bend  it  down  in  the  aonormal 
position  (fig,  135).  The  rec- 
tum, lying  lower,  and  contain- 
ing more  solid  contents,  and 
being  moreover  more  strongly 
retained  in  position,  does  not 
act  similarly.  But  whether 
there  is  a  tendency  to  forward 
or  backward  displacement,  the 
intestines  by  their  weight  tend  always  to  increase  it  They  may, 
in  forward  displacement,  crowd  downwards  into  Douglas's  pouch 
and  so  assist  in  its  continuance,  or  in  backward  displacements  they 
may,  by  mere  downward  pressure,  confirm  and  render  continuous 
the  wrong  impetus  towards  retroflexion  once  given  by  the  bladder. 

Anteflexion, 

Caitsation. — As  we  have  seen,  this  is  not  infrequently  congenital, 
or  in  cases  where  the  uterine  wall  is  soft,  or  there  is  enlargement 
of  the  fundus  from  any  cause,  it  easily  occurs,  in  spite  of  the  con- 
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Fie.  135.— The  Bladder  oyerlapping  a  Retro- 
fleeted  UteruB  (Schatz). 
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trary  action  which  the  moderately  filled  bladder  might  be  sup- 
posed to  exert.  The  ntero-vesical  connections  are  lax,  and,  if 
flexion  once  exists,  the  full  bladder,  instead  of  unbending  the 
uterus,  simply  pushes  the  whole  orgJin  downwards  in  its  ante- 
flexed  condition,  and,  when  emptied,  allows  it  to  remain  so  flexed. 
But  when  the  flexion  is  sharp,  and  unaccompanied  by  other  signs 
of  infantile  uterus,  and  especially  if  there  is  any  loss  of  mobility, 
there  will  always  be  a  strong  presumption  that  pre-existing  peri- 
uterine inflammation  has  ha^  some  share  in  the  causation,  and,  as 
Schultze  has  pointed  out,  this  may  act  either  directly  by  dragging 
down  the  fundus  or  pulling  the  cervix  forwards,  or  indirectly,  by 
retracting  the  sacro-uterine  ligaments.  The  student  will  under- 
stand  this  better  when  he  has  studied  the  various  pelvic  inflam- 
mations. 

77i^  Symptoms  are  as  indefinite  as  in  most  other  forms  of  uterme 
disease.  Bladder  troubles  are  naturally  very  common — frequent 
micturition,  occasionally  incontinence  or  retention  of  urine,  now 
and  again  cystitis — but  there  may  be  not  a  single  bladder  symp- 
tom. Back-ache,  loin  pain,  leucorrhoea,  and  the  like,  are  also 
frequent,  sometimes  absent.  No  one  is  justified,  from  such  symp- 
toms, in  deciding  anything  but  the  necessity  for  a  careful  physical 
examination.  Sterility  is,  of  course,  very  frequent,  but  the  physi- 
cal obstacles  to  the  progress  of  the  semen,  which  may  be  overcome 
in  a  case  of  unrupturea  hymen  with  intense  vaginismus,  are  not 
unconquerable  in  the  case  of  a  flexed  cervix.  Dysmenorrhoea 
most  frequently,  though,  by  no  means  always,  is  a  marked  symp- 
tom or  result  of  ante&xion,  although  I  am  aware  of  the  delicate 
ground  on  which  I  stand  in  making  this  assertion.  Turning  to 
the  causes  of  dysmenorrhoea,  I  find  (1)  that  the  neuralgic  constitu- 
tion is,  as  shown  in  every  way,  very  common  in  those  who  have 
an  infantile  developement  of  the  uterus  and  ovaries,  and  that  this 
temperament  shows  itself  in  the  form  of  dysmenorrhoea  of  neural- 

fic  or  ovarian  character.  (2)  I  find  that  engorgement  of  the  fiin- 
us  is  not  unusual  in  cases  of  bent  uterus,  and  that  dysmenorrhoea 
may  thus  naturally  be  expected,  although  the  general  engorge- 
ment of  the  whole  organ  during  menstruation  has  a  tendency  to 
stiffen  its  walls,  and  so,  to  a  certain  extent,  to  straighten  its  canal, 
the  one  circumstance  tending  by  its  effects  to  counteract  those 
produced  by  the  other.  (3)  I  know  that  the  bending  of  a  flexible 
tube  does  diminish  its  calibre  almost  to  extinction.  A  Higgin- 
son's  syringe  or  a  baby's  sucking  bottle  presents  a  familiar  ex- 
ample. Hence  difficulty  in  all  but  the  most  gradual  and  liquid 
flow.  (4)  K  the  flow  is  retarded  by  this  cause,  I  know  that 
intra-uterine  coagulation  is  a  physiological  result,  involving 
the  expulsion  of  the  coagulum  and  consequent  dysmenorrhoea. 
The    fact    that    in    comparatively     rare    instances    we    liavi 
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well-marked  anteflexion,  with  no  great  neuralgic  tendency,  with 
no  apparent  uterine  engorgement,  and  with  the  regular  and  pain- 
lees  now  of  an  anclotted  and  li<]^uid  menstrual  discharge,  through 
the  bent  uterine  canal,  does  not  in  anj  way  invalidate  the  asser- 
tion that  dysmenorrhoea  is  a  most  frequent  symptom  and  result  of 
nterine '  anteflexion.  In  anteflexion  in  the  multipara,  there  is 
less  tendency  to  dysmenorrhoea  of  a  violent  character,  owing, 
doubtless,  to  the  greater  patency  of  the  canal. 

Diagnosis. — ^The  diagnosis  of  anteflexion  should  not  generally 
be  very  difficult,  if  we  b«ar  in  mind  its  physicial  si^s,  which 
should,  in  the  first  place,  at  any  rate,  be  made  out  bi-manually. 
The  cervix  may  be  in  its  normal  position,  while  a  rounded  body 
is  felt  through  the  anterior  vaginal  fornix  ^fig.  133,  No.  8),  or  the 
cervix  may  point  forwards  as  in  retroversion,  but  the  fundus  is 
still  to  be  made  out  anteriorly  instead  of  posteriorly  (fig'.  133,  Nos. 
4  and  6).  The  chief  point  is  to  be  assured  that  the  rounded  body 
in  front  is  really  the  fundus,  and,  if  so,  that  it  is  not  the  fundus 
or  body  of  an  impregnated  uterus.  Whenever  there  is  the 
slightest  doubt  on  this  latter  point,  the  use  of  the  sound  is  inad- 
missible, but  we'^must  trust  to  our  knowledge  of  the  changes  of 
the  cervix  occurring  during  pregnancy,  and  to  the  fact  that  the 
uterus  is  not  only  to  be  felt  unduly  forwards  in  pregnancy,  but  it 
is  also  enlarged  backwards  to  some  extent.  If  necessary,  we  must 
await  further  developments.  A  fact,  not  generally  noted,  should 
be  borne  in  mind,  viz.,  that  in  sharp  anteflexion  the  anterior  lip 
of  the  OS  is  often  swollen  and  oedematous,  owing  to  interference 
with  its  circulation.  This  is  not,  therefore,  in  any  way  diagnostic 
of  pregnancy.  It  is  stated  by  Leishman  that  an  anteflexed  fun- 
dus uteri,  felt  through  the  partially  filled  bladder,  has  been  mis- 
taken for  the  ballottement  sign  of  pregnancy.  This  could  only 
happen  where  one  sign  alone  was  depenaed  on,  and  the  absence  of 
pregnancy  sufficiently  advanced  to  be  capable  of  producing  bal- 
lottement could  easily  be  made  out  by  bi-manual  examination. 
Fibroid  growths  of  the  anterior  wall  are  less  frequent  than  those 
of  the  posterior.  They  naturally  stimulate  anteflexion,  or  pro- 
duce some  amdunt  of  it.  The  direction  of  the  sound,  and  its 
power  of  entirely  removing  the  flexion,  combined  if  necessary 
with  supra-pubic  examination,  should  clear  up  this  doubt.  Pelvic 
exudations  of  blood  or  lymph  are  occasionally  confined  to  one  sit- 
uation in  front  of  the  uterus.  Their  history,  the  uterine  im- 
mobility they  cause,  the  totally  different  shape  of  the  mass,  when 
examined  bi-manually,  from  that  of  a  flexed  uterus,  and  the 
direction  of  the  uterus,  ascertained  by  the  sound  or  bi-manual 
touch,  give  sufficient  evidence  of  their  true  nature.  Vesical  cal- 
culus or  tumour,  by  the  urgency  of  its  symptoms,  will  call  for  ex- 
amination of  the  bladder  itself,  and  this,  together  with  the  i 
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exploration,  will  show  where  the  seat  of  swelling  iHeally  exists  {see 
Chap.  XXII.).  The  young  practitioner  most  never  omit  to  allow 
for  a  slight  amount  of  anteflexion,  something  nearly  approaching 
tb  1^0.  8,  fig.  138,  as  the  almost  normal  state  of  the  vi^in  uterus. 
n^eatment — The  treatment  of  anteflexion  is  much  more  unsatis- 
factory than  that  of  the  opposite  condition.  Its  frequently  con- 
genital origin,  and  the  greater  difllcnlty  of  applying  artificial  sup- 
ports, account  for  this.  In  cases  of  congenital  flexion,  where  there 
are  no  urgent  symptoms,  it  is  much  wiser  to  refrain  from  all 
local  treatment.  We  are  most  likely  to  set  up  congestion  or  in- 
flammation of  the  fundus,  and  so  to  create  the  symptoms.  There 
can,  however,  be  no  objection  to  mere  bi-mannal  reposition  with- 
out the  use  of  the  sound  ;  but  I  have  only  seldom  found  much  per- 
manent effect  on  the  flexion.  In  those  cases  where  dysmenorrhoea 
first  leads  to  investi^tion,  the  careful  use  of  the  sound  as  a 
repositor  should  be  tried,  care  being  previously  taken,  by  rest  and 
a  few  glycerine  plugs,  to  reduce  any  hypersemia.  No  force  must  be 
used,  and  but  little  pain  should  be  caused*  In  passing  the  ihstru- 
ment  the  fundus  should  be  pressed  up  by  the  finder  so  as  to  aid  in 
straightening  the  uterine  canal.  The  flexion,  whether  at  the  os 
internum  or  not,  should  be  coaxed  or  tried,  not  forced.  The  sound 
once  in,  if  there  are  no  adhesions,  the  body  should  be  raised  to 
quite  its  normal  height,  or  even  somewhat  retroverted,  bearing  in 
mind  the  instructions  given  above  as  to  the  kind  of  rotetion  which 
is  permissible.  If  the  handle  of  the  sound  is  brought  well  fo^ 
wards  in  front  of  the  pubes  without  any  rotation,  the  normal 
elevation  of  the  fundus  or  more  is  attained,  and  the  handle  must 
then  be  swept  slowly  round  in  a  wide  circle,  its  point  being  re- 
garded as  a  stationary  centre.  This  manosuvre  may  be  repeated 
two  or  three  times  between  two  menstrual  periods,  and  if  no  great 
irritation  follows,  a  somewhat  larger  sound  or  bougie  may  be  used 
each  time.  Some  troublesome  cases  are  thus  curable,  that  is  to 
say,  the  patient  loses  her  dysmenorrhoea,  or,  if  married,  sometime? 
becomes  pregnant.  In  the  latter  case  the  cure  is  generally  per- 
manent, both  as  regards  symptoms  and  as  regards  the  physical 
condition  of  flexion.  Unfortunately  we  can  seldom  say  this  of 
posterior  displacements,  although  their  immediate  treatment  is 
more  easy.  For  the  relief  of  the  dysmenorrhoea  of  anteflexion  the 
division  of  the  cervix,  as  recommended  for  stenosis,  is  often  of  con- 
siderable service.  When  the  bend  is  in  the  cervix  it«elf, 
and  especially  if  it  be  at  or  close  to  the  vaginal  inser- 
tion, this  plan  is  sometimes  invaluable,  but  common  sense 
would  assure  us  that  it  can  hardly  affect  the  sylQiptoms 
when  the  bend  is  much  higher  up,  as  it  is  apt  to  be  in  cases  occu^ 
ring  in  multiparse.  All  that  was  said  before  (p.  188)  in  fitvour  of  a 
single  backward   incision,  applies  here.    It  should  divide  the 
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posterloi*  lip  more  than  half  way  up  to  the  level  of  the  yagina 
insertion,  and  after  it  has  been  maae,  a  sound  shoald  be  p^sed 
to  ascertain  whether  the  entrance  to,  and  consequently  the  exit 
from,  the  uterus  has  been  made  clear.    K  there  he  still  difficulty^ 
a  probe-pointed  knife  should  be' passed,  edge  backwards,  a  little 
b^ond  the  upper  end  of  the  cut,  and  the  cenrical  parenchyma 
should  be  diyided  a  little  further,  as  much  care  being  taken  not 
to  go  beyond  the  cervical  wall  as  is  required  in  the  most  delicate 
of  sureical  operations.    The  line  of  the  first  incision,  and  of  that 
made  b^  the  knife  afterwards,  are  respectively  shown  in  fig.  186. 
The  object  of  this  incision  is  not  only  to  enlarge  the  canal,  out  to 
cause  its  axis  to  become  more  conformable  to  that  of  the  body. 
Care  will  be  necessary  for  a  consid- 
erable time,  to  keep  open  the  wound 
thus  made,  by  occasionally  passing  a 
bougie,  or  by   introducing  a  glass 
stem  pessary  at  intervals.    No  doubt 
this  operation  is  liable  to  abuse,  but 
when  the  other  means  for  treatment 
of    dysmenorrhoBa,    including   slow 
dilatation    by   bougies,    have    been 
found  unavailing,  it  is  perfectly  justi-  ^' 

fiable  and  frequently  successful.  I  yiq,  186.— incuiont  of  the  Cervix 
think  I  have  made  it  clear,  but  may  required  in  certain  cAset  of 

as  well  re^t  again,  that  all  local  4°.**;;SSni*„"*{BS-;  Z'. 
measures  ot  this  kind  are  to  be  ante-  its  completion  in  extreme  cases, 
ceded  by  the  careful  removal  of  all 

removable  causes  of  displacement  The  treatment  of  anteflexion 
by  means  of  intra-  or  extra-uterine  supports  is  mentioned  further 
on  when  describing  the  various  pessaries  in  use.  It  is  here  that 
our  treatment  is  so  much  more  unsatis&ctory  than  it  is  in  back- 
ward flexions  or  versions.  In  no  case  of  anteflexion  should  the 
possibility  of  previous  pelvic  inflammation  be  forgotten,  leading 
us  to  caution  m  the  use  of  all  local  treatment,  and  pointing  to  the 
possibility  of  ^ood  results  from  tonic  and  absorbent  remedies, 
such  as  are  indicated  in  all  chronic  cases  of  the  inflammatory 
afiection.  Such  flexions  as  No.  6,  fig.  188,  are  especially  the  re- 
sult of  former  small  cellular  Inflammations,  bending  the  cervix 
forwards. 

AnteversioD. 

This  is,  in  one  sense,  a  much  leas  common  affection  than  ante- 
flexion; in  another  sense  it  is  more  frequent  The  congenital 
element  in  causation  tends  always  to  flexion,  and  therefore,  in 
nulliparae,  anteflexion  is  the  predominant  form  of  forward  dis- 
placement, while  in  multipara  the  reverse  is  the  case.         .    ^^^i^ 
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'  Causaticm,. — The  causes  of  pure  anteversion  are  much  moi^ 
frequently  met  with  after  delivery  or  abortion,  though  by  uo 
means  invariably ;  they  are,  however,  common  causes,  and  a  cer- 
tain degree  of  anteversion  is,  therefore,  common  in  the  .married. 
But  as  a  forward  dip  of  the  fundus  uteri,  constantly  altered  by 
the  condition  of  the  bladder,  but  roughly  corresponding,  in  me- 
dium dilatation  of  that  organ,  to  the  axis  of  the  pelvic  brim,  ia 
normal,  it  is  most  difficult,  or  impossible,  to  say,  in  many  in- 
stances, whether  anteversion  exists  or  not.  The  presence  of  itg 
usual  causes,  and  the  undue  excess  of  symptoms  of  bladder  pres- 
sure, are  often  our  only  warrant  for  believing  it  to  exist.  Such  a 
complete  upset'  of  the  organ  as  is  sometimes  met  with  backwards 
(fiff.  134,  In  o.  3),  where  the  fundus  lies  low  in  Douglas's  pouch 
and  the  cervix  points  almost  directly  upwards,  is  almost  an  im- 
possibility in  forward  displacement.  It  would  i^equire  the  rarest 
possible  combination  of  circumstances  to  produce  it.  In  preg- 
nancy we  have  a  physiological  rather  than  d  pathological  ante- 
version ;  and  the  circumstances  which  lead  to  the  patholoricai 
state  are  chiefly  those  which  cause  the  uterus  to  assume  something 
of  the  size,  weight,  and  fulness  observed  in  early  pregnancy. 
There  must  be  increased  weight  of  the  organ,  while  its  walls  are 
not  so  much  softened  by  disease  or  by  congenital  causes  as  to 
allow  of  the  flexion  which  would  otherwise  ensue.  Chronic  cor- 
poreal metritis  fulfils  these  conditions,  so  does  sub-involution. 
Interstitial  fibro-myomatous  growths,  or  small  isolated  sub-mucoos 
or  subserous  tumours,  if  their  power  is  not  exerted  directly  down- 
wards from  the  summit  of  the  fundus,  also  tend  to  produce  ante- 
version. In  a  few  cases  an  original  anteflexion  becomes  converted 
into  an  anteversion  by  inflammatory  or  sub-in  vol  utional  complica- 
tions which  stifi'en  the  uterine  wall,  and  Schroeder  mentions,  and  I 
have  myself  observed  one  or  two  instances,  where  the  temporary 
engorgement  of  the  menstrual  period  had,  temporarily,  a  similar 
result, — where  No.  3,  or  even  No.  4  of  the  displacements  shown  in 
fig.  138  became  for  the  time  being  No.  2.  Oystocele,  or  prolapse  of 
the  anterior  vaginal  wall,  is  apt  to  create  anteversion  as  the  first 
stage  of  prolapsus  uteri,  although  the  uterus,  yielding  to  the  pelvic 
curves,  and  dragged  down  by  the  posterior  vaginal  wall  also,  most 
frequently  becomes  subsequently  retroverted. 

Symptoms, — The  symptoms  of  anteversion  are  those  of  the  dis- 
ease which  causes  it, — of  chronic  metritis,  of  fibro-myoma,  &c,— 
with  some  aggravation  of  those  of  bladder-pressure.  In  extreme 
cases  the  cervix  presses  backwards  on  the  rectum  so  much  as  to 
cause  much  constipation  and  tenesmus.  In  all  cases  the  cervix 
felt  through  the  rectum  is  a  very  prominent  feature,  and  conveys 
the  idea  of  greater  displacement  than  really  exists.  There  is 
nearly  always  some  difficulty  or  discomfort  in  locomotion. 
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Diagnosis  of  minor  degrees  is,  as  we  have  seen,  rather  a  deduc- 
tion from  the  observance  of  general  facts  than  an  al)solute  cer- 
tainty; but  there  shDuld  be  no  great  difficulty  in  the  way  of 
differentiation  from  other  affections  which  may  simulate  ante- 
version.  Above  all  things  pregnancy  must  be  eliminated,  or,  if 
that  cannot  be  done,  the  diagnosis  must  be  deferred.  But,  given 
'  the  existence  of  a  cervix  uteri  pointing  more  than  usually  back- 
wards, of  a  somewhat  weighty  mass  to  be  felt  by  bi-manual 
examination  in  front,  and  of  an  organ  which  is  at  all  movable, 
the  only  question  is.  What  is  the  cause  of  the  antever^ion,  which 
in  itself  is  apparent  enough  ? 

Treatment^  therefore,  resolves  itself,  in  nearly  all  instances,  into 
the  treatment  of  that  cause.  General  constitutional  treatment  is 
of  value  as  it  bears  upon  this.  Frequent,  if  not  constant,  dorsal 
decubitus  is  of  service,  as  affording  relief  to  many  of  the  promi- 
nent symptoms.  Vaginal  astringents  or  suitable  pessaries  will 
aid,  and  in  slighter  cases,  in  diminishing  cystocele,  or  operations 
on  the  perineum  may  act  in  the  same  way.  Artificial  supports 
will  be  found  to  be  effective  only  as  they  maintain  the  whole 
vaginal  tract  in  situ^  or  as  they  lift  up  the  otherwise  diseased 
uterus  and  so  diminish  its  passive  hypersemia.  In  short,  there  is, 
I  believe,  no  special  treatmont  of  anteversion  apart  from  that 
of  its  causes.  Simis  has  suggested  shortening  the  anterior  wall  of 
the  vagina  by  plastic  operation,  and  so  pulling  forwards  the 
cervix  and  lifting  the  fundus.  I  do  not  think  this  could  be 
effective  with  the  usual  heavy  and  enlarged  uterus,  which  leads 
to  real  and  unmistakable  anteversion. 

Backward  Displacements  of  the  Uterus. 

Gteneral  Remarks. — Although  cases  of  congenital  retroflexion 
are  recorded,  yet  they  are  so  rare  that  we  may,  for  practical  pur- 
poses, consider  backward  displacement  of  the  uterus  as  purely  an 
acquired  condition.  There  is  one  element  at  work  which  is  con- 
tinually tending  to  produce  a  temporary  displacement  in  this 
direction,  viz.,  the  action  of  the  full  bladder ;  and  it  is  not  diffi- 
cult to  imagine  how,  even  in  the'  virgin,  and  with  a  normally 
heavy  uterus,  a  sudden  jolt  under  these  circumstances  will  in- 
crease the  displacement,  and  how  the  the  superincumbent  pressure 
of  the  abdominal  viscera,  now  acting  on  the  front  of  the  uterus 
instead  of  the  posterior  surface,  will  perpetuate  the  conditio!', 
and  ultimatelv  render  natural  recovery  impossible.  This  is 
undoubtedly  the  &ctual  causation  in  many  cases  met  with  in  the 
unmarried  or  nulliparous  wofiaan.  Whether  version  or  flexion 
result  will  depend  on  the  flexibility  of  the  uterine  wall,  or  on  the 
persistence  of  pressure  on  the  fundus.    Considering  the  frequency^g^^ 
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with  which  the  female  bladder  is  undaly  distended,  it  is  astonish- 
inff  how  seldom  we  meet  with  the  result.  I  can  account  for  this 
onlj  in  two  ways — first,  that  many  cases  of  nterine  retroversion 
are  not  recognised  until  marriage  or  pregnancy  increases  the 
symptoms,  or  for  the  first  time  causes  them  to  appear;  and, 
second,  that  the  anterior  uterine  ligaments  have  much  greater 

f)ower  than  has  been  attributed  to  them  by  most  modem  physio- 
ogists. 

As  might  be  expected,  retroversion  is  generally  the  precursor 
of  retro-flexion.  An  organ  with  normally  stiflF  walls,  and,  still 
more,  one  with  walls  stiffened  by  disease,  will  at  first  simply  tilt 
over ;  and  then,  as  persistent  pressure  weighs  down  its  fundus, 
bending  will  follow ;  but  the  partiality  occasionally  shown  by  the 
interstitial  hypertrophy  of  chronic  metritis,  or  by  sub-involution, 
for  separate  portions  of  the  uterus,  for  its  intra-vaginal  or  supra- 
vaginal cervix,  or  for  its  body,  will  equally  account  for  the 
occasional  presence  of  flexion  trom  the  flrst.  The  greater  or  less 
relaxation  of  separate  portions  of  the  ligamentous  supports  is 
doubtless  also  a  factor  in  hastening  or  retarding  the  tendency  of 
the  uterus  to  bend  on  itself. 

The  convenient  space  afforded  for  a  backwards-turned  fundus 
uter?,  in  Douglas's  distensible  peritoneal  pouch,  accounts  for  the 
frequency  ot  the  condition,  and  also  allows  of  Its  comparatively 
easy  recognition.  In  the  post-puerperal  state,  the  heavy  uterus 
gravitates  backwards,  owing  to  the  position  on  the  back  usually 
enforced  on  the  patient,  and  this  is  aj^gravated  by  ther  firm  bind- 
ing of  the  abdomen  which,  for  vanous  reasons  is  adopted.  A 
frequent  change  of  position  is  therefor  very  desirable.  Exuda* 
tions  of  lymph  behind  the  uterus,  with  their  subsequent  partial 
absorption  and  contraction  (fig.  27),  account  for  a  certain  number 
of  cases  of  backward  displacement,  but  the  displacement  is  much 
more  commonly  primary,  while  the  inflammation,  and  its  result 
in  irretrievably  fixii^g  the  uterus,  are  secondary.  I  have  already 
referred  to  the  fact  tnat  in  prolapse  of  the  uterus,  anteveraion  is 
common  iij  its  earliest  stages,  owing  to  the  dragging  of  the 
anterior  vaginal  wall,  but  that  backwards  displacement  occurs  at 
a  later  stage.  Small  fibroid  j^rowths  are  more  common  in  the 
posterior  than  the  anterior  wall  of  the  uterus,  and  therefore  more 
often  figure  as  causes  of  displacement,  or  sources  of  difiiculty  in 
diagnosis. 

BetroflexioD. 

The  causation  of  this  affection  (fig.  184,  No.  5)  has  been  almost 
entirely  indicated  in  the  foregoing  remarks.  The  uterine  body  is 
nearly  always  enlarged  by  sub-involution  or  chronic  metritis,  or  by 
mere  engorgement.  The  enlargement  may  bexndepwdeidLof  tboe^ 
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causes  as  when  a  fibroid  is  present.  The  over-distended  bladder,  or 
the  usual  post-puerperal  position,  or  some  temporary  shock,  gives 
the  impetus  backwards.  Then  come  into  play  the  relaxed  state  of 
tiie  limments,  the  pressure  from  above  of  the  intestines  or  of  the 
loaded  c»cum,  and  the  sottening  of  the  uterine  wall,  due  to  recent 
parturition  or  to  other  causes,  to  complete  the  state  of  more  or  less 
permanent  flexion.  In  the  unmarried,  retroversion  is  the  more 
common  result  of  any  of  these  non-puerperal  causes,  although 
flexion  is  by  no  means  unknown. 

Physical  Signs. — On  bi-manual  examination  the  cervix  will  be 
found  pointing  downwards,  eenerally  with  a  forward  tendency 
(fig.  134,  No.  5),  the  result  of  previous  retroversion.  It  is  seldom 
that  flexion  is  so  great  that  the  cervix  points  backwards  (No.  6). 
The  bend  is  most  commonly  at  or  about  the  os  internum.  The 
cervix  may  show  pathological  changes  of  its  own, — hypertrophy, 
laceration,  chronic  endo-cervicitis,  ^., — ^but  the  posterior  lip  is 
very  often  swollen  and  oedematous,  independently  of  these.  The 
fundus  lies  more  or  lees  low  in  Douglas's  pouch,  and  its  continuity 
with  the  cervix  is  easily  traceabla  Owing  to  the  usual  causations 
the  walls  are  generally  thickened,  and  the  cavity  is  shown  by  the  / 
sound  to  be  somewhat  lengthened.  It  is  to  be  remembered  that 
these  conditions  become  increased,  as  an, effect  of  the  flexion,  as 
well  as  entering  into  its  causation.  At  the  point  of  flexion  I 
have  rarely  noticed  any  perceptible  thinning  of  the  wall,  either 
at  the  concavity  or  convexity.  This  agrees  with  Barnes's  experi- 
ence, although  not  with  t^iat  of  some  other  writers.  The  fundus 
is  felt  to  be  n*eely  movable  in  most  cases,  and  can  be  replaced,  but 
not  very  infrequently  it  is  tied  down  by  adhesions.  I  have  oc- 
casionally suspected  such  adhesions  at  one  visit,  ahd  subsequently 
found  them  not  to  exist,  and  this  has  been  explained  by  the  fact 
that  the  utero-sacral  li^ments  may  grasp  the  fundus  laterally, 
and  so  temporarily  retain  it  in  situ.  Hermann  insists  that  the 
pressure  of  the  utero-sacral  li^ments  on  the  venous  circulation  of 
the  retroflexed  uterus  is  a  fertile  source  ot  further  passive  engorge- 
ment, and  through  this,  of  dysmenorrhoea,  or  menorrhagia,  when 
they  accompany  backward  displacement.  The  ovaries  are  more 
or  less  dragged  down  with  the  uterus,  and  may  often  be  felt 
bi-manually,  lying  beside  or  even  behind  it.  In  too  many  cases, 
when  there  has  been  subsequent  inflammatory  action,  they  be- 
borne  adherent  to  it  or  to  their  surroundings,  and  furnish  the 
greatest  difliculty  in  the  way  of  applying  pessaries  for  the  support 
of  the  organ. 

Symptoms. — ^The  symptoms  of  retroflexion  partake  of  the  usual 
vague  character,  although,  in  a  multipara,  it  is  very  olten  easy 
ttiough  to  feel  pretty  sure  of  its  existence  from  symptoms  alone. 
Occasionally  there  are  hardly  any,  but  this  is  not  common.    Some 

Digitized  by  VjOOQIC 


312  THB  8TMPTOMS   AND   DIAGNOSIS 

time  ago  I  saw  a  lady  on  account  of  a  totally  different  disease, 
who  informed  me  that  a  celebrated  American  lady  doctor  had 
diagnosed  uterine  retroflexion.  As  there  was  not  the  remotest 
symptoms  of  any  uterine  affection  that  I  could  elicit,  I  was 
tempted  to  express  strong  doubts  about  the  matter,  but  on  exami- 
nation I  founa  a  very  complete  retroflexion.  The  patient  does 
not  believe  either  of  us,  ana  will  wear  no  pessary.  The  only  re- 
sult, rather  than  symptom,  in  her  case  is  sterility  for  several  years 
after  the  rapid  succession  of  two  normal  labours.  Generally,  how- 
ever, we  have  the  usual  utero-pelvic  troubles,  back-ache  being 
especially  prominent.  Defsecation  is  interfered  with,  and  the 
patient  can  often  tell  that  there  is  something  pressing  on  the  bowel 
and  obstructing  it.  Pressure  on  the  bladder  is  more  frequent  in 
pure  retroversion.  The  symptoms  of  chronic  metritis,  paren- 
chymatous or  mucous,  are  those  which  ordinarily  lead  to  investi- 
gation. As  the  case  ^oes  on,  they  become  exaggerated,  and  are 
apt  to  lead  to  menorrhagia  or  even  metrorrhagia.  Dysmenorrhoea 
is  a  much  less  prominent  feature  than  in  anterior  flexion.  Men- 
struation has  usually  been  well  established  before  retroflexion 
takes  place,  and  the  canal  is  patulous.  Neuralgia,  and  tendency 
to  varix  in  the  lower  extremities,  are  frequent,  the  causation  being 
obvious.  Paraplegia  is  also  occasionally  a  result.  I  have  seen 
but  three  cases,  in  all  of  which  it  was  undoubtedly  not  due  to  or- 
ganic nerve  disease.  In  two  it  got  well  shortly  after  reposition, 
and  in  one  it  yielded  to  Weir  Mitcheirs  treatment  by  massaae^  4c. 
Sterility  is  a  common,  though  by  no  means  constant  result.  If 
impregnation  does  occur,  abortion  is,  however,  very  apt  to  ensue, 
and  many,  if  not  most,  of  the  cases  of  retroversion  of  the  gravid 
uterus  met  with  are  not  purely  accidental,  but  date  their  origin 
to  an  already  retroverteil  or  retroflexed  uterus,  which  fails  to 
ascend  above  the  pelvic  brim.  It  will  be  seen  that  I  have 
confined  my  remarks  to  backward  displacement  of  the  noi)-gravid 
uterus. 

The  diagnosis  of  retroflexion  depends  on  a  correct  appreciation 
of  the  above  symptoms  and  signs,  and  on  the  replacement  of  the 
fundus  by  the  fingers  or  the  sound,  when  this  is  not  prevented  by 
adhesions.  If  the  student  will  look  back  to  the  statement  of  the 
occasional  abnormal  occupants  of  Douglas's  pouch  (p.  7),  he  will 
find  there  an  enumeration  of  the  substances  which  might  be  mis- 
taken for  a  retroflexed  fundus.  Of  these,  fibroid  growths,  pel- 
vic exudations,  or  ovorian  tumours,  are  the  chief  sources  of 
error.  Psecal  accumulations,  prolapsed  ovary,  abscess,  hernia, 
and  extra-uterine  foetation,  may  be  dismissed ;  they  have  special 
characteristics  or  histories  which  should  prevent  permanent 
error.  Small  fibroid  tumours,  which  may,  however,  coexist 
with  some  amount    of  retro-displacement,   are    recognised  by 
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caretal  bi-maQual  examinatioii,  which  reveals  the  change  in 
the  whole  uterine  shape  or  size,  while  replacement  by  the 
Boand  is  only  partial,  if  it  occurs  at  all.  In  all  cases  of  doubt 
of  this  kind,  great  assistance  is  derivable  from  rectal  examina- 
tion, alone  or  combined.  Pelvic  exudation,  whether  of  coagu- 
lated blood  or  of  lymph,  is  recognised  by  its  history, — sudden 
commencement  in  ha^matocele ;  feorile  symptoms,  &c.,  in  inflam- 
mation,—and  by  its  complete  immobility,  and  extension  laterally 
or  forwards.  Of  course,  a  retroflexed  uterus  may  be  surroundea 
by  such  exudation,  when  the  diagnosis  will  require  much  care 
and  time,  and  no  practical  benefit  will  be  derived  from  hasty  at- 
tempts. In  the  absence  of  acute  febrile  symptoms,  the  sound  will 
detect  the  direction  of  the  uterine  canal  among  the  surrounding 
deposits.  Small  ovarian  tumours,  or  the  prolapsed  ovarv,  when 
enlarged  by  inflammatory  deposits,  may  resemble  the  fundus  uteri 
in  contour  and  position,  ana  may  give  rise  to  some  difficultv. 
As  a  rule,  their  complete  isolation  from  the  uterus  may  be  made 
oat  bi-manually,but,if  adhesion  has  taken  place,  the  pain  of  a  pro- 
lapsed and  inflamed  ovary  is  very  characteristic ;  the  softness  of 
ovarian  cysts  distinguishes  them  from  fibroid  outgrowths,  and, 
in  the  rare  complication  of  a  solid  ovarian  growth  adherent  to 
the  uterus,  it  mav  be  impossible  to  say  that  it  is  not  a  fibroid  out- 
growth, but  the  airection  of  the  uterine  canal  will  show  that  it  is 
not  the  retroflexed  fundus. 

The  prognosis  of  retroflexion  is,  I  fear,  not  a  very  bright  one. 
If  replaceable,  it  can  generally  be  kept  in  situ  by  i>essaries,  and 
all  serious  symptoms  may  be  removed.  Even  if  pregnancy  fol- 
low, and  all  the  hostile  conditions  may  be  supposed  to  be  in  abey- 
ance, while  there  is  every  chance  to  avoid  tneir  recurrence  after 
delivery,  the  flexion  nearly  always  returns  sooner  or  later,  and 
may  again  require  artificial  support.  The  more  early  it  is  de- 
tected the  greater  ought  to  be  the  chance  of  the  juvantia  et  kedentia 
— ^the  helping  or  the  hindering  conditions — being  reversed  in 
power,  but  that  is  all  that  can  be  said.  Paul  Munde,  in  the 
American  Journal  of  Obstetrics  of  October,  1881,  has  gone  into  the 
question  of  prognosis  more  carefully  than  any  other  writer  of 
whom  I  am  aware,  but  he  leaves  the  matter  pretty  much  as 
thus  stated. 

The*treatment  of  retroflexion  will  be  most  profitably  discussed 
in  connection  with  that  of  retroversion. 

EetToversion. 

Causation. — Whenever  the  bladder  is  distended  to  its  fullest 
extent  the  uterus  is  retroverted,  that  is  to  say,  in  the  upright 
position,  its  fundus  may  be  as  far  back  as,  or  further,  than  its 
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cervix.  But  normally  the  presence  of  the  full  bladder  prevents 
anj  other  cause  of  retroversion  from  intervening  between  it  and 
the  uterus,  and  after  urination,  the  uterus,  if  not  permanently 
dragged  back  by  pathological  weight,  too  powerful  for  its  liga- 
mentous attachments  forwards,  returns  to  the  noriaal  condition. 
A  sudden  strain,  however,  at  this  time,  or  a  fall  while  skating, 
or  on  the  slippery  footpath,  gives  a  little  further  impetus  back- 
wards, or  even  the  increased  weight  of  the  menstrual  period,  and 
still  more  of  a  uterus  enlarged  or  congested  from  any  other  cause, 
prevents  the  normal  resilience,  and  permanent  retroversion  com- 
mences. It  is  kept  up  by  superincumbent  pressure,  as  we  have 
described  above,  and  either  remains  as  a  retroversion,  as  is  not 
uncommon  in  the  unmarried,  or  eventuates  in  a  retroflexion. 

As  regards  sumptomcUdogy^  there  is  nothing  to  be  added  to  what 
has  been  said  about  retroflexion.  Undoubtedly  many  cases  occur 
with  few  or  no  permanent  symptoms,  and  of  these  many  may 
right  themselves,  undetected  by  the  physician  and  unaided  by  art 
When  symptoms  do  arise,  they  are  similar  to  those  of  retroflex- 
ion— ^perhaps  there  is  a  little  more  tendency  to  bladder  symptoms, 
from  the  pressure  of  the  rigid  cervix  on  that  organ. 

The  physical  signs  are  obvious  enough  when  the  retroversion  is 
simple.  The  cervix  points  directly  forwards  instead  of  backwards 
(fig.  134,  No.  2),  and  in  extreme  cases  it  may  point  upwards  (fig. 
184,  No.  3).  There  is  nothing  in  front  of  it  corresponding  to  an 
anteflexed  fundus,  but,  on  the  contrary,  the  uterine  body  can  be 
traced  backwards  by  the  finger,  and  even  downwards,  low  into 
Douglas's  pouch,  without  any  sulcus  such  as  is  felt  in  retroflexion. 
Bi-manual  examination  confirms  the  impression  thus  produced, 
by  showing  that  there  is  nothing  to  be  felt  above,  in  the  ordinary 
position  of  the  fundus  uteri,  unlees  we  tilt  it  up  by  pressure  back- 
wards on  the  cervix.  Remembering  how  retroflexion  is  so  fre- 
quently the  mere  sequel  of  retroversion,  it  is  not  surprising  that 
in  moet  cases  of  the  former  we  have  a  considerable  degree  of  the 
forwards  pointing  cervix  of  the  latter  ffig.  184,  No.  5),  that  the 
two  affections  are  in  fact  combined.  If  tnere  is  no  suspicion  of 
pregnancy,  the  sound  can  be  passed  backwards,  perhaps  with 
some  difficulty,  and  then,  first,  combined  with  rectal  touchy  it  can 
show  the  presence  of  the  movable  fundus  in  Douglas's  pouch,  and 
afterwards*  used  as  a  replacer,  it  can  bring  the  fundus  forwards 
within  reach  of  the  hand  pressed  downwards  through  the  abdomi- 
nal walls.  In  this  way  there  should  never  be  any  difficulty  in 
differentiating  the  forwards  pointing  cervix  of  acute  anteflexion 
from  that  of  retroversion,  and  the  other  affections  liable  to  be 
mistaken  for  retroversion  are  precisely  the  same  as  those  ^hich 
require  differentiation  from  retroflexion. 

Treatment — The  treatment  of  retroflexion  and  retroversion  con- 
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1.  The  replacement  of  the  organ  in  its  normal  position. 

2.  Its  retention  there. 

3.  The  removal,  sometimes  previously,  sometimes  subsequently, 
but  generally  simultaneously,  of  the  cases  which  led  to  the  dis- 
placement, or  of  the  results  which  have  followed  it. 

The  retroverted  or  retroflexed  uterus  may  be  replaced  in  many 
instances  by  the  hand  alone.  The  forefinger  of  one  hand  is  used 
per  vdginam  to  press  the  cervix  well  backwards,  which  pressure, 
in  simple  retroversion,  or  slight  cases  of  retroflexion,  involves  a 
corresponding  movement  forwards  of  the  fundus ;  the  other  hand 
is  usea  to  reach  the  fundus  through  the  abdominal  wall  and  to 
draw  it  forwards.  If  the  operator  stands  in  the  usual  position, 
at  the  side  of  the  couch,  while  the  patient  lies  on  her  back,  he 
will  find  it  most  convenient  to  use  the  ri^t  hand  internally,  and 
while. the  cervix  is  being  repressed  by  the  index,  the  middle  fin- 
ger may  assist  in  raising  the  fundus,  and  bringing  it  within  reach 
of  the  left  hand,  used  from  above.  In  some  cases  it  may  be 
necessary  to  increase  our  leverage  power  by  reaching  the  fundus 
through  the  rectum  with  the  left  forefinger,  while  we  repress  the 
cervix  per  vaginam  by  the  right,  the  operation  being  afterwards 
completed  as  just  described  In  most  cases,  however,  except 
where  there  may  be  a  suspicion  of  pregnancy,  or  where  there 
is  an  irritable  state  of  the  uterus,  reposition  by  the  sound  is,  in  my 
opinion,  preferable,  although  I  know  that  this  is  hardly  the 
general  opiniorf.  While  the  uterus  is  retained  in  position  by  the 
sound,  we  can  also  much  more  satisfactorily  introduce  the  most 
usual  form  of  pessary.  No  special  uterine  repositor  other  than 
the  sound  is  necessary.  '  Schroeder  strongly  recommends  the  use 
of  an  intra-uterine  stem  pessary  for  the  purpose  of  reposition  in 
uterine  flexion.  If  a  straight  stem  of  this  kind  (fig.  99)  can  be 
introduced,  it  converts  the  flexion  into  a  version,  and  the  bi-man- 
ual  method  of  reposition  can  then  be  used  more  eflFectively,  the 
p^sary  being  subsequently  removed,  or  left  in  situ^  as  may  other- 
wise be  considered  desirable.  In  retroversion,  or  in  retroflexion, 
when  the  os  uteri  does  not  point  directly  backwards,  the  sound 
may  be  used  from  the  first  with  its  convexity  forwards,  the  opera- 
tor pushing  up  the  fundus  with  the  directing  finger  after  the 
instrument  is  lodged  in  the  cervix.  With  a  little  coaxing,  and 
gentle  pressure  of  the  handle  towards  the  pubes,  the  instrument, 
enters  the  body  up  to  its  full  length.  If  the  cervix,  in  retro- 
flexion, points  very  much  backwards,  it  may  be  necessary  to  in- 
troduce the  sound  with  its  point  forwards  and  convexity  back- 
wards, and  then,  by  a  tour  de  maitre^  to  turn  the  point  backwards, 
which  will  bring  the  cervix  more  into  a  line  with  the  fundus, 
and  enable  us  to  proceed  as  before.  We  are  generally  advised  to 
bend  the  instrument  very  freely  in  cases  of  sharp  retroflexion,  so 
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as  to  get  it  round  the  acute  bend,  but  this  should  not  be  overdone ; 
tact  and  practice  will  succeed  without  it  in  moat  cases,  and  the 
sound  is  more  fitted  for  its  action  as  a  repositor  when  its  curve  is 
not  too  acute.  We  have  generally  a  pretty  certain  knowledge 
whether  the  uterus  is  mobile  or  fixed,  before  attempting  replace- 
ment by  sound ;  but  whether  we  have  or  not,  all  attempts  at  re- 
position in  this  way  must  be  made  slowly  and  gently,  as  if  adhe- 
sions were  present,  and  as  if  we  knew  the  uterine  walls  to  be  soft, 
and  easily  perforable  by  the  point.  The  great  mistake  that  may 
here  be  made  by  the  tyro  is  in  simply  twisting  the  sound  round 
on  its  long  axis.  That  would  certainly  bring  the  point  forwards, 
but  the  fundus  uteri  might  not  accompany  it,  but  simply  let  it 
pass  through  its  walls.  First  gently  pass  the  handle  backwards 
against  the  perineum  (fig.  137; — this  in  itself  will  lift  up  the  fun- 
dus, though  permitting  still  of  some  retroversion — then  keep  the 
point  as  mr  as  you  can  stationary,  and  give  the  handle  a  wide, 
slow,  and  gradual  circular  sweep  round  the  uppermost  or  right 
buttock,  till  its  roughened  side,  which  represents  the  concavity 
of  the  curve,  is  turned  forwards  instead  of  backwards,  while  the 
shank  presses  against  the  pubic  arch.   A  reference  to  our  diagram 


Fig.  187. — Replacement  of  the  Retroverted  or  Retroflexed  Uterus  by  the  Sound.  Hie 
three  moyemfnte,  as  represented  In  the  three  flgures  to  the  right,  and,  as  explained 
in  the  text,  are  from  atob, 

will  show  that  a  little  advance  in  reposition  has  been  thus  made, 
but  that  we  are  still  far  from  even  normal  anteversion.  The  uter- 
us is  almost  perpendicular,  but  if  the  handle  is  now  once  more  re- 
pressed against  the  perineum,  the  point  will  pass  directly  forward, 
or  rather  the  convexity  will  press  the  cervix  directly  backwards, 
and  reposition  is  complete.  During  this  time  the  directing  fin 
ger  should  never  leave  the  cervix,  so  that  we  are  fully  informed 
of  what  is  taking  place.  Of  late  years  I  have  observed  an  increas- 
ing tendency  to  recommend  manual  reposition  instead  of  replace- 
ment by  the  sound,  and  I  cannot  help  associating  this  with 
what  I  believe  to  be  a  retrograde  rather  than  a  forward  move- 
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toent  in  gyncecology,  viz.,  the  use  of  the  sound,  when  the 
08  is  perfectly  patulous,  with  the  aid  of  the  duck-bill  specu- 
lum, instead  of  in  the  manner  recommended  in  Chap.  I.,  with- 
out a  speculum  at  all.  In  many  instances  it  will  be  advisable  now 
to  apply  a  Hodge  or  other  similar  pessary,  as  will  be  after- 
wards described,  before  withdrawing  the  sound,  but  in  others  it 
may  be  better  to  see  what  the  uterus  will  do  when  left  to  itself 
for  a  time,  or  merely^  to  support  it  by  inserting  a  temporary  plug 
of  cotton  or  sponge  into  the  anterior  vaginal  fornix,  which  wiU 
tend  to  keep  the  cervix  backwards.  It  is  rarely  necessary  or  ad- 
visable to  place  the  patient  on  her  knees  and  elbows,  or  knees  and 
thorax  (genu-pectoral  position),  for  the  reposition  of  an  ordinary 
backward  displacement,  although  the  position  is  of  great  service 
when  we  act  per  rectum  on  the  longer  leverage  of  a  retroverted 
gravid  uterus,  or  of  a  uterus  bearing  a  fibroid  growth.  Should 
the  uterus  be  in  a  state  of  subacute  infiUtmmation,  only  the  most 
^ntle  attempts  at  manual  reposition  mav  be  desirable,  or  even 
fliese  must  not  be  proceeded  with,,  until,  by  the  means  formerly 
indicated — the  hot-water  injections,  glvcerine  plugs,  &c. — this 
complication  has  been  overcome.  If  adhesions  are  present,  tHey 
must  on  no  acc»ount  be  forcibly  interfered  with,  but  by  the  con- 
tinued use  of  the  just  mentioned  remedies,  combined  with  altera- 
tive or  absorbent  medication,  they  must  be  removed,  or  rendered 
less  liable  to  resist  interference.  This  does  not  always  prevent  us 
from  giving  partial  support,  or  even  from  promoting  gradual 
stretching  of  the  adhesions  by  the  use  of  elastic  pessaries,  snch  as 
the  watch-spring  ring  or  the  inflated  Gariel's  airbag.  This 
leads  once  more,  and  for  the  last  time,  to  the  mention  of  uterine 
supports.  The  treatment  of  the  various  aflTections  which  add  to 
the  size  and  weight  of  the  uterus,  and  which,  as  I  have  said,  must  - 
be  conducted  both  before  and  after  replacement,  includes  no  small 
portion  of  our  four  previous  chapters. 

It  is  not  in  accordance  with  the  design  of  this  work  to  recom- 
mend or  describe  operative  proceedings  of  novel  character,  which 
must  as  yet  be  considered  as  quite  on  their  trial.  Yet  the  able 
and  moderate  way  in  which  Dr.  Alexander,  of  Liverpool,  has 
placed  before  the  profession  a  surgical  remedy  for  prolapse  and 
posterior  displacements,  and  the  evidence  which  seems  to  be  al- 
ready accumulating  in  its  favour,  compel  me  to  notice  a  proceed- 
ing which  I  have  not  yet  personally  tested,  but  which  I  nope  to 
test  at  an  early  period. 

In  1882,  Alexander  advocated,  not  perhaps  with  absolute  orig- 
inality, the  cutting  down  on  and  shortening  the  round  ligaments, 
as  a  means  of  curing  backward  displacements  of  the  uterus.  Since 
then,  others  have  copied  or  modified  his  operation,  and  he  has 
published  the  results  in  a  small  volume  (London,  1884,  Churchill). 
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I  have  laid  but  little  stress  on  these  ligaments  as  uterine  supports, 
but  it  may  be  the  case  that  they  act  more  powerfully  t  nan  we 
suppose  as  a  sort  of  extra  check-rein,  or  that,  although  they  are 
normally  of  little  importance,  "  we  can  make  them  of  use  in  cases 
of  uterine  displacement."  The  operation  cannot  be  very  difficult, 
except  in  very  stout  subjects.  An  incision,  one  to  two  inches 
long,  is  made  on  each  side,  from  the  spine  of  the  pubes,  upwards 
ana  outwards  ;  the  external  abdominal  rings  are  cut  down  upon, 
and  the  ends  of  the  round  ligaments  are  raised  by  a  blunt  hook. 
The  uterus  is  now  replaced  bv  sound,  and  held  in  place,  while  the 
ligaments  are  drawn  out  till  they  are  felt  to  hold  it  sufficiently 
upwards  and  forwards.  They  are  then  fixed  by  wire  sutures  to 
the  pillars  of  the  abdominal  rings,  and  the  wounds  are  treated  an- 
tiseptically.  A  Hodge,  or  in  some  cases  a  stem  pessary,  is  intro- 
duced and  worn  for  some  time.  The  results  given  by  Alexander 
and  others  arid  sufficient  to  convince  me  that,,  although  time  may 
modify  our  estimate  of  the  degree  of  permanent  success  attainable, 
we  have  here  a  new  method  worthy  of  extensive  trial. 

Unduly  Mobile  Uterus. 

I  should  mention  here  a  condition  sometimes  met  with,  and 
which  I  have  known  to  be  productive  of  rather  ludicrous  discre- 
pancies in  diagnosis.  In  clinical  work,  especially,  I  long  ago 
found  that  a  most  intelligent  medical  officer  and  myself  were  apt 
to  be  in  absolute  disagreement  as  to  whether  a  patient  suffered 
from  forward  or  backward  displacement ;  and,  on  reference  to  ex- 
isting facts,  that  one  of  us — as  often  one  as  the  other — was  obliged 
to  convict  himself  of  what  appeared  to  be  a  most  careless  mistake 
It  was  the  old  story  of  the  chameleon.  We  had  seen  the  case  at 
different  times,  and  under  varying  conditions.  With  a  heavy 
hypertrophied  uterus  and  relaxed  supports,  it  sometimes  happens 
that  the  ordinary  result  in  prolapse  does  not  ensue  to  any  great 
degree,  but  that,  instead,  the  uterus  rolls  about  and  is  displaced 
anteriorly  and  posteriorly  according  to  immediate  circumstances. 
There  may  be  all  the  usual  utero-pelvic  troubles,  varying  in  de- 
gree or  in  relative  severity  from  day  to  day.  I  have  not  been 
able  to  trace  the  difference  which  Schrosder  finds  between  flexions 
and  versions,  in  their  symptomatology  under  these  circumstances, 
but  I  can  most  fully  endorse  his  opinion  that  the  treatment  of 
such  cases  by  elastic  ivig  pessaries  is  eminently  satisfactory,  while 
means  are  being  taken  to  reduce  the  size  of  the  uterus  or 
strengthen  its  supports.  Another  source  of  fiEillacy  in  connection 
with  Dackward  displacements  is  recalled  to  me  here,  and  I  men- 
tion it  chiefly  because  I  have  come  across  no  reference  to  it  in 
any  of  the  ordinary  works  on  gynaecology.    We  may  have,  ap- 

Digitized  by  VjOOQIC 


Latbral  version  ok  flexion  op  the  uterus.  819 

parently,  a  well-marked  case  of  retroversion  or  retroflexion.  All 
the  tests  except  the  sound  have  shown  this ;  but  on  endeavoring, 
in  the  most  eentle  manner  possible,  to  pass  the  sound  in  the 
usual  forward  direction,  it  so  passes  without  the  slightest 
difficulty.  One  at  once  supposes  an  error  in  diagnosis,  and 
that  the  swelling  in  Douglas  s  pouch  must  have  been  something 
other  than  the  fundus  uteri.  But  it  is  entirely  gone.  The  only 
possible  deduction  is  that  the  uterus  was  so  soft  and  flexible  as  to 
yield  to  the  passage  of  the  sound,  although  that  was  made  in  the 
wrong  direction  and  as  gently  as  possible.  My  friend  and  col- 
league Br.  Steell,  formerly  resident  physician  to  the  Manchester 
Boyal  Infirmary,  assisted  me  very  much  in  working  out  this  tact, 
which  had  occasionally  given  rise  to  some  difference  of  opinion 
between  us  as  to  the  diagnosis  of  certain  cases. 

Lateral  Displacements. 

This  form  of  flexion  or  version  need  not  long  detain  us.  I  have 
seen  it  once  or  twice  in  what  I  believed  to  be  a  congenital  form, 
freely  moveable  and  without  uterine  enlareement ;  but  it  is  gen- 
erally the  result  of  pelvic  exudations,  which  tend  to  fix  the  organ 
in  its  acquired  position.  Physical  examination  will  alone  lead  to 
its  detection.  The  symptoms  when  the  uterus  is  not  fixed,  are 
usually  slight ;  and  if  a  pessary  be  required,  it  must  be  a  Hodge, 
or  a  Graily  Hewitt  cradle,  moulded  so  as  to  give  prominence  to 
the  one  side,  or  some  form  of  uterine  stem  may  he  necessitated. 
In  all  other  cases  it  is  the  removal  of  the  exudation  which  must 
be  sought  for.  I  once  succeeded  in  curing  dysmenorrhoea  due  to 
firmly-fixed  laterally-flexed  uterus,  by  incising  the  convex  side  of 
the  cervix,  precisely  as  is  done  with  the  posterior  wall  in  ante- 
flexion. It  is  important  to  be  as  sure  as  possible  how  much  of 
the  lateral  swelling  felt  in  these  cases  is  uterine  and  how  much 
pelvic  exudation,  and  this  knowledge  can  only  be  attained  by 
carefdl  bi-manual  examination. 
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CHAPTER   XII. 

D1SSASB8  ov  THB  Utbbus — contin/ued.    Mechanical  Supports  used  in  the  Treat 
ment  of  Displacements  of  the  Uteras  and  Vagina.    Belts,  Pessaries,  &c 

Although  I  have  reserved  the  description  of  the  pessaries  and 
other  meohaQical  means  which  are  i^sed  for  the  support  of  the 
displaced  uterus  until  a  separate  chapter,  and  althou^  many  of 
these,  especially  the  Hodge  pessary,  are  suitable  in  various  forms 
of  displacement,  it  will  still  be  advisable  to  preserve  a  sort  of 
order,  although  not  too  strictly,  according  to  the  .kind  of  displace- 
ment involved. 

The  Use  and  Abuse  of  PeBsaries.— For  the  general  practi- 
tioner or  student,  I  am  convinced  that  the  appreciation  of  a  small 
number  of  pessaries  is  infinitely  more  valuable  than  that  of  too 
large  a  number,  and  I  feel  almost  called  upon  to  apologise  for  the 
number  here  referred  to.  I  would  strongly  advise  all  students  to 
let  alone  the  more  complicated  forms.  Thej^  have  nearly  always 
been  evolved  from  the  study  of  some  special  and  peculiar  case, 
such  as  may  seldom  occur  again.  That  the  use  of  pessaries  has 
been  abused  no  one  can  deny.  They  were  better  unused  altogether 
than  used  without  a  clear  indication  of  their  necessity,  and  with- 
out a  full  knowledge  of  what  is  and  what  is  not  to  be  expected 
from  them;  but  certainly  Matthews  Duncan  has  overshot  the 
mark  when  he  states  {Clinical  Lectures^  page  359,  Churchill,  1883) 
that  pessaries  "  are  always  harbourers  of  dirt,  and  they  always 
keep  the  mind  watching  the  part ;  they  are  liable  to  decay,  and 
require,  if  long  used,  to  be  renewed.  They  are  all  undesirable 
additions  to  the  contents  of  the  pelvic  excavation,  and  if  they  are 
efficient,  must,  of  course,  cause  more  pressure  than  that  caused  bv 
the  organ  or  organs  which  thOT  keep  in  altered  position,  though 
perhaps  on  different  parts."  It  is  a  great  pity  that  this  sweeping 
statement  was  not  placed  in  immediate  juxtaposition  with  thS 
wise  counsel  which  tollows  a  little  further  on : — "  Look  upon  pes- 
saries as  a  surgeon  looks  on  a  truss,  not  medicinal,  otherwise  than 
as  a  mechanical  means  of  procuring  healing,  comfort,  and  safety 
to  your  patient."  I  first  met  with  the  former  quotation  in  a  for- 
eign journal,  accompanied  with  strong  adverse  comments,  and  I 
felt  sure  that  on  consulting  the  originsu  work  I  should  find  some 

Jualification.    The  secona  quotation  is  all  that  cpuld  possibly  be 
esired  in  the  way  of  recommendation  of  the  judicious  use  of 
pessaries. 
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K  I  have  described,  and  even  figured,  some  forms  of  pessary 
which  I  would  fain  regard  as  obsolete,  it  is  not  without  fall  con- 
sideration. They  are  to  a  large  extent  in  common  use,  and  do 
fulfil  certain  indications,  although  not  those  which  are  most  de- 
sirable, and  they  are  still  i)reterred  by  many  patients  and  some 
practitioners.  To  have  avoided  all  mention  of  them  would,  I  be- 
lieve, have  led  the  young  practitioner  into  the  belief  tha^  I  had 
foiled  to  notige  useful  means  of  treatment,  rather  than  that  I  had 
condemned  them  after  full  experience,  and  on  rational  grounds. 
One  of  the  main  secrets  in  adapting  a  pessary  is  to  be  sure  that 
the  uterus  is  pro^rly  replaced,  that  the  pessary  used  is  of  proper 
size,  and  that  while  supporting  the  uterus  it  does  not  interfere 
with  surrounding  organs,  healthy  or  diseased.  The  hotly  disputed 

Suestion  as  to  the  order  in  which  we  should  proceed — whether  we 
iiould  first  subdue  all  previous  causes  of  displacement  and  then 
proceed  to  retain  the  replaced  organ  if  necessary,  or  whether  we 
should  first  replace  and  support  the  organ,  and  then  attack  the 
causes — hardly  deserves  much  attention.  Probably  neither  side 
in  the  contest  would  fully  accept  the  alternative  conditions  thus 
laid  down,  but  many  of  them  have  argued  almost  literally  in 
this  sense,  on  one  side  or  the  other.  In  media  via  tutissimus  ibis. 
If  the  causation  or  the  effect  of  a  displacement  is  such  that  it 
renders  the  presence  of  pessary  painful  or  injurious,  wait  till  it  is 
subdued,  but  if  a  proper  support  can  be  made  to  aflford  comfort 
and  is  properly  watched,  it  will'in  almost  every  case  render  the  re- 
moval of  the  causation  or  of  the  effed^  infinitely  more  easy. 

General  Bemarks  as  to  Fessaries.— The  question  has  also 
been  raised  whether,  in  the  absence  of  any  symptoms  arising  from 
a  displacement  that  may  have  been  accidentally  discovered,  any 
mecmtnical  supports  should  be  used.  In  prolapse  this  question 
will  never  trouble  us.  This  must  be  remeaied,  without  pessaries 
if  possible,  but  with  them  if  necessary.  In  posterior  displace- 
ments I  would  say  almost  the  same  thin^,  but  in  anterior  dis- 
placements, which  are  so  often  congenital,  I  would  advise  to  leave 
well  alone.  It  is  nearly  always  advisable  to  try  what  simple  replace- 
ment can  dOy  aided  by  the  means  we  have  already  described ;  in 
those  dLsplacements  which  are  anterior  it  sometimes  succeeds  in 
at  any  rate  removing  ^urgent  symptoms,  and  the  inferiority  of 
our  mechanical  means  of  retention  induces  us  to  trust  more,  in 
such  cases,  to  this  alone.  No  pessary  of  any  kind  shoiUd  be  unr 
watched.  They  are  all  foreign  bodies,  and  may  most  unexpect- 
edly give  rise  to  symptoms  oue  to  their  pressure  on  the  surfaces 
with  which  they  are  in  contact.  The  practitioner  should  insist 
on  their,  occasional  inspection  by  some  one  duly  qualified.  If 
this  advice  be  neglected  by  the  patient,  but  only  then,  the  blame 
for  any  untoward  result  lies  upon  herself.    Every  pessary  should     j 
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be  considered  as  possibly  curative^  as  a  means  of  inducing  permanent 
self-retention  of  the  organ  supported.  We  may  have  but  little 
hope  of  this,  but  the  possibility  should  always  influence  us  in  de- 
ciding  on  the  kind  of  pessary  used,  if  there  be  any  choice  open  to 
us.  Wo  should  always  aim  at  decreasing  instead  of  increasing 
the  size  and  strength  of  our  pessaries,  ana  having  introduced  one, 
our  treatment  should  always  aim,  if  possible,  at  doing  without 
it.  In  every  case  the  use  of  a  pessary  should  be  accompanied  by  daily 
antiseptic  imecHon.  After  these  few  and  very  general  observations, 
let  us  see  what  can  be  done  mechanically  for  the  retention  in  situ 
of  the  displaced  uterus 

Prolapsus  Uteri  vel  Vaginse. 

{a)  Treatment  of  Simple  Prolapse.— The  simplest  precedure 
is  to  prevent  extrusion  through  the  vulva  by  a  pad  and  perineal 
band  (fig.  188).  If  the  vaginal  protrusion  is  great,  or  if  the  uter- 
us is  already  lowered  until  it  approaches  the  ostium  vaginxE^  this 
will  seldom  do  more  than  give  a  little  very  temporary  comfort, 

but  in  the  earliest  stages  of 
va^nal  protrusion,  it  may  be 
relied  on  for  a  time  until,  by 
repair  of  the  perineum,  when 
that  IS  destroyed,  or  by  strict 
attention  to  the  condition  of 
the  bowels  and  bladder,  by 
the  use  of  local  astringents, 
and  by  other  means,  the  tone  of 
the  vaginal  wall  is  recovered. 
An  india-rubber  air-pad,  such 
as  is  now  frequently  used  tor 
trusses,  fixed  to  a  perineal 
band  which  can  be  easily  re- 
newed, is  the  most  comfortable  form,  but  this,  and  all  other 
forms  of  band  covering  the  vulva,  are  very  objectionable,  owing 
to  the  almost  constant  presence  of  leucorrhoea.  Strangely  enough, 
the  use  of  an  abdominal  belt  is  popularly  much  relied  on,  and  is 
unfrequently  prescribed  for  the  relief  of  all  forms,  of  "bearing 
down."  One  would  suppose  that  it  would  only  bear  or  press 
down  all  the  more.  It  is  well,  therefore,  to  state  what  is  the 
real  use  of  abdominal  belts  or  bandages.  A  firm,  broad,  circu- 
lar, abdominal  bandage  can  only  act  in  one  of  two  ways: 
it  may  simplv  compress  the  abdominal  contents,  thereby 
forcing  them  downwards  into  the  pelvis,  or  upwards  against 
the  diaphragm,  neither  of  which  results  is  desirable;  or,  as 
Goodell    has  well    pointed  out,  it    may,  in  old  ago,  prevent 
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Fig.  188.— Simple  Pad,  with  Belt  and 
Straps. 
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the  bow-«haped  curvature  of  the  back  and  the  changing  obliquity 
of  the  pelvis  which  is  apt  to  follow  in  its  wake.  In  old  women, 
therefore,  or  in  those  wbo  have  prematurely  lost  the  muscular 
strength  of  youth,  it  can  alone  do  any  good.  But  if  an  abdomi- 
nal belt  is  so  constructed  that  it  makes  firm  pressure  at  its  lower 
edge,  with  only  moderate  elastic  support  above,  it  may  be  useful 
in  oU)er  cases.  It  will  tend  to  lift  up  the  superincumbent  weight 
of  the  intestines,  and  so  relieve  their  downwards  pressure  on  pro- 
lapse, or  on  backward  or  forward  displacements.  In  the  last  in- 
stance it  will  also  tend  to  prevent  the  weight  of  an  enlarged  and 
auteverted  uterus,  such  as  we  often  find  at  the  commencement  of 
prolapse,  from  creating  as  much  discomfort  as  it  otherwise 
would.  Such  a  belt  can  only  be  of  use  to  those  whose  abdomen 
is  80  far  prominent  as  to  bring  it  within  the  roach  of  its  lift- 
ing power.  These  considerations  should  be  borne  in  mind  by 
every  one  who  recommends  an  abdominal  belt.  I  cannot  uhder- 
take  to  recommend  one  or  more  out  of  the  scores  advertised 
for  sale. 

Without  any  thought  as  to  what  should  be  the  aim  of  all  pes- 
saries, a  former  generation  of  prac- 
titioners hit  upon  a  certain  means  of 
keeping  back  the  prolapsed  uterus ; 
this  was  to  insert  a  ball  of  wood,  or 
a  more  or  less  modified  oval  or  disc 
shaped  mass,  of  the  same  or  other 
hard  material,  into  the  vagina,  suf- 
ficiently large  to  prevent  extrusion. 
If  there  was  any  kind  of  vaginal 
sphincter  left,  this  answered  the  pur- 
pose, in  a  kind  of  way,  well  enough. 
It  buried  the  uterus  out  of  sight  and     „      100    «  ,i   i>  r  ^  -^ 

^     «  ,  J    -^  1     ®x   1-      1        Fig.    139.— Ball    Pessary  of  hard 

out  of  reach,  and  it  even  kept  back  material, 

the    prolapsed  vaginal    walls,  if  a 

safficiently  large  instrument  was  used.  All  such  hard  unyielding 
blocks  of  wood  or  other  solid  material  were  unfitted  for  curative 
purposes.  They  were  apt  to  cause  great  irritation,  especially 
when  encrusted  with  vaginal  deposits,  and  they  required  from  *. 
time  to  time  to  be  increased  in  size,  destroying  all  vaginal  con- 
tractility. The  globular  specimens  (fig.  139)  were  furnished  with 
a  small  loop  of  tape,,  for  the  purpose  of  extraction,  but  that  very 
soon  rottea,  and  great  difficulty  often  arose  in  consequence. 
Thousands  of  these  are  yet,  I  am  informed,  sold  annually,  but 
I  know  of  no  physician,  who  has  any  acquaintance  with  the 
subject,  who  has  not  abandoned  them  in  favour  of  supports  of  a 
more  elastic  characten 

Another  somewhat  old-fashioned  method   of  treatment  is,  ia    t 
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certain  cases^  of  much  greater  value,  and  should  not  be  k)Bt  sight 
of,  viz.,  a  pessary  of  some  soft  porous  material,  which  can  also 
be  medicated  at  will.  Oakum  or  tenax  is  as  good  a  material  for 
this  puri>ose  as  any ;  sponge,  on  account  of  its  tendency  to  foetor, 
requires  incessant  watchfulness.  A  small  compressed  ball  of  the 
former,  saturated  with  decoction  of  oak  bark  or  with  diluted 
vinegar,  or  any  other  suitable  astringent,  can  be  introduced  daily 
by  the  patient,  and  is  easily  withdrawn  by  a  string  previously  at- 
tached to  it.  In  the  slighter  cases  of  prolapse  of  the  uterus  or 
vagina,  this  method,  combined  with  as  much  rest  as  possible,  will 
sometimes  effect  a  cure  in  a  few  weeks.  The  addition  of  glycerine 
to  the  astringent,  or  its  occasional  alternate  use,  is  advisable  when 
the  uterus  is  enlarged,  and  renders  the  plan  more  effective.  I 
should  be  sorry  to  see  this  simple  method  entirely  abandoned.  It 
has  a  distinct  sphere  of  action,  and,  even  in  chronic  old-standing 

cases,  it  is  often  temporarily  substituted 
^^P^^  with  advantage  for  the  more  elaborate 

W'       jl  instruments. 

m         m    ^^^^k         The  most   generally  useful  form  of 

I       ^^^^^Ih^A     ^^PP^^  ^^  ^^  elastic  ring,  which  can  be 

^^^P^^^H^^H     easily  compressed  and  elongated  for  the 

^^^^^rfi^H^^r      puipose  of  introduction.     Such  rings  are 

^^^^  made  of  various  substances,  originally  of 

m.  i40.-Sriei's  Air  Pes-    ipdi^fber  alone  (Mayer's  incfia-rubber 

sary,  globular.  rings).  Dut  more  recently  of  a  circlet  of 

whalebone  or  watch-spring,  covered  with 
a  thick  layer  of  india-rubber.  The  watch-spring  rings  (fig.  108), 
when  properly  tempered,  are  invaluable.  They  adapt  themselves 
to  the  surfaces  with  which  they  are  in  contact ;  they  yield  to 
their  varying  movements,  and,  if  used  of  a  size  sufficient  to  en- 
sure retention,  and  yet  not  larger  than  what  is  required  for  the 
purpose,  they  can  often  be  successfully  replaced  by  smaller  ones 
m  a  comparatively  short  time.  They  allow  of  local  medication, 
they  do  not  interfere  with  the  married  life,  and  with  a  very  little 
education  the  patient  can  withdraw,  clean,  and  replace  them.  I 
regret  exceedingly  that  I  cannot  see  eye  to  eye  on  wiis  point  with 
so  competent  an  observer  as  Bantock  {The  Use  and  Abuse  of  Pes- 
sarieSy  2nd  ed.,  1884).  If  it  is  found,  as  sometimes  happen,  that 
the  uterus  tends  to  dip  much  within  their  circle,  this  can  be  pre- 
vented by  adapting  a  thin  perforated  dikphram  of  india-rnbber 
(fig.  109).  As  we  shall  see  shortly,  these  watch-epring  pessaries 
are  often  of  great  use  in  retroversion,  with  or  without  prola^, 
and  I  have  formerly  referred  to  their  use  in  the  case  of  uterine 
hypertrophy  or  fibroid  tumours.  If  sufficiently  elastic,  and 
rightly  fitted,  they  produce  vaginal  irritation  and  leucorrhcea 
only  in  those  cases  where  every  form  of  pessary  b  resented  aud 
contra-indicated.  Digitized  by  C^OOg le 
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Next  to  elastic  rings,  we  may  place,  as  suitable  pessaries  for  ptire 
prolapse,  the  elastic  wills,  or  pear-shaped  india-rubber  instruments, 
faniished  with  a  tube  and  stopcock,  whereby  the  patient  can  her- 
self inflate  them  with  an  air  syringe — Gabriel's  pessary — (fig.  140). 
I  cannot  recommend 
them  in  the  earlier 
stages  of  prolapse, 
but  when  the  vaginal 
walls  are  irrepressi- 
ble, or  in  the  prolapse 
of  old  age,  or  during 
early  pregnancy  com- 
plicate with  pro- 
lapse, they  are  often 
most  serviceable.    It        ^    ...    ^  „  ,«  „ 

is  better  to  insert  the  ^*-  Wl.-The  Roeer  and  Sc*n«,nl  Hysterophor. 

inflating  tube  at  the  base  of  the  pessary,  when  pear-shaped  rather 
than  at  its  apex,  so  that  the  former  will  lie  lower ;  the  bearing  of 
this  on  prolapsed  vagina  must  be  obvious. 

We  must  next  mention  a  totally  diflTerent  type  of  prolapse 
pessary,  that  which  depends  for  its  support  and  retention,  notjjon 


Fio.  142.— Barnes's  GatU  Percha  Stem, 
with  Bands. 


Fio. 


148.— Dnffln's  Pessary 
for  Prolapse* 


the  grasp  it  may  have,  however  elastic,  on  the  vaginal  wall,  but 
on  some  kind  of  stem*depending  from  it,'which  is  'secured  by  a 
belt  or  other  iiie^ns  to  the  bod^  of  the  patient    One  of  the  best)Qle 
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144.— Whitehead's  modiflcatiOD  of  Simpson's 
Pessary. 


known  of  these  on  the  Continent,  and  apparently  in  America,  is 

the  "  hysterophor  "  of 
Roser,  or  its  modifica- 
tions by  Scanzoni  (fig. 
141)  and  Lazarewitscn. 
It  consists  of  a  ball, 
large  enough  to  support 
the  uterus  without  dis- 
tending the  vagina,  at- 
tached to  a  curved  arm 
of  spring  material.  The 
upper  end  of  the  outer 
shank  of  this  arm  is 
connected  with  an  ex- 
ternal pad  and  belt. 
The  flexibility  or  spring 
of  the  supporting  arm 
must  be  varied  with 
every  case.  Other  glo- 
bular or  cup-shaped 
supports  have  their  stems  supported  by  a  more  or  less  conaplicated 
perineal  band,  attached  also  to  a  belt  before  and  behind.  We  may 
instance  among  these  Barnes's  (fig,  142)  or  Duffin's  (fig.  143), 
which  latter  is  furnished  with  a  ball  and  socket  joint  attached  to 
a  perineal  plate,  supported  again  by  a  perineal  band.     A  little 

practical  experience  is  sufficient  to  dis- 
gust one  with  all  babds  of  il:e  kind, 
which  are  constantly  affected  by  the 
excretions  of  the  rectum,  vagina,  and 
bladder,  and  are  usually  too  expensive 
tor  perpetual  renewal.  Sir  James 
Simpson  adopted  a  very  simple  means 
of  retaining,  by  external  supports,  a 
uterine  pessary.  Unfortunately  he 
used  it  for  intra-uterine  stem  pessaries, 
which,  dangerous  at  any  time,  are  still 
more  so  when  fixed  to  an  unyielding 
support,  but  Whitehead  of  Manchester  very  early  adopted  the 
plan  for  the  support  of  a  vaginal  cup  or  stem  (ng.  144).  The 
figure  explains  itself,  if  we  regard  tne  portion  which  is  to  be 
applied  to  and  fixed  over  the  pubes,  as  made  of  metal  which  can 
be  bent  by  the  practitioner  at  will,  but  which  is  stiff  enough  to 
retain  the  grip. 

A  favourite  pessary  for  prolapse  in  America  seems  to  be  Cutter's. 
It  consists  of  tne  Roser-Scanzoni  bent  stem,  without  its  flexibility 
or  spring.     The  outer  limb  bends  round  the  perineum,  and  is  at- 
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Fig.  145.— Cutter's  Pessary  for 
Prolapsus  Uteri. 
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tached  behind  by  an  elastic  cord  to  an  abdominal  belt;  the 
vaginal  limb  is  famished  with  a  great  variety  of  terminations  of 
hard  material,  which  press  in  front  of  the  uterus  for  anteflexion, 
behind  for  reta'oversion  or  flexion,  or,  as  rings  and  cups,  support 
the  prolapsed  uterus,  or  as  intra-uteriue  stems  straighten  its 
flexions  and  hold  in  normal  position  its  versions  (figs.  146, 160, 
my  My  comparatively  small  experience  of  this  variety  of  pes- 
sary— ^for  I  seidom  consider  an^  kind  of  support  by  a  stem, 
especially  an  inflexible  one,  advisable — is  not  favourable.    They 


Fio.  146.— Clay's  Copper  Wire  FeMaries. 


recall  to  me  too  forcibly  certain  copper  wire  pessaries  without  any 
coating  or  thickening  of  Indian-rubber,  which  I  have  secured  for 
the  Obstetric  Museum  of  Owens  College,  and  which  are  attributed 
to  the  veteran  Manchester  ovariotomist.  Dr.  Charles  Clay  (fiff. 
146).^ 

With  regard  to  all  these  externally-supported  pessaries  for  pro- 
lapse, I  have  come  to  look  upon  them  as  instruments  whose  use  is 
to  be  entirely  deprecated  until  we  are  satisfied  that,  owing  to  the 
age.  of  the  patient,  the  recuperative  and  resilient  powers  of  the 
vagina  and  uteripe  supports  are  no  looffer  to  be  depended  on,  until 
we  are  also  satisfied  that  the  weight  of  the  uterus  cannot  reason- 
ably be  expected  to  be  reduced  by  medicinal  or  other  means,  and 
that  the  repair  of  the  perineum  or  other  surgical  proceedings  dcj^ip 
not  afiord  a  £air  chance  of  keeping  back  the  protrusion.  o 
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I  must  not,  however,  omit  to  mention  a  form  of  instrument 
which  although  it  has  a  downward  projecting  stem,  is  not  depen- 
dent on  that  for  its  action, — Zwanck's  pessary.  This  instrnment 
consists  of  two  lateral  wings,  which  are  easily  approximated  for 

introduction,  but  which,  by  a  stem 

T  furnished  with  a  screw,  can  afterwards 
be  separated  to  any  extent  desired.  It 
has  become  so  well  known  as  to  be 
mentioned  in  almost  every  recent 
gynsecolog' 
a^uainted, 
tions  have  been 


in 
ical  work  with  which  I  am 
a(][uamtea,  and  many  sKght  modifica- 
introduced,  chiefly 
with  a  view  of  cheapening  it  (fig.  14?]. 
When  the  wings  are  expanded  it  is 
simply  an  old-mshioned  solid  plaque, 
with  the  additional  discomfort  of  its 


Ft».  147.  —  ^wanck'B  Pessary, 
cheap  form,  In  Gatta  Percha 
and  Wire,  In  common  nse, 
but  dangerous  on  account  of 
its  lUbUfty  to  break. 


depending  stem,  and  with  no  ^uar- 
rantee  that  it  will  retain  its  position 
with  its  lon^  diameter  from  side  to 
side,  and  resting  on  the  ischial  planee. 
I  cannot  see  how  in  any  way  it  differs 
from  the  old-fashioned  wooden  shelves  or  balls,  except  in  the  mode 
of  introduction  or  removal.  A  former  student  of  this  school  of 
medicine.  Dr.  Barr  of  Bury,  has  modified  it  very  materially.  In- 
stead of  the  stem  and  expanding  screw,  he  has  fixed  upon  it  a  stiff 
Indian-rubber  ring,  which  permits  of  the  approximation  of  the 
wings  for  introduction,  but  compels  their  separation  when  in  situ 
(fig.  148),     He  has  thus  abolished  one  source  of  great  discomfort 

in  its  use,  and  ban  also,  although 
to  a  very  slight  degree,  remedied 
the  inflexible  character  of  its 
lateral  pressure. 

With  regard  to  all  these  pessaries 
for  prolapse  of  the  uterus,  and  those 
which  are  subsequently  mentioned, 
it  will  be  found  that,  although  at 
first  they  may  suit  well,  they  are 
liable  after  a  time  to  become  some- 
what irksome.  They  may  involve 
the  necessity  of  a  change  in  size  or  form  of  th«  pessary ;  but  in 
many  instances,  if  the  patient  can  now  be  persuaded  to  adopt  for 
a  short  time  the  recumbent  position,  or,  in  the  earlier  stages  of 
prolapse,  to  lie  as  much  as  possible  on  the  abdomen,  the  uterus  is 
so  far  relieved  as  to  allow  of  reintroduction,  or  possibly  of  their 
discontinuance. 

Another  point  of  general  importance  is  to  remember  that  th^ 
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Zwanck'B  Pessary. 
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Qtenis  resents  being  lifted  to  too  high  a  level  as  much  as  it  does 
being  allowed  to  drop  too  low.  If  our  pessary  is  not  as  com- 
fortable as  it  might  be,  it  is  well  to  see  whether  it  does  not  lift 
the  ntems  too  high.  In  fiEtct,  the  insertion  of  a  proper  pessary  U 
an  act  requiring  time  and  study  of  the  individual  ci^se.  It  is  pos- 
sible to  fit  an  army  with  contract  boots,  and  has  to  be  done,  out 
in  using  pessaries  the  dentist  rather  than  the  army  contractor 
must  be  our  model. 

b.  Treatment  of  Prolapse  with  AnteTendon,  Betn^ezion, 
&C. — So  fer,  we  have  spoken  of  prolapse  as  if  it  were  merely  a 
descent  of  the  uterus,  ignoring,  as  in  old-standing  cases  we  are 
often,  compelled  to  do,  the  fact  that  anteversion  or  retroflexion  is 
often  a  prominent  feature  at  its  commencement,  and  that  retro- 
version oi:  retroflexion  usually  accompanies  its  later  stages.  Its 
successful  treatment  by  artificial  supports  will,  in  cases  where 
these  conditions  predominate,  be  therefore  best  attained  by  those 
means  which  at  the  same  time  remedy  the  anterior  or  posterior 
displacement.  If  at  the  commencement  we  can  in  any  way  raise 
up  a  heavy,  sub-involuted,  or  chronically  inflamed  fand  at  the 
same  time  anteverted)  uterus,  we  may  check  the  first  oeginnings 
of  its  prolapse,  and  we  may  promote  its 
rapid  decrease  in  size.  Emmet  lays  great 
stress  upon  this,  although  he  unfortunately 
gives  us  little  encouragement  as  to  how  it 
is  to  be  done.  On  the  contrary,  he  says : 
— "Retroversion and  prolapse  are  the  only 
forms  of  displacement  for  the  correction  of 
which  we  possess  any  reliable,  or,  as  a 
rule  safe^  mechanical  means."  I  believe, 
however,    that  the    use    of  the  flexible      «,^   -^    w^wm*.  rw«i 

.,         ^.  ,  ,  ^  ..^,  .  FIG.    14v.— Hewitt's   UT»1 

watch-spring  ring  is  of  service  in  ,thlS  as  Lever  Pessary. 

in  other  displacements,  while  other  means 

are  being  uaed  for  diminishing  uterine  engorgement;  and  I^  have 
not  entirely  lost  faith,  in  occabional  and  exceptional  cases,  in  the 
pessaries  afterwards  to  be  mentioned  as  of  service  in  anteflexion,  . 
although  I  cannot  attach  the  same  value  to  them  which  their 
inventors,  Schulz,  Fowler,  Hewitt,  Thomas,  and  others  seem  to 
do.  The  retroversion  or  retroflexion  of  prolapse  is  a  totally  dif- 
ferent matter.  It  may  be  the  original  cause  of  the  prolapse,  or 
it  may  only  be  acquired  in  the  descent ;  but  whichever  may  be 
the  case,  a  well-fitted  retroversion  pessary  is  often  the  surest 
means  of  curing  or  relieving  the  prolapse.  In  such  cases,  one  or  * 
other  of  the  various  forms  of  the  Hodge  pessary  is  generally  the 
surest  method  of  preventing  the  prompse,  while  it  is  the  only 
certain  mechanical  method  of  treating  the  retroversion.  Its 
rigidity  even  may  become  ax\  ^vafttage  by    preventing    the 

Digitized  by  VjOOQIC 


380        PROLAPSE   IN*  COMBINATION   WITH   RETEOVBRSION,   ETC. 


tendency  of  the  .vaginal  wall  to  become  everted.  Qalabin, 
Schroeder,  Hewitt,  and  others  have  so  far  modified  it  as  to  take 
the  ring  of  coated  copper  wire,  of  which  it  is  itself  only  a  devel- 
opment, and  to  make  of  it  an  oval,  with  a  single  curve.  This  is 
reproduced  in  thicker  and  less  flexible  material  (figs.  149,  150), 
and  will  sometimes  be  found  to  be  a  very  useful  pessary  -in  pro- 
lapse complicated  with  retroflexion  or  version.  The  elastic  watch- 
spring  ring  will,  however,  be  found  very  often  to  assume  almost 
the  same  position  and  function.  The  tendency  to  protrusion  of 
the  vaginal  wall  is  also  met,  in  the  case  of  the  Hodge  pessary,  by 
the  bars  with  which  it  is  sometimes  furnished  (fig.  151)  ;  and  in 
the  case  of  the  elastic  ring  pessaries  the  diaphragm  partially 
fulfils  the  same  purpose.  I  have  frequently  found  protrusion  of 
this  kind  to  be  benefited  by  taking  a  long  flayfair's  or  Thomas's 


Fig.  150.— Galabln's  Oval  Lever  Pessary  ; 
Position  when  in  titUy  the  patient's 
face  towards  the  reader's  right, 


Pio.  151.— Greenhalgh's  modi- 
fication of  Hodge's  Pes- 
sary. The  broader  end 
used  lower,  and  furnished 
with  Bars  to  prevent  Pro- 
lapsus VaginsB. 


ante  version  pessary,  and  using  it  upside  down  as  a  Hodge  (fig. 
152).  The  sprinff,  which  is  intended  to  keep  one  bar  in  front  of, 
and  the  other  behind,  the  cervix  uteri,  and  anteversion,  is  found 
to  act  beneficially  on  the  vaginal  walls,  especially  the  posterior 
one.  The  same  result  may  oe  arrived  at  by  using  a  very  long 
Hodge,  and  bending  back  the  lower  end  so  as  to  bring  it  up 
parallel  with  the  main  body.  As  far  as  I  understand  him,  the 
same  idea  seems  to  have  occurred  to  Emmet  (op.  crt.,  p.  876).  For 
prolapse  of  the  anterior  vaginal  wall,  especially  of  its  lower  part, 
as  well  as  for  prolapse  of  the  urethra,  Skene's  pessary  (fig.  153)  is 
often  highly  effective. 

To  sum  up  the  whole  subject  of  mechanical  supports  in 
uterine  and  vaginal  prolapse,  1  would  sav  that  tney  not 
only  play  a  very  important  and  useful  m<?,  but  also  that 
they  may  do  very  much  to  alleviate  human  suffering,  and 
even  to  cure  the  disease  entirely.    In  minor  cases  an  attempt 
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should  always  be  made  to  do  without  mechanical  support, 
although  experience  of  hospital  out-patients  must  often  com- 
pel us  to  modify  this  dictum.  Best,  local  astringents,  and  the 
treatment  of  uterine  hypersemia,  must  precede  mechanical  treat- 
ment, and  may  be  expected  to  obviate  it.  When  these  cannot  be 
fully  carried  out,  or  fail  to  eflect,  mechanical  support  must  be 
applied  as  an  adjuvant,  or,  in  too  many  instances,  as  the  sole  re- 
sort. If  the  retroversion  or  anteversion  exist  in  any  marked 
degree,  treat  them  rather  than  the  prolapse.    If  the  prolapse 


Fig.  152.— Anteversion  Pessary.  Fio.  153.— Skene's  Pessary  for 

Play  fair's  modified.    Occa-  Cystocele. 

Bionally  useful  in  Prolap. 
sas  Vaginae  when  nsed  with 
the  doable  bars  downwards. 

predominates,  or  is  the  sole  affection,  use  only  elastic  and  intra- 
vaginal  pessaries,  especially  the  watch-spring  ring,  with  or  with- 
out diaphragm.  If  driven  to  use  external  supports,  use  those 
only  which  are  elastic  and  resilient.  Never  use  solid  lumps  of 
hard  n^aterial,  however  scientifically  shaped,  except  in  the  cases 
of  old  women  whose  days  are  nearly  run  out,  who  cannot  well  be 
injured  by  the  necessity  of  using  larger  instruments  in  the  future, 
and  who  ought  not  to  be  subjected  to  plastic  operations  which 
•  can,  in  their  case,  only  interest  a  clinical  class. 

Anteflexion. 

The  treatment  of  anteflexion  by  pessaries  is  eminently  unsatis- 
factory. The  mechanical  necessities  of  the  case  are  obvious 
enough,  but,  unfortunately,  it  is  too  often  impossible  to  fulfil 
them  at  all,  or  without  considerable  danger.  Two  leading  ideas 
predominate.  According  to  the  one,  we  ibust  find  some  kind  of 
instrument  which  will  obtain  a  secure  hold  within  or  outside  of 
the  vagina,  while  some  portion  of  it,  projecting  above  and  in  front 
of  the  rest,  presses  upwards  into  the  anterior  vaginal  fornix,  in 
front  of  the  cervix,  and  holds  up  the  superincumbent  fundus 
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uteri,  previously  elevated  as  much  as  possible  by  sound  or  bi- 
manual manipulation.  According  to  tne  other,  we  must  intro- 
duce something  into  the  uterine  cavity  which,  by  its  stiffness,  will 
compel  the  bent  uterine  canal  to  remain  straight.  It  is  assumed, 
of  course,  that  all  possible  care  is  taken  previously  or  simulta- 
neously to  remove  all '  ascertainable  pressure  on  the  uterus,  all 

undue  weignt  of  the  organ,  and  all 
dragging  upon  it  by  a  prolapsed  vagi- 
nal wall.  I  will  simply  mention  a  few 
of  each  of  these  types  of  pessary  which 
have  obtained  most  general  acceptance, 
and  then  endeavour  to  appreciate  their 
value. 

Among  those  which  aim  at  obtaining 
an  intra-vaginal  support,  probably  the 
most  generally  known  is  that  of  Graily 
Hewitt.  The  wide  reputation  of  the 
inventor,  and  the,  extreme  attention  he 
has  given  to  the  subject  of  uterine  dis- 
placement, have  ensured  this.  Fig.  154 
shows  the  instrument  in  its  original 
form,  as  made  out  of  a  simple  copper 
ring  covered  with  india-rubber,  and 
placed  in  situ.  Fig.  155  shows  the 
modification  it  assumes  when  made  of 
vulcanite.  The  next  in  order  is  Thomas's  (fig.  156) — that  at  any 
rate  which  is  most  widely  knoWn  as  his.  It  consists  of  a  Hodge 
pessary  with  ati  anterior  projection  which  opens  forwards  by  a 


9.r/£MANN-00. 


Fig.  154— Hewitt's  Cradle  Pes- 
sarj  for  Anteflexion,  in  tUu, 


Fiu.  155.— Volcanlte  modification  of  Hew- 
itt's Cradle  Pessary.  The  space  between 
the  supporting  kneet  Is  filled  up. 


Fig.  156.— Thomas's  Anterersion  and 
Antefiezion  Pessary,  original  form. 


spring.    This  can  be  closed  during:  introduction,  and  afterwards 

f)rotrudes  upwards  into  the  hnterior  vaginal  fornix.    He  has  of 
ate  years  considerably  modined  this,  the  new  form  being  shown 
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in  fig.  157.  Gkilabin  has  introdooed  a  very  popular  iDstrumeiit 
(fie.  158).  The  thicker  portion  lies  in  front  of  the  cervix.  Fow- 
lers pessary  (fig.  159)  seems  also  to  be  very  extensively  used  in 
America  and  England,  although  I  confess  to  having  only  very 
imperfectlv  tested  its  action. 

Of  anteflexion  pessaries  whicd  depend  for  support  on  external 
means,  I  need  only  refer  to  Cutter's  (fig.  160j.  The  summit  is, 
of  course,  placed  in  front  of  the  cervix,  and  there  it  is  supposed 
to  remain.    The  prolapse  modification  has  already  been  shown. 

Of  intra-uterine  stem  pessaries,  as  they  are  termed,  I  must  first 
mention  Simpson's  (fig.  102).    Its  stem  is  composed,  half  of  cop- 

Cr  and  half  of  zinc,  and  it  terminates  in  a  bulb  which  is  pierced 
low,  so  that  it  admits  a  small  sound  for  the  purpose  of  introduc- 
tion. Barnes's  stem  pessary  (fig.  108)  also  combines  the  copper 
and  zinc  in  the  alternate  spirals,  and  is  therefore  much  more  flex- 
ible.   I  should  also  mention  here  Meadows's  glass  seem  (fig.  99), 

B 


Fig.  157.— Thomas's  Anteyenlon  and  Anteflexion  Pessary,  latest  form. 
A,  shows  the  instniment.    B,  a  somewhat  earlier  form,  in  tUu, 


to  which  I  have  often  referred  as  useful  for  maintaining  the 
patency  of  the  cervical  canal  after  operations.  In  order  to  obviate 
the  tendency  of  these  instruments  to  slip  out,  expansile  stems 
have  been  introduced  by  Chambers,  Routh,  Greenhaigh,  Boulton, 
and  others.  Fig.  162  shows  the  vulcanite  pessary  of  Chambers 
with  the  ingenious  instrument  for  its  introduction.  In  order  to 
obviate  the  same  danger,  and  also  to  avoid  unnecessary  and  some- 
times dangerous  inflexibility,  Greenhaigh  has  introduced  a  stem 
pessary  (fis.  162)  of  India-rubber,  the  expansion  at  the  inner  end 
of  which  aisappears  when  it  is  being  introduced  on  a  probe,  but 
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returns  when  the  probe  is  withdrawn.  I  have  had  this  modified 
by  Mr.  Wood,  of  Manchester,  by  the  introduction  of  less  than  an 
inch  of  metal  tubing  about  the  centre,  thereby  obtaining  complete 
stiffness  at  the  point  where  it  is  wanted.     The  instrument  gcner- 


Fio.  158.— Galabin's  Anteveraion 
Pessary. 


Fig.  159.— Fowler's  Anteveraion 
Pessary. 


ally  sold  as  Greenhalgh*s  is  more  suited  in  size  to  a  bovine  than  a 
human  uterus,  but  it  can  be  had,  if  insisted  on,  of  reasonable  di- 
mensions. Finally,  these  stem  pessaries  are  to  be  met  with,  com- 
bined in  various  ways  with  intra-vaginal  instruments,  to  assure 
their  retention,  and  to  combine  the  effect  of  thetwo.  Hewitt's  (tig. 
168)  and  Wynn  Williams's  (fig.  164)  may  be  instanced.  They  are 
used  also  for  retrofiexious. 

As  regards  the  first-class  of  pessaries, 
those  with  intra-vaginal  support,  and 
aiming  at  the  direct  elevation  of  the 
anteflected  fundus  uteri,  there  is  oue 
great  objection,  viz.,  that  they  cannot 
airectly  hold  up  the  organ,  unless  so 
tightly  held  by  the  vagina,  and  so  se- 
cured in  their  position,  that  they  can 
hardly  be  borne  by  the  patient.  This 
applies,  I  am  sure,  to  Hewitt's,  Thomas's 
1  am  borne  out  in   this   objection  by 


Fig.  160.— Cutter's  Anteversion 
Pessary. 

Galabin's,  and  the  rest 


Fig.  161. — Chambera's  Intra-uterine  Stem  Pessary  for  the  Uterine  Flexions, 
with  introducer. 
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many  of  oar  formost  gynfficologists,  but  the  objection  does  not 
lead  me,  with  many  of  these  writers  (Schultze,  for  instance)  to 
entirely  reject  the  instruments.  I  have  fairly  tried  most  of  them, 
and  have  not,  as  Thomas  suggests  may  be  the  case  with  doubters, 
used  them  upside  down.  Occasionally  I  have  found  relief  ensue 
from  the  use  of  Hewitt's,  Thomas's,  and  . 
Galabin's  instruments,  but  generally  I 
have  found  that  they  either  failed  to  re- 
main in  the  desirea  position,  or  gave 
rise  to  too  much  irritation  to  be  borne, 
or  were  simply  inert.  Only  in  the  cases 
where  they  were  unbearable  could  I  sat- 
isfy myself  that  they  made  any  direct 
pressure  on  the  anteflected  fundus.  I 
feel  driven  to  the  conclusion,  therefore, 
that  their  action,  when  successful,  de- 
pends on  some  dijflferent  principle  from 
that  generally  assumed,  and  I  more  than 
suspect  that  they  act  mainly  by  pushing 
forwards  the  upper  part  of  the  vagina, 
thereby  pulling  forwards  the  cervix 
uteri,  and  so  lifting;  up  the  fundus.  When  anteflexion  is  very 
complete,  this  will  have  little  or  no  effect  upon  it,  but  if  the 
uterus  has  a  certain 
amount  of  stijBFness 
in  its  anterior  wall, 
the  fundus  is  lifted 
up,  the  moderately 
distended  bladder 
rets  in  front  oi  and 


Fig.  162.— GreeQhalffh'sIndla- 
Rubber  Stem  Pessary. 


get 

below  it,  and  helps 


to  complete  the  ef- 
fect. W  hether  this 
explanation  is  cor- 
rect or  not,  it  has 
led  me  to  try  the  ef- 
fect of  the  simple 
watch-spring  ring, 
with  its  upper  eud 
guided  to  the  front 
of  the  cervix,  and  of 
an  ordinary  Hodge 
pessary,  with  its  convexity  in  the  usual  direction  backwards,  but 
with  its  upper  bar  in  front  of  the  cervix,  and  I  think  I  have  ob- 
tained better  results  in  this  way  than  I  formerly  did  from  any 
of  the  pessaries  specially  intended  for  anterior  displacements.     In 
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treatinjg  of  the  Hodge  pessary,  I  will  refer  to  this  matter  again, 
but  I  have  been  recently  much  struck  with  the  fact  that  both 
Schultze  and  Marion  Sims  have,  each  independently,  modified  the 
Hodge  pessary  for  retroversion  in  such  a  way  that  it  becomes, 
to  all  intents  and  purposes,  a  lar^e  Graily  Hewitt's  pessary  turned 
the  wrong  way  foraraws ;  and  in  both  cases  the  good  effects  are 
attributed  to  the  dragging  back  of  the  cervix  by  pressure  back- 
wards on  the  vagina.  I  fancy  that  a  good  many  of  our  modem 
modifications  ot  the  ring  pessarv  would  be  the  better  of  a  little 
study  in  positions  other  than  those  intended,  and  that  a  great 
deal  of  simplification  and  a  little  more  certainty  might  thus  he  ar- 
rived at 

I  have  only  mentioned  Cutter's  anteflexion  pessary  as  one  hav- 
ing external  support,  and  supposed  to  press  up  the  anteflexed  fun- 
dus, and,  in  the  face  of  the  general  good  opinion  of  it  which  most 
American  practitioners  seem  to  entertain,  I  dare  hardly  urge  the 
disadvantages  which  it  seems  to  me  to  possess.  It  can  do  no  good 
unless  it  is  very  firmly  tied  up  to  the  waist  Without  that  it 
cannot  support  the  fundus  or  stretch  the  anterior  vaginal  fornix, 
unless  the  patient  walks  most  warily.  If  too  firmly  tied,  it  may 
do  incalculable  mischief ;  if  too  laxly,  it  may  press  in  front  to- 
day and  behind  to-morrow.  If  I  were  compelled  to  use  it,  I 
should  bend  its  upper  extremity  very  much  forwards,  and  trust 
to  its  retaining  its  anterior  position,  owing  to  this  bend  making 
it  more  diflicult  to  turn  round,  and  I  would  look  to  its  acting-in 
the  same  manner  as  the  preceding  pessaries,  as  a  lever,  with  the 
weight  at  the  fundus,  its  power  exerted  through 
vaginal  tension  on  the  cervix,  and  its  fulcrum 
somewhere  intermediate. 

Cautions  and  Precautions. — ^The  intra-uterine 
stem  pessary,  if  we  had  to  deal  with  d^d  portions 
of  a  living  patient,  would  furnish  us  with  every 
requisite  for  the  mechanical  treatment  of  a  flexed 
uterus.  Onl^  insinuate  a  straight  rod  into  a  bent 
uterus,  and  it  also  becomes  straight,  and  thus  by 
pulling  or  pushing  the  lower  end  of  the  straight 
rod  the  inclination  or  version  of  the  whole  organ 
can  be  made  and  retained  just  as  we  think  theoreti- 
cally right  But  the  uterus  is  alive,  and  in  many 
cases,  although  fewer  than  one  might  suppose,  re- 
sents this  sort  of  treatment ;  and  its  resentment 
leads  to  endo-metritis,  pelvic  cellulitis,  or  various 
nervous  sympathies.  Hence  the  great  differences 
that  exist  between  various  authorities  as  to  the 
danger  or  utility  of  intra-uterine  stems.  Schroeder, 
for  instance,  advocates  their   use,  in   preference  to  that  of  the 
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Vaginal  Sup- 
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of  the  Introdu- 
cer is  seen  be- 
low. 
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sound,  for  mere  reposition,  and  for  permaivent  wear  in  many  in- 
stances.   Emmett,  on  the  other  hand,  says  they  are  only  hurtfal 
and  irrational,  no  tolerance  is  eyer  really  established,  and  their 
use  is  to  be  compared  to  a  similar  treatment  of  chordee  by  a 
straight  rod.    It  is  more  pleasant  to  refer  to  foreign  than  to  natiye 
extremes  of  opinion  on  this  point,  although  the  latter  would  not 
be  difficult  to  quote.    Simpson^s  and  Barnes's  galyanic  instru- 
ments are  intended  to  stimulate    the  undeyeloped    uterus  to 
further  deyelopment  and  growth.    In  the  absence  of  other  agents 
for  the  purpose,  I  will  not  say  that  they  are  neyer  permissive  or 
useful  in  this  way,  but  they  demand  extreme  caution.  They  should 
neyer  be  long  enough  to  touch  the  fundus.    The  uterus  must 
be  preyiously  ascertained  by  the  sound  to  be  insusceptible  to  irri- 
tation, and  the  instrument  should  be  furnished  with  a  cord  by 
which  the  patient  can  withdraw  it  on  the  occurrence  of  any  pain 
or  discomfort    It  should  be  remoyed  during  menstruation.    The 
hard  expanding  stems  are  still  more  liable  to  cause  inflammatory 
results  by  their  pressure  on  the  uterine  walls,  and  before  usinff 
them  it  would  be  well  to  try  whether  a  small  elastic  ring  with 
diaphragm  will    not  insure  the  retention  of  the  simple  stem. 
Greenhalfirh  has  published  some  remarkable  curatiye  results  from 
the  use  of  his  india-rubber  stems,  results  which  are  hardly  borne 
out  in  the  practice  of  others.    I  haye  frequently  seen  the  stiffest 
and  most  resilient  of  them  completely  doubled  up  by  a  uterus 
with  strong  tendency  to  anteflexion,  but  neyertheless  I  haye  occa- 
sionally seen  them  remedy  the  dysmenorrhoea  of  anteflexion  yery 
remarkably,  and  with  no  untoward  results.    I  do  not  think  that 
the  most  ingenious  combinations  of  st^ms,  and  Hodge  or  ring 
p^saries  in  one,  will  eyer  become  popular,  although  I  greatly  ad- 
mire the  skill  which  has  been  shown  in  the  production  of  many  of 
them. 

To  sum  up  the  question  of  the  use  of  pessaries  in  anteflexion. 
In  the  congenital  form,  without  dysmenorrhoea,  it  is  adyisable  to 
ayoid  their  use  entirely.  In  the  same  form,  with  marked  dys- 
menorrhoea, try  fairly  what  can  be  done  by  dilatation  by  gradua- 
ted sounds  alone.  iJf  its  effects  are  transient,  before  haying  re- 
course to  incision  of  the  ceryix,  try  tentatiyely  a  Hewitt  s  or 
Gkklabin's  pessary,  or  try  first  the  elastic  ring  or  the  Hodg^,  as  I 
hayeadyised  aboye.  Failing  to  remoye  the  symptoms  in  this- 
way,  the  yery  careful  use  of  a  stem,  Greenhalgh's  oy  preference, 
with  the  modification  suggested  aboye,  is  perfectly  allowable,  if 
the  practitioner  bears  in  mind  the  necessity  for  incessant  watch- 
fulness. The  free  incision  of  the  ceryix  may  then  be  had  recourse 
to,  although  in  many  cases  the  practitioner  of  considerable  special 
experience  will  probabljr  proceed  to  this  at  an  earlier  stage. 
In  anteflexions  occurring  later  in  life  and  after  pr^nancy,  the 
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general  treatment  of  uterine  congeBtion  or  hypertrophy  is  the 
main  resource.  Incisions  or  dilatations  of  the  cervix  are  of  little 
avail,  the  flexions  being  generally  corporeal ;  and  the  elastic  ring 
support  or  tUe  appropriate  abdominal  belt  are  mainly  reliable,  as 
aids  duriag  the  time  while  the  effects  of  sub-involution,  chronic 
metritis,  or  congestion  are  being  combated. 

Anteversion. 

In  accordance  with  what  we  have  already  seen  as  to  the  causa- 
tion and  treatment  of  anteversion,  there  is  little  or  nothing  to  be 
said  about  special  pessaries  for  this  affection.  Stem  pessaries  are 
useless  or  may  be  hurtful,  and  while  steps  are  being  taken  to  re- 
move the  congestion,  hypertrophy,  or  morbid  growth  which  is 
the  cause  of  the  anteversion,  the  supports  found  useful  in  ante- 
flexion, especially  those  mentioned  m  the  last  paragraph,  will  be 
found  to  aid  in  the  process,  to  relieve  hypersemia,  and  to  mitigate 
the  difficulty  of  locomotion,  which  is  sometimes  a  noticeable 
feature. 

Retroversion  and  Retroflexion. 

The  treatment  of  backward  displacements  by  pessarv  is  much 
more  satisfactory  than  that  of  those  which  are  forwaras.  Of  all 
the  appliances  which  are  used  for  this  purpose,  the  pessary  of 
Hodge,  of  Philadelphia  (fig.  166),  or  some  modification  of  it,  is 

the  most  generally  effee 


Fio.  165.~Hodge's  Lever  Pessary  for  Posterior 
Displacements  (from  his  original  work).  A, 
front  view ;  B,  profile. 


tive.  I  shall,  therefore, 
mention  its  mode  of  ac- 
tion somewhat  fully,  and 
refer  to  several  of  its 
modifications.  It  is  now 
tobe  had  in  all  sorts  of 
material.  Gutta-percha 
is  very  objectionable  and 
liable  to  crack ;  copper  or 
other  flexible  wire,  cov- 
ered with  a  thick  coating 
of  India  rubber,  is  by  far 
the  most  easily  moulded 
to  suit  any  particular  case, 
aesid 


the  great  desideratum  be 
ing  to  have  a  rather  thick 
coating  of  good  material, 
, .     ^.        ^  ^  ,  ^  and  to  have  the  requisite 

combmation  of  firmness  and  flexibility  in  the  wire.     Good  india- 
rubber  does  not,  as  some  assert,  tend  to  produce  fYasimtjB  or 
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foetid  diachargee ;  it  turns  white  in  a  short  time,  but  any  evil  ef- 
fects are  due  to  errors  in  shape  or  size  of  the  pessary,  or  to 
tie  neglect  of  the  reeular  injections  required  with  «11  pessaries. 
The  instrument  should  be  easily  moulded  into  any  form  by  the 
fingers,  and  yet  should  have  firmness  enough  to  resist  bending 
during  introduction.  I  nearly  always  use  this  material  for  the 
first  tentative  pessary,  and  when  a  good  specimen  is  met  with,  I 
should  advise  the  practitioner  to  make  a  note  of  the  maker  and 
to  see  that  he  is  in  future  supplied  with  the  same  material.  Hard 
polished  vulcanite  is  somewhat  cleaner  for  wear,  as  is  also  the 
newer  material  commonly  called  cellulite.  But  a  spirit  lamp  or 
a  sand-bath  are  required  to  soften  these  sufficiently  for  moulding. 
Block-tin,  or  other  pliable  metal,  possesses  some  of  the  advanta^ 
^es  of  each  kind  ;  it  can  be  moulded  by  the  fingers,  and  is  not 
very  corrosible.  On  the  whole,  however,  I  prefer  to  use  the 
india-rubber  instrument  whenever  I  have  not  at  hand  a  perfectly 
suitable  vulcanite  one,  or  wherever  there  is  the  least  difficulty  in 
adjustment.  Having,  perhaps  after  several  remouldings,  suc- 
ceeded in  obtaining  a  perfect  fit,  it  is  possible  to  mould  a  vulcanite 
one  into  the  ^me  form  or  to  get  a  surgical  instrument  maker  to 
do  so,  either  from  a  drawing  or  from  the  wire  pessary.  To  all 
those  who  are  engaged  in  country  practice,  or  wno  have  a  good 
deal  of  gynsBcological  work,  I  would  tender  the  advice  to  pro- 
vide themselves  with  a  good  supply  of  simple  circlets  of  wire- 
robber  of  various  sizes.  If  the  practitioner  only  knows  sufficient 
of  the  subject,  he  can,  out  of  these,  make  for  himself  nearly  90 
per  cent,  of  the  pessaries  he  will  ever  require.  A  squeeze  into  the 
oval  form,  and  a  slight  bent  on  its  long  axis  gives  him  Hewitt's 
prolapse  pessary  (fig.  149).  A  little  compreission  of  one  end  of 
the  oval  and  a  more  or  less  sigmoid  curve  ^ives  him  not  only  a 
Hodge,  but  almost  every  variety  of  the  Hoage.  Graily  Hewitt's 
anteflexion  pessary  (fig.  154)  is  easily  formed,  by  one  who  knows 
it,  out  of  such  a  nng,  and  an  ingenious  man  can,  by  slight  indent- 
ations of  the  surface,  create  not  mefficient  substitues  for  the  cross 
bars  of  some  forms  of  Hodge,  and  by  a  little  gutta-percha  can 
imitate  the  thickened  portions  of  others.  A  skilled  gynaecologist, 
with  a  few  of  these  and  a  few  soft  watch-spring  rings,  can  do 
infinitely  more  to  relieve  suffering  than  a  mere  pedant  can  with  a 
lai^e  army  of  special  pessaries. 
The  Hodge  pessary  does  not  always  act  on  precisely  the  same 

f)rinciple.  Occasionally  it  is  used  as  an  unyielding  support,  its 
ower  end  pressing  pretty  firmly  against  the  anterior  wall  of  the 
vagina,  or  against  the  adjacent  bonjr  structures.  Its  upper  end  or 
bar  is  thus  pressed  into  the  posterior  vaginal  fornix,  not  to  bear 
up  the  fundus,  as  is  erroneously  supposed,  but  to  draw  back  the  . 
cervix,  and  so  to  act  by  leverage  in  raising  the  fundus,  the  powi£^^ 
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acting  by  traction  on  the  cervix  uteri,  the  weight  being  at  the 
fdndns,  and  the  fulcrum  between,  as  with  anteversion  pessaries. 
The  lever,  like  all  levers,  is  freely  movable,  but  the  leverage  is  in 
the  uterus,  while  the  pessary  is  fixed.  This  is,  however,  by  no 
means  the  most  common  nor  the  most  desirable  action  of  the 
Hodge  pessary.  It  has  all  the  disadvantages  of  the  hardest 
pessaries,  as  explained  under  the  heading  of  prolapse.  Oocassion- 
ally,  and  temporarily,  it  may  be  necessary,  but  should  always  be 
avoided  where  possible.  The  most  valuable  use  of  the  Hodge  is 
as  a  lever  in  itself.  The  lower  end  is  free  to  ascend  or  descend, 
the  centre  clings  to  the  vaginal  walls  laterally,  but  without  undue 

Eressure,  and  the  upper  end  plays  in  the  posterior  vaginal  fornix. 
Q  standing  or  in  inspiration,  the  weight  of  the  abdominal  con- 
tents presses  downwards  and  backwards,  and  causes  the  lower 
end  of  the  pessary — the  power — to  descend.  Through  the  ful- 
crum, somewhere  towards  the  centre  of  the  pessary,  &e  weight, 


Fie.  166.— Hodge's   Lever   Pes- 
sary In  «{(u. 


Fio.  167.— Thomas's  Ret- 
roflexion Pessary. 


that  is,  the  parts  resting  on  the  upper  end,  is  raised,  thus  the 
the  posterior  vaginal  fornix  is  pushed  upwards,  and  the  uterine 
leverage  comes  into  play  secondarily,  not  from  a  hard  and  fixed 
pressure,  but  from  a  lever  spring,  as  elastic  as  that  of  the  beat  of 
carriages. 

A  Hodge  pessary  used  thus  hangs  as  in  fig.  166.  Bear  ever  in 
mind  that  this  is  the  true  use  of  the  instrument,  and  that  to  use 
it  as  a  firmly  fixed  support,  although  rarely  it  is  necessary,,  is 
much  less  Scientific. 

But  various  circumstances  compel  us  to  modify  the  Hodge  pes- 
sary, or  render  its  use  unfruitful.    The  posterior  vagnaJ   fornix 
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maj  be  so  small  that  a  swinging  pessary  will  not  remain  with- 
in it.  A  temporary  nse  of  the  fixed  Hodge,  or  temporary  packing 
of  the  vagina  with  pledgets  of  cotton,  well  directed  backwards, 
or  the  use  of  a  watch-spring  ring,  will  often  amend  this  con- 
dition of  matters,  and  distend  the  fornix  so  as  to  allow  of  the 
proper  use  of  the  Hodge.  Those  who  look  upon  the  spring  pes- 
sary as  very  apt  in  this  way  to  cause  ulceration,  must  either 
have  used  it  much  too  large  or  cannot  have  had  the  extremely 
flexible  instruments  whish  are  now  universally  obtainable.  They 
are  as  soft  and  yielding  as  an  air-inflated  pessary. 

A^in  adhesions  may  exist,  which,  although  they  admit  of 
considerable  reposition  of  the  uterus,  drae  it  back  aeain  so  as 
to  resent  the  presence  of  the  pessary,  or  push  it  out  of  uie  fornix. 
Here,  again,  a  spring  ring  oi  small  size  may  be  borne,  and  may 
slowly  overcome  the  adhesions,  or  it  may  be  necessary  to  gradu- 
ally stretch  thein  by  means  of  frequent  packing  with  carefully- 
placed  pledgets  and  tampons.  This  method  wilfsometimes 'safely 
overcome  cohesions  which  did  not  permit  of  reduction  at  all. 

Or,  further,  the  uterus  may  have  such  a  tendency  to  flexion 
that  its  fundus  rolls  over  the  top  of  the  pessary,  which  sinks 
into  the  sulcus  above  it,  and  thus  adds  to  the  uterine  irritation 
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Fie.  168.— Albert  Smith's  modifications  of  Fie.  169.— The  open  Le^er 

Hodge's  Lever  Pessary.  Pessary. 

and  congestion.  This  may  be  overcome  by  making  the  upper  ex- 
tremity thick  and  bulbous,  as  in  Thomas's  instrument  (fig.  167), 
or  Greenhalgh's  where  the  thickening  is  caused  by  an  inflated 
rubber  pad,  or  by  using  Qalabin*s  prolapsus  pessary  (fig.  150), 
with  the  thick  extremity  uppermost. 

Again,  the  lower  portion  of  the  vagina  may  be  contractile  and 
of  good  to^e,  and  puay  resent  the  width  of  the  Hodge  pessary. 
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It  cannot  swing  easily,  but  becomes  a  fixture.  Albert  Smith  first 
recognized  this,  and  compressed  the  lower  end  so  as  to  make  it 
almost  pointed,  while  he  bent  the  tip,  backwards  as  in  fisr.  168. 
M^t  of  the  pessaries  now  sold  as  Hodge's  have  more  or  less  of 
this  useful  modification,  but  there  is  no  advantage  in  pointing  the 
instrument  so  much  as  in  Albert  Smith's.  The  actual  curve  re- 
quired, either  at  the  upper  or  lower  extremity,  can  only  be  deter- 
mined in  each  individual  case. 

But  the  opposite  condition  may  obtain.  The  vagina  mav  be  so 
loose  at  its  lower  end  that  an  ordinary  Hodge  will  invariably  fall 
away.  This  can  be  remedied  in  two  ways.  In  slight  cases  it  may 
suffice  to  broaden  the  lower  end,  or  simply  to  use  the  instrument 
upside  down ;  or  the  lower  end  may  be  made  a  little  wider,  while 
the  lower  bar  is  entirely  cut  away.  Left  in  this  state,  the  open 
lever  pessary,  as  it  is  termed  (fig.  169),  is  a  somewhat  dangerous 
instrument,  its  ends  being  apt  to  perforate  the  vagina ;  but,  well 
coated  with  rubber,  and  closed  by  a  firm  elastic  band  of  the  same, 
containing  no  wire,  it  is  freer  from  this  danger  and  sometimes  use- 
ful, although  it  requires  very  careful  watching. 

Another  circumstance  may  call  for  modification.  The  extreme 
fundus  in  retroflexion  may  be  exceedingly  tender,  and  unable  to 
bear  the  contact  with  the  top  of  Hodge,  or  it  may  be  the  utero- 
sacral  ligaments,  which  exhibit  this  tenderness.  The  former  dit- 
ficulty  may  be  obviated  by  broadening  the  top  bar  and  depres- 
sing its  centre,  so  that  its  pressure  is  bilateral  and  not  median  ;  or 
occasionally  by  the  use ofGreenhalgh's  air-inflated  upper  bar.  When 
the  ligaments  are  tender,  the  top  must,  on  the. contrary,  be  nar- 
rowed. Or  an  adherent  or  prolapsed  ovary,  towards  either  side, 
may  make  the  pressure  insupportable, — a  very  frequent  cause  of 
failure.  Here  we  must  try  what  can  be  done  by  aepressing  one 
corner,  or  otherwise  as  ingenuity  may  suggest. 

Once  more,  the  Hodge  pessary  may  support  the  uterus,   but 
allow  the  vaginal  wall  to  prolapse.     We  have  already  discussed 
this  complication,  but  by  filling  up  the  centre  of  the  pessary  with 
a  thin  India  rubber  diaphragm  (tig.  170),  or  by  crossing  it  with 
bars  (fig.  151),  this  difficulty  may  often  be  over- 
come, though  not  infrequently  it  will  call  for 
other  means  {see  pp.  297,  380). 

I  have  thus  mentione<l  pretty  tuHy  the  varia- 
tions in  the  Hodge  pessary  which  may  be  re- 
quired in  posterior  displacements. 

A  word  as  to  the  mode  of  introduction.     Re- 
position of  the  uterus  must  precede  insertion  of 
the  pessary.  Yet  I  am  surprised  how  often  I  am 
consulted  in  cases  where  I  am  told  a  Hodge  pes- 
*^^***Hodff""^*^**^    sary  does  no  good,  the  practitioner  having  aU 
wuh^pta?!!^    though  making  an  accurate  diagnosis^  us^jt^e 
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pessary  without  any  attempt  at  replacement.  If  introduc- 
tion is  attempted  by  the  hand  alone,  the  instrument  is  held 
by  its  lower  bar  and  introduced  in  the  axis  of  the  vulva,  one 
side  towards  the  pubes,  the  other  towards  the  perineum,  all  pres- 
sure being  made  on  the  latter.  The  forefinger  is  then  passed  be* 
tween  its  sides,  and  when  it  reaches  the  upper  bar  it  must  at  once 
pnsh  it  back  into  the  hollow  of  the  sacrum,  while  it  rotates  the 

whole  insti  ument  so  as  to  accommodate  it 
to  the  lateral  slit  shape  of  the  vagina. 
It  is  thus  carried  behind  the  ceinnx,  and 
into  position,  requiring  only  a  careful 
exammation  to  see  that  it  lies  thus. 
But  the  end  will  sometimes  slip  in  front 
of  the  cervix,  and  has  a  strong  ten- 
dency .  to  do  so.  If  this  happens,  it 
must,  at  the  cost  of  some  pain,  he  with- 
drawn somewhat  by  traction  on  the 
lower  end  with  the  left  forefinger, 
while  the  right,  still  in  the  vagina, 
slips  it  under  and  behind  the  cervix. 
In  the  great  majority  of  cases,  how- 
ever, it  is  preferable  to  introduce  the 
sound  first,  making  sure  of  complete 
reposition ;  and  while  the  sound  is  still 
in  uterOj  the  pessary  is  slipped  over  its 
handle,  introduced  at  first  as  before, 
then  pushed  into  position  as  before  by 
the  right  forefinger,  while  the  sound  is  held  by  the  left  hand  or 
by  an  assistant  Both  manoeuvres  certainly  require  a  certain 
amount  of  tact  and  experience,  but  that  with  the  sound  in  utero 
is  the  less  painful  and  more  certain. 

Cutter's  retroversion  pessary  (fig.  171),  with  its  external  sup- 
port, is  open  to  the  same  objections  as  his  anteversion  one,  but  is 
equally  approved  by  many  writers.  With  great  care  as  to  the 
exact  tension  on  the  waist-belt,  I  doubt  not  that  it  is  sometimes 
serviceable. 

In  obstinate  cases  of  flexion,  and  in  those  only,  the  intra-uterine 
stem  may  be  necessitated.  When,  in  such  cases,  there  is  sufficient 
tolerance,  such  a  pessary  as  that  of  Wynn  Williams  (fig.  16 1)  or 
Hewitt  (fig.  163)  may  be  tried,  and  after  a  time  the  vaginal  sup- 
port may  suffice  without  the  intra-uterine  portion,  but  I  have 
always  preferred,  in  such  cases,  to  strengthen  the  uterus  first  by  a 
simple  stem,  then  to  introduce  a  Hodge,  modified  according  to 
circumstances,  and  finally  to  withdraw  the  stem  and  trust  to 
Hodge  alone- 
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CHAPTER    XIIL 

D18BASB8  OF  THB  Utsrub — c&TUinued.    Inyeraion. 

Invbbsion  of  the  uterus  is  fortunately  a  somewhat  rare  occurence. 
Yet  it  is  sufficiently  common,  and  its  effects,  when  it  does  occur, 
are  so  grave,  that  it  must  always  be  an  affection  of  great  interest 
to  the  gynsBCologist  as  well  as  to  the  obstetrician.  According  to 
Crosse  ot  Norwich,  whose  paper  {TVans.  of  Prov.  Meg.  and  t^g. 
Asso.^  1845)  is  still  the  best  record  in  English,  850  out  of  400 
collected  cases  occurred  from  delivery,  40  of  the  remaining  50 
being  due  to  the  traction  of  polypi.  It  will,  therefore,  clear  the 
ground  for  us  if  I  say  a  few  words  a?  to  the  causation,  symptoms, 
and  treatment  of  the  affection  as  it  occurs  to  the  obstetrician, 
following  them  with  the  details  of  the  chronic  affection,  however 
produced. 

Acute  Puerperal  Inversion. 

The  mode  of  production  of  acute  inversion,  from  theoretical  as 
well  as  practical  points  of  view,  is  of  great  interest,  although  it 
concerns  the  obstetrician  rather  than  the  gynsecologist  When 
inversion  is  complete,  the  whole  body  of  the  organ,  is,  as  the  name 
of  the  affection  implies,  turned  inside  out,  lying  within  the  vagina 
or  protruding  between  the  thighs  of  the  patient,  the  placeHta 
being  still  attached,  or  having  beep  previously  expelled.  The 
cervix  does  not,  as  a  rule,  completely  share  in  the  mversion,  so 
that  it  forms  a  ring  round  the  protruded  mass,  within  which  the 
finger  or  a  sound  can  be  inserted  to  the  extent  of  an  inch  or  more, 
meeting,  however,  with  a  complete  obstruction  beyond  this. 
This  inversion  of  the  body  is  shown  diagrammatically  at  fig. 
172,  a.  At  a  later  stage,  or  when  the  inversion  is  due  to 
the  dragging  of  a  tumour,  complete  inversion  of  the  cervix 
may  also  occur,  but  this  is  almost  always  associated  wiA 
prolapse  of  the  vaginal  wall,  and  consequent  cystocele.  It  is 
essentially  a  chronic  stage  (fig.  172,  b).  IBut  in  many  instances, 
probably  more  than  we  are  aware  of,  only  partial  inversioh 
takes  place.    The  weakest  or  heaviest  portion  of  the  ^^J^feT^ti^t 
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to  which  the  placenta  is  or  has  been  attached, — bends  inwards 
more  or  less,  but  does  not  go  beyond  the  level  of  the  oe  intemam 
at  the  utmost  (fig.  172,  c).  Another  form  of  inversion  is  de- 
scribed by  Duncan  (fig.  172,  rf),  in  which  it  is  the  lower  part  of 
the  or^n  that  seems  to  be  primarily  inverted.  Althoujifn  this 
condition  does  occur,  it  would  seem  not  to  be  included  in  the  or- 
dinary sequence  of  events  in  complete  inversion,  although  it  agrees 
with  the  interpretation  given  by  Taylor  of  one  form  of  the  afifeo- 
tion. 

Complete  inversion  of  the  body  during  parturition  cannot  be  a 
very  common  occurrence.  I  have  never  oeen  present  at  a  case 
myself,  and  "West  states  that  in  140,000  recorded  labours  connec- 
ted with  the  Dublin  Lying-in-Hospital  and  the  London  Maternity 
Charity,  it  was  never  once  met  with.  Yet  most  gyn»coloffists 
must  have  seen  several  chronic  cases,  indubitably  dating  back  to 
confinement.  One  explanation  of  this  is  to  be  found  in  the  fact 
that  complete  inversion  is  not  always  immediate.    It  may  occur 


Fio.  172. — Stages  and  Degrees  of  Inyerelon  of  the  Uterus,  a,  chronic  Inversion  as 
ordinarily  encountered ;  6,  complete  Inversion  of  the  cervix ;  0,  partial  or  com- 
mencing Inversion  of  the  fandns ;  d,  Inversion  commencing  at  the  lower  portion  of 
the  body. 

only  partially,  as  mentioned  above,  and  this  partial  form  may 
either  right  itself,  or  may,  alter  an  interval  of  a  few  days,  end  in 
complete  extrusion.  Such  cases,  if  attended  by  a  midwife  or  not 
very  careful  practitioner,  may  be  overlooked,  and  the  shock,  or 
h«noaorrhage,  or  even  death  ensuing  may  be  ascribed  to  other 
causes.  I  am  tolerably  certain  that  this  oversight  happened  in  all 
the  cases  of  chronic  inversion  which  have  come  unaer  my  own 
notice,  except  one  that  was  non-puerperal  in  its  origin. 

Causation. — The  causation  of  puerperal  inversion  has  given  rise 
to  much  writing  and  to  many  ingenious  theories.  If  these  are 
not  always  apparently  consistent  with  one  another,  it  is  because, 
of  several  undoubted  factors,  all  are  not  equally  or  invarably  pre- 
sent   A  predisposing  condition  of  the  uterus  probably  exists  in 
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many  cases,  and  this  may  consist  either  of  a  general  want  of  tone, 
making  partial  inversion  more  easy,  of  an  irritable  state  of  fibre, 
or  of  a  tendency  to  fatty  degeneration  in  the  whole  or  portions  of 
the  organ.  As  an  immediate  cause,  traction  apon  the  umbilical 
cord  by  the  accoucheur  has  long  held  its  place  in  professional 
estimation.  If  one  thinks  of  the  powerful  action  which,  as  by  a 
child's  sucker^  might  be  thus  brought  into  play,  the  idea  is  a  most 
natural  one.  Yet  any  one  who  knows  what  midwive's  practice 
is,  cannot  fail  to  see  that  nature  almost  completely  resists  an^  such 
danger  as  this.  The  simple  and  immediate  complete  inversion  of 
the  utorus  in  this  way,  and  from  this  cause  alone,  must  be  in- 
finitely rare,  but  in  all  probability  the  first  tendency  to  partial  in- 
version may  often  be  thus  given.  The  same  remark  applies  to 
the  traction  caused  by  an  abnormally  short  cord,  especially  in  in- 
strumental or  artificial  manual  delivery. 

Sudden  spontaneous  delivery  is  also  mentioned  as  an  occasional 
cause,  especially  when  the  patient  has  not  assumed  the  recumbent 
position.  Yet  sudden  delivery  generally  means  pojverful  uterine 
action,  and  that,  as  a  rule,  means  perfect  resistance  to  the  descent 
of  the  fundus. 

Tearing  of  the  cervix  during  the  passage  of  the  child  would 
certainly  appear  to  have  a  tendency  to  destroy  much  of  this  self- 
resisting  power,  by  paralysing  the  action  of  the  lower  end  of  the 
uterus.  I  do  not  happen  to  have  seen  this  mentioned  as  a  caase, 
but  it  appears  to  me  to  be  quite  probable,  although  I  have  no 
actual  evidence  to  adduce. 

But  undoubtedly  one  chief  cause  is  to  be  found  in  some  errone- 
ous distribution  of  muscular  contractility,  leading,  on  the  one 
hand,  by  its  deficiency,  to  flabbiness  and  prolapse  of  the  wall,— 
which  may  be  increased  by  placental  traction  or  by  pressure  from 
above, — and,  on  the  other  hand,  by  its  excess,  leading  to  expulsion 
downwards  of  the  protruded  portion.  These  errors  combine  in 
various  degrees  to  produce  the  relatively  active  or  passive  types 
of  inversion  of  Matthews  Duncan,  types  which  exist,  but  wnich 
are  degrees  rather  than  separate  forms  o£  the  same  causation. 
Every  one  is  familiar  with  irregular  contraction  of  the  uterus  at 
some  parts  of  its  area,  and,  although  perhaps  less  familiar,  irregu- 
lar inertia  or  non-contraction,  especially  at  the  site  of  the  placen-  , 
ta,  is  also  a  common  occurrence.  Further,  a  certain  amount  of 
fatty  degeneration,  even  previously  to  delivery,  is  met  with  mote 
abundantly  in  the  latter  situation ;  and  many  pathologists  have 
described  a  similar  condition  as  occurring  in  the  neighbourhood 
of  intra-uterine  fibroid  growths. 

Thus  there  are  three  theories  of  production,  all  more  or  less 
correct.  (1)  The  partial  and  comparative  softening  of  one  por- 
tion of  the  uterus  causes  intenial  prolapse  of  that  portion,  and 
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thifi  drags  the  rest  downwards  throueh  the  cervix  (passive  ten- 
dency) ;  (2)  partial  prolapse  of  this  kind  causes  expulsive 
efforts  ot  the  remaining  portion  of  the  uterus  which  acts  as  on 
a  foreign  body  (active  tendency),  and  (8)  softening  and  eversion, 
perhaps  tearing,  of  the  cervix,  tend  to  permit  lowering  of  the 
upper  portion  passively,  and  this  also  leads  to  active  expulsive 
effects.  The  nearest  approach  therefore  that  I  can  make  to  a 
definition  of  the  usual  causation  of  puerperal  inversion  is  as 
follows  :-(l)  The  uterus  may  or  may  not  be  predisposed  by 
disease  of  its  walls ;  (2)  some  portion  of  its  body,  generally  the 
placental  portion,  is  in  a  state  of  flabbiness  or  inertia  which  tends 
to  prolapse  that  portion ;  (3)  this  prolapse  may  be  increased  by 
traction  on  the  cord,  or  by  the  superincumbent  pressure  of  the 
auxiliary  forces  of  labour,— diaphragmatic,  thoracic,  or  abdominal, 
—by  "  bearing  down,"  or  by  faulty  method,  of  manually  assisting 
the  contraction  of  the  uterus  through  the  abdominal  walls ;  ^  (4) 
other  portions  of  the  uterus  may  be  normally  or  abnormally  active, 
and  contractile;  (5)  if  this  applies  mainly  to  the  fundal  portion, 
its  effect  is  whollv  in  the  direction  of  the  protrusion ;  (6)  if  it 
applies  mainly  to  the  lower  segment  its  effect  will  be  one  of  two : 
(a)  either  it  will  tend  to  keep  back  the  prolapsed  portion,  and  so 
limit  the  inversion  to  a  partial  degree  and  temporary  existence, 
this  fortunately  being  the  ordinary  result,  or  {b)  if  the  prolapse  be 
fairly  within  its  grasp,  it  may,  on  rare  occasions,  tend  to  complete 
the  expulsion,  and  eq  complete  the  chain  of  causation. 

When  prolapse  commences  near  the  cervix,  complete  inversion 
seldom  occurs,  the  toric  action  of  the  rest  of  the  uterine  muscles 
tending  rather  to  withdraw  than  to  expel  it,  but  an  occasional 
departure  from  this  rule  is  not  difficult  to  explain  theoretically. 
In  cases  where  the  uterus  descends  only  after  a  few  days,  partial 
inversion  or  internal  prolapse  is  doubtless  present  from  .the  first, 
corporeal  contraction  is  efficient,  but,  either  from  torn  cervix  or 
other  causes,  contraction  of  the  lowest  uterine  zone  is  deficient. 

Symptoms  and  Diaanosis. — ^The  immediate  symptoms  of  inver- 
sion are  collapse  and  haemorrhage,  followed  occasionally  by  rapid 
death.  The  collapse  will  at  once  draw  attention  to  the  fact  of 
something  serious  having  gone  wrong,  and  will  lead  to  instant 
i»'ve8tigation,  and  it  must  he  borne  in  mind  that  a  well-marked 
partial  inversion,  not  passing  through  the  cervix,  may  cause  as 
serious  an  amount  of.  shock  as  one  which  is  complete  The  prac- 
tised obstetrican  at  once  grasps  the  uterus  through  the  abominal 
wall,  to  ascertain  whether  tne  inertia  is  present,  and  he  finds, 
either  that  the  uterus  is  entirely  absent,  or  that  it  has  an  unusual 
contour,  presenting  a  cup-shaped  depression  on  its  surface.     A 

*  Expression  of  the  placenta  from  above,  by  manaal  pressure,  may,  like  all  other 
QMfol  procedores,  be  overdone. 

Digitized  by  VjOOQ  IC 


848  DIAGNOSIS   AND  TRBATMBNT 

vaginal  examination  immediately-  follows,  and  in  complete  inver- 
sion the  state  of  matters  is  abundantly  clear.  K  no  foreign  body 
is  felt  in  the  vagina,  the  cervix  is  rapidly  examined  in  search  of 
tears  and  the  fingers  are  then  passed  into  the  uterus.  If  partial 
inversion  is  present,  a  bi-manual  examination  can  hardly  fail  to 
discover  the  internal  protrusion  and  the  external  depression  of  the 
uterus.  Two  mistakes  only  are  possible.  A  partial  inversion  may 
be,  and  has  been  mistaken  for  an  intra-uterine  polypus  or  fibroid, 
but  careful  bi-manual  examination  should  never  fan  to  avoid  this 
error;  or  a  complete  inversion  may  be  mistaken  for  a  fibroid 
polypus  which  has  been  extruded  alone  with  the  child.  In  the 
case  of  the  latter  the  uterus  will  still  oe  found  in  siiUy  and  the 
pedicle  of  the  polypus  can  be  traced  into  it,  or  found  to  be  adhe- 
rent to  one  side,  while  at  the  opposite  side  the  finger  is  not 
arrested  as  it  is,  at  .all  points,  in  complete  inversion.  If  the 
placenta  is  still  completely  adherent,  the  haemorrhage  may  be 
quite  absent,  but  this  is  usually  great  when  it  is  partially  or  com- 
pletely separated.  When  inversion  occurs  after  a  few  days,  there 
will  probably  have  been  some  shock  and  haemorrhage  at  the  time 
of  delivery,  "which  are  renewed,  along  with  violent  after-pain,  at 
the  time  of  complete  protrusion.  An  examination  would  detect 
the  same  physical  signs,  and  if  the  symptoms  at  the  moment  of 
delivery  did  not  demand  this,  as  they  undoubtedly  should,  their 
secondary  occurrence  should  put  the  practitioner  on  his  guard. 

TVeatTnenU — ^Immediate  shock  must  be  overcome  by  stimula- 
tion, and  there  is  no  better  form  than  the  subcutaneous  injection 
of  20  minims  of  sulphuric  ether,  once  or  twice  repeated  if  neces- 
tory.  A  subcutaneous  syringe  with  ergotine,  morphia,^  and 
ether,  should  be  within  reach  of  every  accoucheur.  Repoeition  at 
the  inversion  must  follow  as  speedily  as  possible.  If  the  placenta 
is  still  adherent,  it  should  first  be  removed,  secundum  arim. 
There  is  little  to  be  gained^by  returning  it  along  with  the  fundus, 
when  it  is  possible,  while  there  is  great  danger  of  the  recurrence 
of  the  ac<;^aent,  especially  if  the  pmcenta  should  turn  out  to  be 
adherent.  There  are  not  the  same  divergencies  of  opinion  as  to 
the  mode  of  reduction  here  as  in  chronic  inversion.  The  ex- 
tremity of  the  mass  is  to  be  grasped  by  the  fingers,  compressed  as 
much  as  possible,  and  pushed  up  within  the  remainder,  the  uterus 
being  secured  and  steadied  by  the  other  hand  on  the  abdomen. 
On  the  immediate  occurence  of  the  accident  this  is  not  a  difficult 
proceeding  to  a  practised  obstetrican,  but  a  few  hours  later  the 
difficulties  increase,  the  swelling  becomes  strangulated  at  its  neck, 
and  its  bulk  becomes  correspondingly  increas^.  Still  the  mode 
of  taxis  remains  the  same,  or  we  may  have  recourse  to  to  the  plan 
of  trying  to  replace  the  last  inverted  part,  the  neck,  first,  as 
in  hernia,  following  that  up  by  pressure  on  the  fundus.    In  all* 
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cases  of  quite  recent  puerperal  inversion,  the  educated  hand  is  a 
safer  and  more  efficient  means  of  reduction  than  any  mechanical 
contrivance  which  may  be  brought  to  bear  on  the  uterine  walls. 

Non-Faerperal  Inversian. 

Spontaneous  inversion  of  the  unenlareed  uterus  would  seem  to 
be  idmoet  impossible,  and  the  impHOssibiUty  has  been  carefully  de- 
monstrated by  very  high  authorities.  Tet  it  is  almost  impossible 
to  resist  the  evidence  which  has  been  adduced  as  to  the  actual  oc- 
currence of  such  a  thing,  by  equally  high  authorities.  The  same 
remark  applies  to  spon&neous  reposition  of  old-standing  inver- 
sion. Both  occurrences  may,  however,  be  regarded  as  freaks  of 
nature,  and  as  hardly  coming  within  the  range  of  practical  ex- 
perience or  expectation.  Great  distention  of  the  uterus  by  re- 
tained fluids  has  been  noted  as  leading  to  inversion,  occurring,  no 
doubt,  much  in  the  same  way  as^  after  delivery.  But  the  great 
majority  of  non-puerperal  inversions,  at  least  80  per  cent.,  are  due 
to  the  traction  of  polypi  or  other  intra-uterine  growths,  especially, 
according  to  A.  R.  Simpson,  pf  sarcomata.  The  mode  of  pro- 
duction needs  hardly  any  explanation,  especially  if  it  is  true  that 
in  the  neighbourhood  of  such  growths  the  uterus  often  undergoes 
fatty  degeneration,  and  consequent  softening  and  liability  to  inter- 
nal prolapse.  Such  inversions  are  accompanied  and  preceded  by 
the  tumours  which  cause  them,  and  the  important  point  is  to  re- 
member  the  possibility  of  such  dragging  down  of  the  uterine  tis- 
sue. In  any  case  where  there  is  a  doubt  as  to  the  boundary  line 
between  uterus  and  tumour,  when  there  is  not  a  very  distinct  pe- 
dunculation  between^them,  the  uterus  must  have  the  benefit  of  the 
doubt  in  applying  the  ecrasour,  or  otherwise  removing  the  abnor- 
mal mass.  Small  portions  of  fibro-myomata  thus  left  behind 
speedily  shrink  and  disappear;  and  the  inversion,  if.it  does  not 
spontaneously  return,  can  be  dealt  with  subsequently  to  removal 
of  the  larger  portion  of  the  tumour,  but  a  small  portion  of  the 
protruded  uterus  removed  by  mistake  probably  means  death  to 
the  patient. 

Chronic  Inversioii  of  the  Uteros. 

Whether  this  results  from  the  rare  condition  of  spontaneous 
inversion,  from  traction  by  uterine  growths,  or,  as  in  the  vast  ma- 
jority of  instances,  from  parturition,  or,  very  much  more  rarely, 
from  abortion,  it  is  an  afiection  demanding  great  care  in  diagnosis 
and  great  skill  in  treatment. 

Symptoms. — ^The  symptoms  of  chronic  inversion  are  those  which 
are  common  to  many  other  uterine  diseases.     The  most  common 
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is  that  of  almost  constant  metrorrhagia,  together  with  menor- 
rhagia,  which  may  in  a  short  time  wear  the  patient  out,  or  may 
last  unchecked  for  many  y^rs.  Toother  with  this  there  are 
great  utero-pelvic  discomfort,  bearing-down,  tenesmus,  troublesome 
urination,  difficult  locomotion,  muco  purulent  discharge,  and  anse- 
mia.  However  these  symptoms  are  grouped  they  imperatively 
call  for  an  examination,  whereupon  there  is  discovered  an  abnor- 
mal intra-vaginal  substance,  or  an  extra-vaginal  protrusion  com- 
bined with  more  or  less  prolapse  of  the  vaginal  walls.  There  is 
nearly  always  a  history  ot  acute  puerperal  inversion,  although  it 
is  astonishing  how  difficult  it  occasionally  is  to  put  this  into  shape, 
in  the  case  of  hospital  patients.  The  tumour  varies  much  in  its 
character.  It  may  remain  of  considerable  size,  or,  by  the  process 
of  involution,  may  be  reduced  to  that  of  the  normal  unimpreg- 
nated  uterus.  In  comparatively  recent  cases  it  is  raw  and  ble^- 
ing ;  in  very  old  cases  it  may  be  as  smooth  as  a  polypus.  Carefal 
examination  (the  duck-bill  speculum  assisting  if  the  mass  is  not 
extra-vaginal)  will  show  the  absence  of  an  os  uteri  at  its  lower  ex- 
tremity, and  the  presence  of  depressions  corresponding  to  the  Fal- 
lopian orifices.  It  is  usually  pretty  sensitive,  but  this  must  not 
be  depended  on  as  a  diagnostic  symptom.  Its  shape  varies  much, 
from  that  of  a  bulbous  pear  to  that  of  a  cow's  teat  At  the  sum- 
mit of  the  tumour  it  is  surrounded  by  the  rim  of  the  cervix  uteri, 
into  which,  unless  there  be  great  vaginal  prolapse,  the  sound  en- 
ters for  a  short  distance  all  round,  xhe  symptoms  of  partial  in- 
version, when  chronic,  are  much  the  same,  and  call  for  an  intra- 
uterine examination,  when  a  bulbous  projection  will  be  found 
within  the  uterus,  which  may  give  rise  to  greater  diagnostic  diffi- 
culty than  the  complete  form. 

Diagnosis. — As  regards  diagnosis,  there  are  fortunaaely  not 
many  things  for  which  a  complete  inversion  may  be  mistaken. 
These  are  prolapsus  uteri  or  pseudo-prolapse  with  intra-vaginal 
hypertrophy  of  the  cervix,  malignant  growths  from  the  cervix, 
ana  fibro-myomata  of  a  polypoid  form.  The  presence  of  the  os 
uteri  at  its  lowest  extremity  is  alone  sufficient  to  differentiate 
prolapse  in  any  form,  and  this  will  be  combined  with  the  absence 
of  the  encircling  cervix  at  the  summit  of  the  tumour.  Malignant 
growths  have  sufficiently  distinctive  symptoms  to  render  any  mis- 
teke  very  improbable.  I  can  hardly  imagine  the  most  com- 
pact of  cauliflower  excrescences  of  the  cervix  being  mistaken 
for  an  inverted  uterus,  however  raw  and  bleeding  or  even 
foetid  the  latter  might  be.  The  differentiation  between  poly- 
pus and  inversion  is  not  so  simple.  ^When  men  of  the  calibre 
of  Barnes  and  Emmet  admit  having  commenced  amputa- 
tion of  an  inverted  uterus  in  mistake  for  a  polypus,  lesser 
men     may     admit    the     possibility     of    error    although    the 
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signs  of  distinction  are  clear  enough  on  paper.  Symp- 
toms and  previous  history  go  for  little  or  nothing.  The 
former  may  be  precisely  the  same  in  both  diseases,  the 
latter  may  l>e  utterly  misleading.  But  there  are  certain  physical 
tests  which,  if  throughly  used  in  all  cases,  doubtful  or  not,  should 
entirely  prevent  mistake.  The  signs  which  are  common  to 
a  polypus  and  an  inversion  are  those  of  a  dependent  tumour,  around 
the  summit  of  which  can  be  distinctly  felt  the  rim  of  the  os  uteri. 
Nothing  should  be  trusted  to  the  consistence  of  the  swelling  or  to 
the  presence  or  absence  of  tenderness  when  compressed.  This  is 
usually  greater  in  the  case  of  inversion,  but  not  invariably.  It  has 
been  stated  that  the  tissues  of  an  inverted  uterus  will  sometimes 
be  found  to  contract  on  bein^  handled,  while*  such  is  never  the 
case  with  a  fibroid  polypus,  thus  presenting  a  differentrnting  sign 
such  as  has  been*mentioned  in  connection  with  the  diagnosis  of 
pregnancy  from  uterine  growths.  If  I  encountered  the  phenom- 
enon, although  I  never  have,  I  should  feel  that  much  weight  at- 
tached to  it,  out  it  must,  I  think,  be  confined  to  verv  recent  cases 
of  inversion.  The  usual  differentiating  signs  are  these : — (1)  In 
the  case  of  inversion,  the  sound  will  not  pass  more  than  a  very 
short  way  into  the  uterus  in  any  direction,  while  in  polypus,  it 
will,  at  one  side  or  the  other,  pass  the  normal  length,  or  even  fur- 
ther. CJomplete  adhesion  of  polypus  to  the  whole  rim  of  the  cer- 
vix is  a  very  rare  occurrence.  (2)  Bi-manual  examination,  in  the 
ordinary  way,  will,  in  inversion,  reveal  the  absence  of  the  uterine 
body  above  the  ceiVix,  and  if  the  patient  is  moderately  thin,  a 
distinct  depression  will  be  found  to  occupy  its  place.  In  the  case 
of  polypus  the  uterus  is  evidently  present,  although  it  must  not  be 
forgotten  that  it  may  be  rotroflexed,  and  lie  in  Douglas's  pouch. 
(3)  Rectal  examination  will  bring  out  still  more  distinctly  the 
same  distinguishing  facts,  especially  if  the  vaginal  tumour  be 
drawn  downwards  bv  the  hook  or  vulsellum.  The  finger  can  thus 
through  the  rectal  wall,  be  hooked  into  the  hollow  up- 
per extremity  of  the  inverted  uterus.  (4)  If  the  finger  be  retained 
in  the  rectum,  and  a  sound  introduced  into  the  bladder,  the  pre- 
sence or  absence  oi  the  uterus  in  its  normal  site  between  the  two 
can  be  very  clearly  made  out,  unless  in  the  unfortunate  presence  of 
intra-peritoneal  inflammatory  exudation.  (5)  In  the  case  of  inver- 
sion the  stretched  round  ligaments  and  Fallopian  tubes  are 
dragged  within  the  unnatural  depression  of  the  outer  wall,  and 
may  often  be  distinctly  felt  on  bi-manual  examination  (fig.  173). 
(6)  A  careful  inspection  of  an  inversion  will  reveal  the  orifices  of 
the  Fallopian  tubes,  nothing  of  the  kind  being  found  upon  a 
polypus. 

The  di^nosis  of  incomplete  inversion  in  a  chronic  form  is  more 
difficult.  If  the  os  bteri  requires  dilatation  this  must  be  accom- 
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plished  as  in  the  case  of  supposed  intra-uterine  growth,  the  general 
symptoms  of  which  will  not  be  differential.  The  finger  will  en- 
counter a  projecting  mass,  and  the  only  certain  means  of  separa- 
ting this  from  a  polypus,  a  fibro-myoma,  or  a  malignant  growth, 
consists  of  a  careful  bi-manual  examination  of  the  uterine  walls. 
Even  if  a  fibroid  be  certainly  present,  this  manipulation  is  called 
for  for  other  reasons,  and  it  will  help  to  detect  the  existence  of  any 
accompanying  partial  inversion. 

jyecUmerU  of  a  mechanical  character  is  almost  invariably  called 
for.  The  continual  hsemorrhage  and  wasting  discharges  are  such 
as  cannot  be  tampered  with.  Only  about  the  menopause,  or  when 
repeated  attempts  at  replacement  have  been  successful,  could  one 
trust  for  a  time  to  the  use  of  powerful  astringent  applications  or 
cauterisation  of  the  whole  surface  of  the  invertea  organ.  If  a 
polypoid  growth  is  found  to  be  dragging  the  uterus  down,  that 
must,  of  course,  be  at  on  3e  removea  by  ecreaseur,  great  care  be- 
ing taken  to  ascertain  its  true  boundary.  I  have  no  experience  of 
the  treatment  of  a  chronic  partial  inversion  apart  from  a  fibroid 
growth,  but  if  I  were  assured  of  its  existence  I  should  endeavour 

occasionally  to  re- 
press it  by  the  end 
of  a  rectal  bougie 
introduced  through 
the  OS,  and  I  shomd 
not  hesitate  to  ad- 
minister ergot  fre- 
quently apd  freely. 
Uterine  tonicity 
thus  induced  would, 
in  the  case  of 
moderate  inversion, 
tend  to  reposition 
rather  than  to  far- 
ther extrusion.  At 
any  rate  I  would 
test  it  The  surci- 
cal  treatment  of  a 
complete  chronicin- 
version  consists  in 
reposition  or  ampu- 
tation. The  latter 
is,  of  course  a  mere 
last  resource.  Un- 
til reposition  has 
been  thoroughly  tested  it  is  not  to  be  dreamed  of.  One  ^rave  risk 
renders  amputation  undesirable,  in  addition  to  the    danger  of 
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mm  shows  especially  the  Inyagfoation  of  the  Fal- 
lopian Tubes  and  Roand  Ligaments  within  the  In- 
verted Utems. 
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hffimoirbage.  The  cap-shaped  depression  of  what  is  now  the  in- 
side of  the  oteros,  may  codtain,  in  addition  to  the  Fallopian  tabes, 
or  even  an  ovary,  a  portion  of  intestine.  The  more  chronic  the 
inversion,  however,  the  less  is  the  danger  of  this.  The  rim  be- 
comes greatly  contracted,  and  the  intestine,  if  formerly  there,  is 
withdrawn.  I  never  heard  of  a  strangnlatel  hernia,  produced  in 
this  way,  but  a  little  inflammatory  adhesion,  fortunately  very 
rare,  might  lead  to  it. 

AmpiUation  might  donbtless  be  safely  performed  in  some  in- 
stances bv  the  galvanic  ecraseur  alone,  but  ratal  haemorrhage  may 
neverthelessoccur,  and  is  very  desirable,  after  operation,  to  assure 
the  continued  inversion  of  the  stump,  until  its  peritoneal  lining 
has  had  time  to  adhere,  and  to  shut  out  from  tne  abdomen  any 
purulent  or  septic  discharge.  It  is  therefore  desirable  to  adopt 
precautions  in  this  direction.  Many  methods  have  been  proposed, 
which  will  be  found  described  in  works  of  a  more  purely  sur^- 
cal  character,  but  after  a  very  careful  study  of  these  I  should  be 
inclined  to  adopt  the  followinjg  combination : — ^I  would  first  insert 
three  or  tour  lon^  gut  threack  through  the  summit  of  the  mass. 
I  would  next  apply  the  whip-cord  of  an  ecraseur  around  the  mass, 
below  the  sutures,  and  tighten  it  almost  to  the  point  of  strangu- 
lation. I  would  then  amputate  with  the  galvano-ecraseur  at 
least  two-thirds  of  an  inch  lower  still.  Some  care  would  be  re- 
quired to  keep  the  ligatures,  whip-cord,  and  platinum  wire  from 
contact,  but  intellieent  assistance  would  easily  effect  this.  The 
mass  thus  removed,  I  would  carefully  examine  the  stump,  and 
tie  with  gut  ligatures  any  divided  vessel  that  was  evident.  I 
I  would  HheiL  very  slowlv  slacken  the  whip-cord  ligature,  tying 
asain  an^.  bleeding  vessel  if  necessary.  The  whipK^ord  (prefera- 
ble to  wire  on  account  of  its  easj  reiaxibilitv)  beine  now  safely 
removed,  the  stump  would  remam  perforated  with  uie  long  gut 
ligatures.  The  more  or  less  sound  and  secure  appearance  of  the 
stump  would  then  determine  whether  they  should  be  tied  over 
its  surface  and  all  but  one  cut  short,  or  whether  they  should  be 
gently  withdrawn,  one  being  tied  and  its  ends  being  left  for  a  few 
days  as  a  hold  upon  the  mass  in  case  of  accident.  Another  ex- 
pedient might  prove  of  value,  viz.,  to  insert  at  first,  through  the 
summit  of  the  stump,  a  needle  curved  at  a  somewhat  acute  angle. 
The  sharp  end  of  this  should  afterwards  be  guarded  by  a  button 
or  shot  K  left  in  situ  for  a  few  days,  it  would  prevent  retrac- 
tion of  the  stump  until  the  peritoneal  surfaces  were  adhered. 
Amputation  must,  however,  as  I  have  said,  be  considered  as  at 
best  a  last  resort.  Its  mortality  is  ^reat  when  most  skilfully 
performed,  although,  as  is  the  case  with  many  other  operations, 
successful  results  have  been  attained  when  it  was  performed  by 
mistake  and  with  little  precaution.    If  performed  on  a  young 
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woman,  althoagh  menstruation  occasiooally  taked  pla^  from  the 
stump,  there  is  evidently  dan^r  of  heematocele  at  future  mens- 
strual  periods,  and  this  should  tend  to  limit  the  operation  still 
further  to  cases  met  with  after  the  menopause. 

Redvjction  of  the  inversion  is  the  ^ro^r  treatment  of  the  chronic 
disease,  and  such  reduction  is  possible  after  an  indefinite  period, 
and,  I  believe,  in  the  vast  majority,  if  not  in  all  cases.  It  is, 
however,  bv  no  means  the  comparatively  simple  proceeding  which 
is  involved  in  replacing  a  recent  inversion.  The  resistance  both 
of  the  uterine  mass  and  of  the  now  thoroughly  contracted  cervi- 
cal band  is  against  us,  although  fortunate^  we  are  seldom  op- 
posed by  the  results  ot  adhesive  inflammation.  The  number  of 
methods,  varving  very  considerably,  that  have  been  proposed,  is 
an  index  of  the  difficultv  occasionally  met  with,  not,  as  the  student 
might  suppose,  of  the  frequency  of  the  affection.  Among  these 
I  mav  simply  recapitulate  the  methods  of  Barnes,  Barrier,  Bock- 
endahl,  Byrne,  Capuron,  Courty,  Duncan,  Emmett,  Hicks,  Mat- 
tin,  Noeggerath,  A.  R,  Simpson^  Tyler  Smith,  Tate,  Thomas, 
Viardel,  valentine.  Watts)  and  White.  On  the  whole,  the  most 
satisfactory  combination  of  methods  would  involve  the  grasping 
of  the  uterus  with  the  whole  hand,  ansesthesia  bein&^  almost  im- 

Serative.  With  the  tips  of  the  fingers  the  encircling  cervix  is 
ilated  as  much  as  possible,  while  preeisure  is  made  upon  the 
uterine  mass  with  the  palm.  The  uterus  is  steadied  from  the  ab- 
domen with  the  other  hand,'  or  it  mav  be  possible  to  depress  it  by 
one  or  two  finders  in  the  rectum,  and  hooked  over  its  cup-shaped 
upper  extr  mity.  When  partial  reversion  is  thus  made,^much  is 
mined  by  directing  the  pressure,  now  made  by  the  fingers  upon 
tne  fundus,  towards  one  comer,  the  opening  of  one  Fallopian  tube, 
ac<k)rding  to  Noeggerath's  suggestion.  Reversion  tases  place 
more  easily  in  this  way  than  from  the  extreme  summit.  I  be- 
lieve that  few  cases  would  resist  this  simplest  method  of  treat- 
ment if  it  were  persistently  applied,  and  repeated  if  necessary  on 
several  occasions.  I  have  not  seen  it  fail,  but  my  experience  has 
been  comparatively  small. 

As  additional  expedients,  I  may  mention  Thomas's  plan  of 
pressing  down  a  long  cone  of  boxwood  through  (not  perforating) 
the  abdominal  wall,  mto-the  uterine  depression,  thus  assisting  at 
first  in  the  dilation  of  the  cervical  ring.  Much  damage  might 
possibly  be  done  in  this  way  to  intervening  soft  viscera,  and  it  is 
only  applicable  to  the  case  of  a  thin  woman.  A  certain  amount 
of  assistance  of  the  same  kind  may  be  given  by  two  or  more  fin- 
gere  in  the  rectum.  Barnes  has  recommended  small  incisions  in- 
to the  rim  of  the  cervix,  so  as  to  allow  of  more  perfect  dilatation, 
but  there  is  great  danger  of  fatal  laceration  occurring.  Tait  has 
attempt^  counter-pressurei  by  a  finger  passed  into  the  bladder 
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throngh  the  dilated  arethra,  and  Emmet  has  even  suggested  a  free 
incision  into  the  floor  of  the  bladder  for  this  purpose.  We  are 
not,  however,  all  equally  skilled  with  him  in  stitching  such  open- 
ings up  again.  He  has  also  made  the  suggestion  that,  ^en 
reposition  is  only  partial,  the  ground  gamed  may  be  main- 
tained by  temporarily  uniting  the  sides  of  the  cervix  with 
wire  sutures,  the  wires  supporting  the  partially  reverted  fundus. 
The  bold  proceeding  of  Tnomas,  which  involves  opening  the  ab- 
dominal cavity  and  dilatine  the  cervix  from  above  with'  a  sort  of 
glove-stretcher,  has  proved  fatal,  and  in  A.  R.  Simpson's  hands  was 
unsuccessful.  Certain  ingenious  apparatus,  with  an  egg-cup- 
sbaped  extremity  at  one  end  and  a  strong  spring  at  the  other, 
whicli  is  pressed  against  the  body  of  the  operator,  nave  been  used 
to  take  the  place  of  the  hand.  I  feel  sure  that  the  hand  is  safer 
and,  so  to  speak,  more  intelligent  in  its  action — more  apt  to  vary 
its  pressure  as  emergency  requires,  although  its  use  may  be  more 
&ti^ing.  If  success  has  not  followed  the  persistent  use  of  the 
faxis  as  described  above,  some  advance  may  have  been  made,  and, 
whether  or  not,  there  is  still  no  reason  to  despair  of  ultimate 
reposition.  The  application  of  a  lesser  degree  of  force  continu- 
ously maintained  has  succeeded  in  the  most  apparently  hopeless 
cases.  When  partial  progress  has  been  made,  an  elastic  bag, 
similar  to  a  large  G^anel's  air-pessary,  or  to  a  Barnes's  uterine 
dilator — a  "  colpeurynter "  as  it  is  frequently  termed  abroad — 
furnished  with  a  tube  and  stop-cock,  is  inserted  into  the  vagina 
and  slowly  filled  with  air  to  as  full  an  extent  as  can  be  borne. 
The  pressure  thus  made  is  so  equable  that  it  is  bound  to  act  on 
the  most  yielding  point,  and  in  not*  a  few  instances  it  has  been 

found  that  inversions  partially 
restored  have  vieldea  to  its 
influence.  A  firm  strap  cov- 
ering the  perineum  and  vulva 
easily    prevents    its    external 

Erotrusion.    The  pressure  can 
e  partly  or  wholly   relaxed 
and    restored    again  at  will. 
Water  may  be  used  instead  of 
air  and  is  perhaps  more  effec- 
tive.   In  order  to  direct  the 
pressure  more  certainly  in  the 
right    direction,    the    vagina 
should  be  packed  at  its  upper 
part  with  steadying  plugs  of 
cotton,  soaked  in  carbolic  glvcerole  of  only  moderate  strength, 
and  placed  round  the  uterus,  but  this  will  involve  their  complete 
renewal  every  two  or  three  days.    More  than  one  case  is  recorded. 
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oommeDCiQ^  with  one  by  Bockendahl,  la  which  complete  sucoes 
hsB  foUowea  the  use  of  this  met)3od^  without  any  previous  manip- 
ulaticm,  and  although  Emmet  considers  it  danj^rous,  and  liable 
to  induce  pelvic  cellulitis,  I  cannot  think  that  it  can  be  worse  in 
this  respect  than  violent  manipulations* 

Another  form  in  which  gradual  and  constant  pressure  against 
the  inverted  fundus  can  be  maintained,  is  by  means  of  a  stem 
pessary  with  a  cup-shaped  upper  extremity  to  support  the  or^a, 
and  with  its  loi^er  extremity  fastened  to  a  waist-l)elt  by  firm 
elastic  bands,  similar  to,  but  stronger  than  those  used  for  Tait's 
uterine  dilaton  It  is  still  more  necessary  with  this  form  of  pres- 
sure than  with  the  elastic  air  or  water  bag  that  the  uterus  should 
be  retained  in  its  proper  axis  by  packing  with  tampons.  The 
length  of  the  stem,  ana  its  curvature,  will  have  to  be  decided  for 
each  individual  case,  according  to  the  length  of  the  vagina,  the 
amount  of  the  descent  of  the  inversion,  and,  to  some  extent,  the 
resistance  of  the  perineum,  which  may  require  the  stem  to  be 
somewhat  S  shaped  in  order  to  obtain  accurate  pressure  in  the 
proper  direction  (fig.  174).  Dr.  Aveling  informs  me  that  with 
this,  his  instrument,  seven  cases  have  been  cured,  the  time  required 
being  about  two  days. 
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CHAPTEEXIV. 

DBBA8B8  OF  THB  VrmRVB—canHnued,    Malignant  Diseases.    Oancer  of  iho 
Cerriz.    Cancer  of  the  Body.    Sarcoma. 

It  is  not  my  intention  to  enter  into  the  many  debatable  queRtions 
connected  with  the  patholo^  of  cancer.  Whether  the  frenerally 
received  view  that  it  is,  in  all  cases,  a  product  of  epithelial  cells, 
or  whether  that  of  Vichow,  and  Rage  and  Veit,  wnich  traces  it 
to  connective  tissae,  or  that  which  traces  it  to  a  fluid  blastema 
poored  from  the  blood,  be  the  correct  one,  I  am  not  in  a  position 
to  docide.  That  it  is  more  common  in  woman  than  man,  that  it 
has  certain  affinities  for  the  white  races,  that  it  is  to  some  extent 
(although  perhaps  leas  than  was  once  supposed)  influenced  by 
heredity,  and  that  it  nevertheless  often  seems  to  arise  from  local 
irritation,  I  assume  as  facts.  Whether  it  is  always  the  local 
manifestation  of  general  cachexia,  or  whether  it  may  sometimes 
be  a  purely  local  affection,  witb  a  strong  tendency  to  involve  the 
system  in  cachexia,  I  may  well  leave  undecided,  in  the  face  of  the 
strongly  divergent  opinions  held  by  the  very  highest  pathological 
and  surgical  authorities.  Those  who  are  interested  m  this  ques- 
tion would  do  well  to  study  the  interesting  debate  which  took 
place  at  the  Pathological  Society,  in  March,  1S74  (Lancety  vol.  i., 
1874,  page  872,  etc.).  We  must  treat  the  subject  from  its  purely 
clinical  aspect  And  the  flrst  point  of  clinical  interest  to  tie 
noted  is  that,  while  the  affection  is  exceedingly  common,  pain- 
fully common,  as  a  disease  of  the  cervix,  it  is  comparatively  rare 
as  a  disease  of  the  body  of  the  uterus. 

The  necessity  for  a  separate  consideration  of  the  disease  as 
affecting  these  two  separate  localities  is  as  great  as,  or  even 
greater  than  that  for  a  separate  consideration  of  cervical  and 
corporeal  metritis. 

Gonoer  of  the  Cervix  Uteri. 

This  mav  occur  in  several  very  different  forms — forms  differ- 
ing not  only  in  general  appearance  but  in  rapidity  of  growths, 
mode  of  spreadins:,  liability  of  constitutional  affections,  and  last, 
not  least  amenability  to  treatment  But  for  all  this  the  disease  is 
one  and  the  same-^cancer.  Perhaps  the  best  division  of  the/fonns  of 
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cervical  cancer  is  the  following,  which  represents  tolerably 
clearly  distinguishable  clinical  varieties,  although  as  might  l>e 
exp^ted,  the  distinction  is  not  always  equally  well  marked. 
We  may  have — 

1.  Superficial  epitheliomatous  ulceration  of  the  cervix  (fig. 
175). 

2.  Soft  papillomatous  sprouting  from  the  inner  or  outer  wall  of 
the  cervix  (fig.  176). 

8.  Mushroom-like  and  moderately  solid  and  firm  sprouts  (figs. 
177  and  182). 

4.  Nodules  of  the  parenchyma,  tending  to  ulceration  and  exca- 
vation, (fig.  178). 

1<.  SuperfioiaiEpitheliomatoaBUloerationof  the  Cervix.— 
The  *'  cancroid  "  of  some  writers, — is  characterised  by  ulcerative 
destruction  of  the  surface,  with  very  little,  or  lone-deferred, 
induration  or  infiltration  of  the  subjacent  tissues.  It  is  a  true 
epitholiome,  and  has  little  or  no  tendency  to  papillary  sprouting. 


Fig.  175. — SuperflcUl  Cancer-  Fio.  170.— Cauliflower  Excrescence  of  the 

one  Ulceration  of  the  Cer-  Cervix  (Simpson). 

▼lx(8chrcBder). 

At  one  time  it  was  considered  as  not  belonging  to  the  true  can- 
cers, but  its  secondary  affections  are  as  truly  malignant  as  those 
of  the  other  forms.  Unfortunately  this  variety  is  rare ;  I  say 
unfortunately,  because,  when  seen  in  the  typical  form,  early  in  its 
career,  and  before  infiltration  has  extended  deeply,  it  affords 
considerable  hopes  of  amelioration,  or  even  of  cure,  by  ablation. 
After  a  time  deep  infiltration  does  occur,  and  it  becomes 
difiicult  or  impossible  to  separate  a  case  of  this  kind  frooi  one  which 
commenced  as  an  infiltration  of  the  parenchyma  and  terminated  in 
ulceration.  This  superficial  form  of  the  disease  is  often  very  slow 
in  its  progress,  and  many  cases  closely  assimilate  to  what  Sir  Charles 
Clarke  termed  "  corroding  ulcer.*'    Dr.  John  Willianas  described 
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thiB  affection,  in  an  able  paper,  at  the  Obstetrical  Society,  in 
March,  1884,  and  gave  his  reasons  for  believing  it  not  to  be 
cancer  at  all.  I  mast  confess  that  when  I  find  that  Scanzoni 
considers  it  to  be  encephaloid,  Courty— epithelioma,  and  Matthews 
Dancan — lupus,  while  Wm.  Duncan  looked  upon  it  as  lumpus 
which  has  assumed  an  epitheliomatous  character,  I  feel  inclined 
provisionally  to  retain  it  as  coming  under  the  present  heading, 
doubting  the  existence  of  two  separate  affections,  one  malignant,  the 
other  not,  but  which  it  seems  impossible  to  diffidrentiate  to  the 
satisfaction  of  any  large  number  of 
observers. 

2.  Papilloma,  or  cauliflower  ex- 
crescence, ^  is  characterised  by  its  ex- 
treme tendency  to  proliferate  in  the 
form  of  villi,  which  are  largely 
covered  with  epithelial  cells.  It  takes 
on  the  form  oi  a  soft  bleeding  fundus, 
which  grows  very  rapidly,  and  here 
also  there  is  usually  very  little  infil- 
tration of  the  hard  tissues,  for  a  con- 
siderable time.  In  some  cases  there 
is  a  very  decided  pedicle  of  hardish 
tissue,  which  would,  as  regards  malig- 
nancy, appear  to  vary  very  much  m 
its  histological  characters,  and  in 
others  the  papilloma  is  merely  an 
addition  to  a  subjacent,  infiltrated, 
scirrhous  or  medullary  mass.  I  have 
seen  a  papilloma  so  large  as  completely  to  pack  the  vagina,  but 
which,  after  removal,  left  hardly  any  hardening  of  the  cervix,  and 
did  not  return  for  two  years.  It  grows  chiefly  from  the  vaginal 
aspect  of  the  cervix,  and  yet  has  not  much  tendency  to  involve 

the  vaginal  wall  by  con- 
tact. The  true  cauliflower 
epithelioma  is,  like  the 
epitheliomatous  ulcer,  less 
relatively  common  than 
from  its  accessibility  one 
might  desire. 

8.  The  Mushrooin-like 
FimgUB  is  much  more 
dense  than  the  papilloma. 
It  is  often  not  very  unlike 
the  flower  of  a  small  cox- 

*  The  tenn  **  CAnllilower  excre«ceiice  "  Ib  not  applied  to  small  yasciilar  papillomata, 
althoQ^  there  may  be  no  Intrinsic  pathological  diftinetton. 
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Fio.  177.—  Mnshroom-like  Cancer- 
ous Fungus  (SchnBder). 


Fie.  ITS— Small   Cancerous   Nodule,  with  sec- 
tion of  the  same  (Schrooder). 
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oomb,  although  it  varies  in  colour  from  a  red  to  a  dull  greyish 
brown.  In  every  way  it  is  intermediate  between  the  last  and  the 
next  variety,  sometimes  inclining  to  the  soft  villous  pattern, 
with  little  subjacent  hardening,  sometimes  havine  a  veiy 
decided  pedicle,  and  sometimes  sprouting  on  t£e  surface 
of  solid  malignant  deposit  I  believe  that  it  is  also  intermediate 
in  its  mode  of  origin,  commencing  at  one  time  as  a  superficial 
growth  and  extending  its  infitration  inwards,  at  another,  as  a 
sequel  of  a  growth  which  was  originally  (juite  sub-mucous.  For 
this  opinion  I  have  only  clinical  observation  to  guide  me,  and  I 
do  not  profess  to  have  followed  the  matter  histologically.  Ulcera- 
tion and  excavation  follow,  sometimes  slowly,  sometimes  venr 
rapidly,  in  the  wake  of  this  form,  as  they  do  eventually  in  all 
other  forms  of  cancer,  however  they  may  originate.  The  jwirt  of 
the  cervix  nearest  to  the  os  uteri  is  usually  the  first  afiTected  in  this 
way. 
4.  Nodtilar  Deposits  in  the  sub-mucous  tissue,  or  at  least  ap- 

Sarently  so,  are  the  most  frequent  varieties  of  cervical  cancer, 
'hey  may  be  scirrhous  or  medullary, — that  is,  they  may  contain 
a  greater  or  less  proportion  of  fibroid  tissue,  and  may  show  a 
greater  or  less  rapidity  of  growth.  The  medullary,  or  more  cel- 
lular and  more  rapidly-growing  form,  is  the  more  common.  The 
tendency  of  both  forms  is  to  approach  the  surface,  and  give  rise  to 
ulcerations  of  a  rapidly  spreading  character,  with  or  without  the 
intermediate  sprouting  described  under  No.  8.  But  their  tendency 
is  also  to  rapidly  multiply  by  extension  into  the  surrounding  cel- 
lular tissue,  or  upwards  into  the  uterine  body,  or  downwards  into 
the  vaginal  sub-mucous  connective  tissue. 

In  one  or  another  of  the  above  clinical  forms,  more  or  less  typi- 
cally displayed,  the  practitioner  will  encounter  cancer. 

Causation. — I  have  nothing  further  to  say  on  this  head.    The 

S general  causation  is  yet  quite  obscure,  except  as  far  as  the  known 
acts  of  heredity,  gouty  and  other  dyscrasise,  race,  sex,  and  climate 
bear  upon  it.  With  regard  to  the  last,  Haviland  {Lancet^  vol.  ii. 
1868,  p.  787)  has  gathered  many  curious  fiacts,  which  deserve 
foUowinjB^  up.  Continued  mental  depression  is  thought  by 
Bcanzoni  ana  many  other  authorities  to  nave  a  strong  predispos- 
ing influence.  That  chronic  inflammatory  diseases  ot  the  cervix 
cannot  have  much  influence  as  an  excitant  is  abundantly  evident, 
but  that  it  becomes  one  when  associated  with  laceration  is  main- 
tained by  most  recent  American  authorities.  Emmet  says  {op.  ciL^ 
p.  496) : — "  I  have  never  known  a  woman  to  have  any  form  of 
epithelial  cancer  of  the  uterus  unless  she  had  at  some  time  been 
impregnated.  Moreover,  I  believe  that  nearly  all,  if  not  all,  cases 
of  epithelioma,  or  cauliflower  growth,  have  their  excitory  cause 
or   origin    in  a  laceration   of  the  cervix.      It    springs    from 
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the  efiort  to  re^ir  a  local  injury,  and  may  develop  from 
a  recent  laceration,  or  it  may  occur  after  a  change  of 
life."  I  can  only  say  that  I  have  seen  several  cases  of  epithelial 
caocer  in  women  who  have  never  been  impregnated,  and  that  one 
sees  scores  of  cases  of  cancer  **  after  a  change  of  life/*  both  in  the 
breast  and  the  uteras,  without  previous  laceration  of  the  cervix. 
I  think  it  highly  probable  that  the  irritation  of  a  torn 
cervix  has  a  somewhat  predisposing,  or  at  any  rate  a  localising 
influence,  but  the  truth  will  be  more  dispassionately  ascertained 
after  a  few  years  have  passed.  The  influence  of  depressed  vital 
forces  is  as  certain  here  as  in  other  forms  of  cancer  m  either  sex, 
especially  the  depression  due  to  rapidly-commencing  senility. 
Few  cases  occur  below  twenty  or  above  sixty. 

Progress. — ^The  extension  of  nodular  cancer  is  sometimes  fright- 
fully rapid,  and  may  destroy  life  by  the  accompanying  dyscrasia 
before  ulceration  has  occurred.  Some  years  ago  I  saw  a  case  with 
the  late  Dr.  Ogden  Fletcher,  where,  at  a  certain  date,  a  vaginal 
examination  was  made,  and  detected  nothing  abnormal.  In  two 
weeks  there  were  abundant  nodules  in  and  around  the  cervix.  In 
two  more  the  finger  could  not  enter  the  vagina,  and  in  about 
seven  weeks  altogether  the  patient  died.  But  few  such  rapid 
cases  as  this  occur  In  a  very  rough  way  cancer  may  be  said  to 
last  from  one  to  two  years,  but  much  will  depend  on  the  form, 
the  mode  of  extension,  and  the  possibility  of  at  any  rate  tempo- 
rary removal.  I  have  seen  several  cases,  also,  where  progress  has 
become  quite  stationary  for  a  considerable  portions  of  time, — ^two 
or  three  years, — so  as  to  give  rise  to  considerable  doubt  as  to  the 
dia^osis,  tdtbough  the  subsequent  termination  confirmed  it.  The 
ultimate  results  are  alike  in  all  cases,  deep  penetrating  ulcers, 
spreading  by  contiguity  or  arising  at  fresh  points,  eating  into  the 
tissues  and  destroying  life  by  pain,  hsemorrbage,  ana  wasting 
discharge ;  and  infiltration  of  the  surrounding  parts,  leading  to 
fresh  ulcerations  and  to  metastatic  deposits  in  the  neighbour- 
ing glands,  and  in  all  parts  of  the  body.  In  the  first  form,  super- 
ficial epithelioma,  the  ulceration  generally  commences  about  the 
OB  externum,  and  may  for  a  long  time  continue  superfcial, 
knawing  its  way  up  into  the  cervix 'or  towards^ the  adjacent 
vagina.  In  the  papillary  forms  ulceration  arises  in  the  surrodnd- 
iug  infiltrated  tissue,  although  bleeding  and  discharge  take  place 
from  the  sprouting  mass.  In  all  forms,  but  especially  the  nodu- 
lar, the  bladder  is  reached  through  the  connective  tissue^  which 
separates  it  from  the  uterus,  and  sloughing  of  its  walls  produces 
ragged  fistulss.  The  ureters  may  be  earljr  aflTected,  and  thus  are 
produced  either  fistulse  or  blocking  of  their  canals  by  infiltration, 
with  subsequent  hydronephrosis  and  ursemic  poisoning.  The 
rectum  is  less  frequently  opened,  and  the  peritoneal  P^'WKA^^ 
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Douglas,  or  other  portions  of  the  peritoneal  membrane,  are  rather 
included  in  the  innltrated  mass  tlum  liable  to  be  laid  open. 

Symptoms. — The  symptoms  which  characterise  cancer  of  the 
uterus,  in  any  situation,  are  general  cachexia,  hsemorrha^,  fostid 
discharge,  and  pain.  The  well-developed  cancerous  cachexia  is 
usually  a  sequel  of  the  other  symptoms,  but  in  many  cases  it  will 
be  found  that  a  rapid  loss  of  weight  and  general  feehng  of  malaise 
haye  preceded  all  else.  As  a  rule,  hsemorrhage  in  some  degree, 
is  the  first  symptom  which  attracts  attention.  It  may  be  very 
slight,  or  alarming  in  quantity,  at  its  first  onset,  Hsemorrhace, 
however  slight  occurring  after  the  menopause,  or  produced  oy 
some  slight,  apparently  trivial  cause,  is  always  most  suspicions, 
and  shoald  lead  to  investigation,  although  no  other  symptom  is 
present ;  it  may  assume  the  form  of  menorrhagia  or  of  n*equent 
slight  metrorrhagia.  As  the  disease  progresses  this  symptom  in- 
creases, draining  the  system,  or  sometimes  suddenly  imperilling 
life ;  but  often,  in  the  latest  sta^e  of  all,  the  hsemorrhage  may 
become  insignificant  When'  frequent  hsemorrhages  are  sup- 
pressed, pain  is  very  apt  to  increase.  Along  with  the  hssmor- 
rhage,  or  speedi  ly  succeeding  to  it,  we  begin  to  nave  the  very  char- 
acteristic discharge  of  cancerous  ulceration.  This  discharge  is  of  a 
watery  character,  pale  and  dirty-looking,  or  tinged  with  blood, 
and  intensely  foetid.  The  foBtor  is  undoubtedly  due  to  ulceration, 
or  to  the  shreds  of  gangrenous  tissue  which  are  cast  off  from 
papillomata. 

Pain,  although  a  characteristic  symptom,  is  a  somewhat  vari- 
able one.  It  is  not  uncommon  to  have  one's  attention  called  by 
haemorrhage  to  a  very  considerable  amount  of  nodular  infiltration 
and  ulceration,  or  to  sprouting  epithelioma,  in  the  entire  absence 
of  pain.  But  sooner  or  later  pain  also  comes  on,  as  the  infiltra- 
tion becomes  wider  and  involves  the  conneci|;ive  tissue;  sharp, 
lancinating,  or  burning,  extending  to  the  loins,  thighs,  or  abdo- 
men, generally  worse  at  ni^ht,  it  becomes  in  many  instances  in- 
tolerable, and  the  only  relief  is  to  be  found  in  inordinate  and 
gradually  increasing  doses  of  opium  or  other  sedatives.  Every 
function  of  the  body  ultimately  becomes  impaired.  Sleep  is  fitful 
or  impossible,  digestion  fails,  diarrhoea  or  constipation  adds  to  the 
discomfort  and  wasting:.  Dysuria  is  often  an  early  symptom, 
then  perhaps  follow  thenorrors  of  vesico- vaginal,  and  perhaps  also 
of  rectal  fistulse,  and  we  are  only  too  thankful  when  death  closes 
the  scene. 

Diagnosis. — Unfortunately,  malignant  disease  of  the  cervix 
rarely  comes  under  notice  until  pain  or  hsemorrham  calls  atten- 
tion to  it ;  before  that  time  the  disease  has  obtains  a  firm  hold. 
A  very  early  cancroid  epithelioma  might  be  mistaken  for  granular 
erosion,  or  for  a  chancre.    Chancre,  however,  is  excessively  rare  in 
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this  site,  and  a  hiBtory  shoald  be  obtainable  by  croes-ezamination 
or  otherwise,  which  should  obviate  error.  Inoculation  might  be 
desirable  in  ver^  rare  emergencies,  but  ablation,  with  subse- 
quent careful  microscopic  examination  of  the  portion  removed, 
would  be  the  wisest  course  in  a  case  where  svpbilitic  disease 
was  not  highlv  probable.  Granular  erosion  (Frontispiece,  No, 
2)  of  so  smiJl  a  surface  is  nearly  always  of  the  simplest 
character,  and  should  not  be  mistaken  for  a  true  cancerous 
ulcer,  which  from  the  first  has  a  sharply-defined  edge  and 
excavated  surface.  A  commencing  papilloma  could  only  oe  mis- 
taken for  a  similar  growth  of  benign  character,  for  condyloma,  or 
for  the  fun^osities  of  long-continued  or  over-treated  chronic  endo- 
metritis, with  or  without  laceration  and  ectropion  (Frontispiece, 
No.  5).  The  existence  of  the  first  of  these — non-malignant  pa- 
pilloma— is  doubted  by  many.  Certainly  there  are  examples 
which  present  no  traces  of  the  characteristic  cancer  nests  under 
the  microscope,  and  which  do  not  return  after  ablation.  I  have 
seen  one  such  as  large  as  a  chestnut.  It  is  very  doubtful,  how- 
ever, what  would  be  the  future  of  such  a  growth  if  left  alone, 
and  as  a  matter  of  precaution  it  should  be  treated  as  if  it  were 
malignant.  Ck)ndylomata  in  this  site  are  rare ;  their  syphilitic 
origin  is  generally  traceable,  and  the  occasional  application  of  a 
little  calomel,  with  vaginal  injections,  will  speedily  produce  an 
an  improvement  which  would  be  diagnostic  The  granular  con- 
dition of  old  metritis  has  a  history  of  chronicity,  and  an  accom* 
paniment  of  cervical  purulent  discharge,  which  are  totally  dis- 
tinct from  the  manifestations  of  an  epithelioma,  which  has  no 
such  symptoms.  The  possibility  of  the  latter  bein^  grafted  on  the 
former,  or  even,  in  rare  instances,  of  its  being  excit^  by  it,  must 
not  however,  be  forgotten.  A  small,  sessile,  malignant  fungosity 
of  the  more  compact  kind,  with  a  slightly  infiltrated  base,  might 
I  think,  be  mistaken  for  a  chronic  cervical  metritis.  I  never 
happened  to  see  one  in  so  early  a  stage  that  mistake  was  long 
possible.  The  thoroughly  protruded  fungus  with  thick  border 
projecting  firom  smooth  and  apparently  healthy  mucous  tissue,  is 
nearly  always  sufilcient  for  any  one  who  has  previously  seen  a 
sample  or  two  of  the  malignant  disease,  and  the  earliest  com- 
mencement of  crumbling  down,  with  foetid  discharge,  has 
generally  appeared.  In  a  doubtful  case  a  very  short  observation 
of  the  progress  from  bad  to  worse  would  sufilce  for  diagnostic 
purposes.  Nodular  cancer,  before  it  has  reached  the  stage  if  ul- 
ceration, presents  the  greatest  difficulty.  If  the  nodules  are  mul- 
tiple, and  especially  if  any  of  them  are  traceable  into  the  surround- 
iDg  tissues,  leading  to  diminution  of  uterine  mobility,  without 
history  or  signs  of  pelvic  inflammation,  there  can  be  little  doubt 
as  to  their  malignant  nature.    If  it  turn  out  that  the  nodules    j 
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were  BarcomatouB  instead  of  cauceroos,  the  practitioner  may  be 
held  gniltlees  of  any  great  error  in  di^rooeis,  and  little  of  anj 
difference  will  accrue  to  the  patient  Sat  a  einffle  early  malig- 
nant nodule  is  hardly  distinguishable  from  a  small  fibroid  of  the 
cervix,  or  a  limited  chroaic  induration,  or  even  from  a  deep-seated 
swollen  follicle  of  the  cervix.  The  soft  pulpiness  or  oedema  of  one 
lip,  due  to  uterine  flexion,  should  be  distinguishable  at  once.  A 
puncture  would  detect  a  doubtful  follicle.  But  small  fibroids  or 
nypertrophic  enlargements  and  single  cancerous  nodules  present 
few  certain  signs  for  differentiation.  Hypertrophic  enlarge- 
ments are  less  easily  isolated  from  apparently  healthy  tissue 
than  the  new  growths.  Fibroids  and  hypertrophies  present  a 
harder  consistence,  although  a  more  yielding  one  than  carcinoma, 
unless  it  is  quite  of  scirrhous  type,  which  is  not  common,  but 
this  refinement  is  hardly  appreciable  to  the  ordinary  touch,  and  is 
by  no  means  universally  met  with.  The  mucous  covering  of  a 
malignant  nodule  appears  to  be  much  more  one  with  it,  more  ad- 
herent to  it,  than  that  of  the  other  two  growths,  but  the  same 
necessity  for  great  tactile  experience  exists  here.  From  these  two 
signs  a  practitioner  of  great  experience  would,  I  believe,  make  a 
diagnosis  which  would  be  right  in  a  great  msjority  of  cases,  but 
I  fear  this  is  all  that  can  be  said.  If  fibroid  or  hypertrophy 
were  diagnosed  we  should  probably  be  led  to  make  use  of  uterine 
tents,  as  recommended  in  former  chapters.  Both  the  affections, 
especially  the  latter,  often  yield  considerably  to  tents,  owinff  to 
absorption,  while  Spiegelberg  asserts,  and  others  have  found,  tnat 
carcinoma  is  not  so  affected.  Positive  absorption  in  this  way 
might  be  considered  as  differential  against  cancer,  but  negative  re- 
sults would  hardly  affect  diagnosis.  Schroeder  puts  the  dilemms 
in  a  very  agreeable  form,  when  he  says ; — ^*^  It  is  not  unimportant 
x^  !.„„  . —  ?   J  .1^  . ,1  "     '"^  to  see  carci- 

cases  we  are 

eaual  propriety  soothe  ourselves  wit£  this  pleasant  reflection  in 
all  cases  where  early  malignant  disease  is  not  easily  differentiable, 
but  the  patient  would  hardly  derive  as  much  satisfaction,  if  the 
method  ot  diagnosis  were  made  plain  to  her.  Apart,  however, 
from  actual  removal  ot  the  affected  structures  and  microscopical 
examination,  there  are  no  other  signs  or  symptoms  than  those 
mentioned,  or  which  can  be  termed  pathognomonic. 

The  diagnosis  of  advanced  and  ulcerated  cancer  presents  few  or 
nd  difllculties.  So  says  Schroeder.  Thomas,  on  the  other  hand, 
says:— "I  know  of  no  disease  of  the  genital  organs  of  the  female, 
unless  it  be  pelvic  peritonitis,  which  so  frequently  gives  rise  to 
errors  of  diagnosis  with  the  inexperienced."  They  are  both 
speaking  of  ulcerated  cancer,  but  as  Thomas's  list  of  the  affeo- 
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tioDB  liable  to  be  confounded  with  it  includes  slouching  polypus, 
uterine  fibroids,  sarcoma  of  the  uterus,  and  retention  of  products 
of  conception,  it  is  evident  that  he  is  taking  together  cancer  of 
the  body  and  cancer  of  the  cervix.  His  other  items  are  inversion 
of  the  cervix  fipom  laceration,  papillary  hypertrophy  of  the  cer- 
vix, syphilitic  ulcer,  and  areolar  hyperplasia  of  the  cervix  with 
metrorrhagia.  We  have  referred  to  most  of  these  in  connection 
with  early  cancer  of  the  cervix. 

An  advanced  epitheliomatous  ulceration  cannot  weir  be  mis* 
taken  for  anything  else.  The  deeprooted  ulceration,  its  history, 
its  almost  certain  association  at  this  stage  with  multliple  malig- 
nant deposits,  its  hsemorrhages,  pain,  and  foetor  are  sui  generis. 
Only  the  rarest  forms  of  chancre  could  lead  to  error. 

Advanced  cauliflower  excrescence  (fig.  176)  is  also  like  nothing 
else.  One  can  just  imagine  a  bleeding  inverted  uterus,  or  a  par- 
tially sloughing  and  foetid  polypus  beine  mistaken  for  a  lar^e 
malignant  papilloma,  but  only  oj  one  wno  would  not  take  the 
trooble  to  investigate  the  history,  the  physical  properties,  and  the 
attachments  of  the  mass.  A  malignant,  solid,  mushroom-like 
sprout  ulcerates  early  and  characteristically,  the  ulceration  usually 
oomm^Qcing  at  the  part  nearest  the  os  uteri,  and  having  the  sharp 
overhanging  ^ges,  and  apparently  deep,  foetid,  cavity  which  are 
80  diagnostic  oi  cancer. 

As  regards  nodular  cancer,  when  at  all  advanced,  there  is  one 
great  distinguishing  feature,  the  fixation  ot  the  uterus  which  it 
causes.  Mere  non-malignant  enlargement  of  the  cervix  leaves  the 
uterus  mobile.  Cancer  fixes  it  early.  The  infiltration  spreads 
rapidly  to  the  surrounding  connective  tissue,  and  even  when  the 
finger  cannot  detect  its  nodules  there  through  the  vagina  or  the 
rectum,  it  ascertains  the  partial  or  complete  immobility  of  the  or- 
gan in  every  direction  thus  produced.  The  exudation  of  lymph 
or  blood  in  pelvic  disease  has  a  similar  effect,  as  may  have  also 
the  existence  of  large  fibroid  growths  of  the  uterus  itself.  In  the 
absence  of  these,  fixation  of  die  uterus  is  a  sign  of  great  and  al- 
most pathognomonic  value  in  cancer,  even  from  a  very  early 
stage ;  and,  apart  from  the  fact  that  non-malignant  pelvic  exuda- 
tions have  usually  a  well-defined  history  of  their  own,  they  have 
special  tendencies  to  assume  characteristic  forms  and  invade  par- 
ticular portions  of  the  pelvis,  as  described  in  Chap.  XIX. 

Ulceration,  based  upon  the  hardened  nodules  of  the  immobile 
cervix,  is  perfectly  characteristic.  It  has  sharp  nodular  edges  ex- 
cavated underneath,  crumbles  superfieially  under  the  touch,  and 
yet  the  crumbling  surface  is  felt  to  be  superficial,  and  its  foetor  is 
now  excessive.  The  radiating  fissures  of  a  torn  and  everted  cer- 
vix uteri,  with  its  covering  of  eroded  or  granular  mucous  mem- 
brane, are  not  combined  with  immobility  of  the  organ,  and  their 
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history  and  appearance  are  sufficiently  diagnostic  to  one  with  any 
experience  of  the  two  affections. 

in  making  the  diagnosis  of  any  case  of  cancer,  extreme  gentle- 
ness of  touch  is,  desirable.  The  finger  should  be  passed  along  the 
posterior  vaginal  wall,  scarcely  touching  any  projecting  mass,  if 
possible,  until  it  is  beyond  it,  and  then  should  gently  palpate  it 
with  the  pulp  of  the  finger  turned  towards  it.  W  ithout  this  pre- 
caution great  hsemorrhage  may  be  caused.  The  speculum  should 
not  be  used  except  in  doubtful  cases,  or  for  purposes  of  operation, 
or  other  necessary  treatment 

Treatment  of  Cancer  of  the  Cervix. — The  treatment  of  can- 
cer of  the  cervix  mav  be  divided  into  (1)  the  medicinal  agents  ad- 
ministered internally  for  the  cure  of  the  disease  or  the  j^liation 
of  its  symptoms ;  (2)  the  local  medicaments  which  are  applied  for 
either  of  these  purposes;  and  (8)  the  operative  means  wnich  are 
used,  also  with  either  of  these  two  aims. 

Medicines  are,  I  fear,  of  little  or  no  avail  as  curative  agents. 
From  time  to  time  some  enthusiast  imagines  that  he  ha^  discov- 
ered such  an  agent.  But  such  discoveries  speedily  fall  into  ob- 
livion, under  the  test  afforded  by  general  experience.'  Perhaps 
two  only  have  had,  or  still  retain,  any  hold  on  professional  esti- 
mation— arsenic  and  iodide  of  potassium.  No  one  with  any  ex- 
tensive experience  can  have  failed  to  see,  in  man^  instances 
a  wondernil  improvement  in  the  general  condition  of  can- 
cer patients  under  the  steady  use  of  small  doses  of  arsenic. 
It  appears  to  me  to  act  much  in  the  same  way  as  it  does  in 
certain  cases  of  ansemia.  The  general  condition  is  improved, 
and,  if  the  local  disease  were  not  there,  the  so-called  cach- 
exia might  j>erhai>s  be  diminished.  I  do  not  feel  justified  in 
withholding  it  in  any  case  where  I  think  I  have  removed 
the  local  disease,  or  where  aneemia  is  a  leading  symptom.  Iodide 
of  potassium  is  used  almost  quite  empirically.  I  have  never  seen 
a  case  of  cervical  cancer  materially  influenced  by  it,  but  I  have  a 
list  of  seven  cases  of  what  I  believed  to  be  cancer  of  the  breast, 
and  two  of  the  tongue,  all  of  which  diagnoses  were  confirmed  bj 
surgeons  of  great  experience,  where  every  trace  disappeared  under 
the  use  of  this  remedy.  Both  tongue  cases  and  one  of  the  breast 
cases  had  reached  the  stage  of  ulceration.  Knowing  what  we  do 
of  the  alliances  and  resemblances  of  syphilitic  growths  and  can- 
cer, all  these  cases  may  be  fallacious  as  guides,  although  every 
care  was  taken  to  exclude  mistakes  in  this  way.  I  have  also  seen 
three  or  four  cases  where  apparently  glandular  cancer  or  sarcoma 
of  the  breast,  coming  on  about  the  menopause,  while  fibroid  tu- 
mours of  the  uterus  in  the  same  patients  where  shrinking  has  dis- 
appeared during  the  administration  of  full  doses  of  iodide  of 
potassium. 
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As  palliatiyeB,  the  use  of  internal  remedies  is  more  extensive. 
There  is  a  atage  at  which  opium  may  be  said  to  be  our  sole  re- 
source. Other  sedatives  or  narcotics  may  be  required,  according 
to  the  idiosyncracies  of  the  patient,  but  opium  is  the  sheet  an- 
chor. Beware,  however,  of  beginning  too  early  with  large  doses. 
The  pain  of  cancer  sometimes  subsides  for  a  considerable  time, 
and  we  have  no  right  to  deprive  the  unfortunate  patient  of 
a  clear  brain  during  those  penultimate  weeks  or  months  of  a 
closing  life.  Medicinal  astringents,  given  to  arrest  haemorrhage, 
serve  little  other  purpose  than  to  disorder  the  digestive  organs. 
Even  ergot  is  liable  to  do  more  harm  than  good,  by  pro- 
moting uterine  muscular  contraction.  The  dietetic  treat- 
ment of  a  case  of  cancer  may  be  summed  up  briefly : — 
avoid  stimulation  further  than  seems  absolutely  necessary, 
give  as  much  bland  and  nutritious  food  as  the  patient  can 
digest,  carefully  regulate  the  bowels  by  the  mildest  aperi- 
ents available,  and  extract  what  benefits  you  can  from  iron, 
quinine,  cod-liver  oil  and  other  agents  of  a  similar  kind.  Mr. 
Thomas  Windsor,  one  of  the  most  careful  and  accurate  observers 
with  whom  it  has  ever  been  my  pleasure  to  be  associated,  had  a 
case  not  published  I  believe,  in  which  he  first  removed  the  eyeball 
and  orbital  contents,  and  afterwards  some  portion  of  the  bones, 
unsuccessfully,  for  cancer.  The  fungus  returned  and  could  not 
further  be  interfered  with.  The  patient  perfectly  recovered  after 
living  for  some  months,  on  the  adVice  of  a  quack,  on  nothing  but 
small  biscuits  of  flour  and  water  and  without  salt.  This  is  the 
only  fully  authenticated  fact  of  which  I  am  personally  cognisant 
in  tiftvour  of  the  starvation  treatment  of  ciancer.  Neither  I  nor 
my  patients  have  ever  been  bold  enough  to  try  it,  or  to 
rely  for  any  long  time  on  any  of  the  dietetic  cures  yet  recom- 
mended. 

ZfOcal  Applications. — (a)  Curative. 

No  one,  I  think,  now-a-days  dreams  that  we  have  specific 
agents  which  can  burrow  into  the  tissues  in  search  of  the  roots  of 
a  cancerous  tumour  and  dig  them  out,  while  leaving  intact  the 
surrounding  heathy  tissues,  although  it  is  impossible  to  main- 
tain the  inherent  impossibility  of  such  substances.  Such  pro- 
ceedings are  mainly  confined  to  quacks  who  prey  upon  the  ignor- 
ant or  despairing.  The  attempted  cure  of  cervical  cancer  by 
caustic  applications  is  reserved  for  cases  of  epithelioma,  which 
are  limited  in  extent  and  apparently  unaccompanied  by  deep 
infiltration.  Even  here  the  results  are,  I  fear,  always  evanescent. 
In  patients  who  object  to  the  use  of  the  knife,  they  may  be  tried, 
and  if  tried,  the  most  powerful  caustics  are  the  only  ones  avail- 
able. Bromine  in  solution  (1  part  in  5  of  spirits)  I  have  found 
much  loss  efiective  than  it  is  usually  stated  to  be.     Its  selective 
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action  for  the  maliffnant  tissues  is  I  fear  but  a  remnant  of  old 
superstition,  yet  with  that  reverence  for  authority  of  which  one 
can  never  entirely  divest  oneself,  I  occasionally  try  it  hmm.  The 
potassa  fusa  cum  eale  surely  destroys  everything  with  which  it 
comes  in  contact  and  a  small  malginant  fungus  may  be  thus  en- 
tirely got  rid  of,  but  it  comes  again.  The  utmost  precaution 
is  necessary  to  avoid  the  action  of  the  deliquescent  salt  from 
spreading.  The  duck-bill  speculum  should  be  used,  the  cervix 
thoroughlv  exposed  and  dricKl.  Plujzs  of  cotton  soaked  in  vin^ar 
are  placed  carefully  around  it.  The  caustic  mass  is  firmly 
pressed  for  a  few  moments  a^inst  the  afiected  part,  and  the 
vfijginal  cavity  is  freely  washed  out  subsequently  with  vinegar 
diluted  two  parts  of  water.  A  plug  soaked  in  glycerine 
and  vinegar  (equal  parts)  is  carefully  left  in  contact  with  the 
OS  uteri  for  some  hours.  Chromic  acid  is  less  effective,  and 
nitric  acid  is  too  superficial  in  action.  I  suspect  that  in  a 
few  years  nothing  will  be  heard  of  these  caustics  in  relation  to 
cancer,  except  as  to  their  occasional  use  after  excision,  when  it  is 
doubtful  how  far  the  diseased  parts  have  been  entirely  reached. 
As  an  A£6nt  of  this  kind  chloride  of  zinc  has  many  warm  advo- 
cates. The  galvano-cautery  knife  can  do  all  that  they  can  do,  and 
with  much  more  definite  regulation. 

(6)  JPaUioHve. — Local  applications  can,  however,  dp  much  as 
palliatives,  by  checking  hsemorrhage  and  lessening  foetor,  and  so 
prolonging  life  and  diminbhing  misery.  Pessaries  and  supposi- 
tories of  morphia  and  belladonna  I  consider  as  medicines  rather 
than  local  applications. 

For  the  relief  of  foetid  discharge  thymol  is  one  of  the  most 
efficient  aeents.  It  is  less  irritating,  less  offensive  itself  to  many 
people  and  less  liable,  when  constantly  used,  to  induce  eczema, 
than  carbolic  acid.  A  solution  of  1  in  800  parts  of  water,  with 
the  addition  of  a  little  elycerine,  may  be  injected  very  eently  and 
very  frequently,  or  a  white  vaseline  ointment  with  20  grains  to 
the  ounce,  the  liiymol  being  dissolved  by  the  aid  of  heat,  may  be 
smeared  over  the  fungoid  mass.  Good  carbolic  acid  is  not,  how- 
ever, offensive  to  au,  and  2^  per  cent,  solution,  or  vaseline 
ointment  of  1  in  40  may  be  used.  Weak  solutions  (gr.  ^-^  ad  5i) 
of  bichloride  of  mercury  may  also  be  used.  Iodine  is  hardly 
applicable  for  deodorising  purposes  alone,  but  carbolised  iodine, 
mat  is  a  combination  of  carbolic  acid  1  part,  and  tincture  of 
iodine  7  parts,  is  a  valuable  application,  in  solution  or  otherwise. 
A  completely  new  comination  ensues,  and  the  iodine  is  decolorised. 
I  believe  this  combination  was  first  recommended  by  Dr.  Boulton. 
Iodoform  has,  to  my  sensations,  such  a  vile  odor  of  its  own, 
which  nothing  thoroughly  covers,  and  which  so  enters  into 
combination  with  the  totor  of  oanoer,  aggravating  both,  that  I 
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have  almost  ceased  to  use  it  for  cancer  in  private  practice.  In 
hospitals,  or  where  one  can  depend  on  a  very  carefm  application 
of  just  sQ^cient  quantity  to  the  right  €i)ot,  it  is  more  serviceable. 
The  investi/jations  now  bein^  carriea  out  by  mv  friend  Dr. 
Priestly,  under  the  direction  of  the  British  M^ical  Association, 
may  perhaps  tend  to  show  that  it  has  other  properties  which 
would  still  further  commend  its  use.  Salicylic  acid  is  free  from 
all  odour  and  is  equal  in  many  respects  to  the  above  mentioned 
remedies,  as  far  as  concerns  the  parts  with  which  it  can  be  placed 
in  actual  contact ;  30  grains  dissolved  in  half  an  ounce  of  flexible 
collodion  is  a  popular  remedy  for  warts  and  corns ;  I  have  recently 
applied  it  to  fungating  masses  of  cancer,  when  the  application 
was  possible,  without  exciting  much  haemorrhage,  and  I  can  recom- 
mend the  practice  as  producing  something  more  than  a  mere 
deodorising  effect  The  powerfullv  hypnotic  and  somewhat 
depressing  action  of  chloral  hydrate  have  deterred  me  from  using 
it  locally  m  sufficient  quantity  to  be  used  as  an  antiseptic 

For  the  arrest  of  hemorrhage,  various  local  remedies  are  availa- 
ble. The  carbolised  iodine  and  the  preparation  of  salicylic  acid 
just  mentioned  are  often  very  effective,  but  more  powerful  syptics 
are  frequently  required.  The  glycerole  of  tennin  is  one  of  these. 
The  perchloride  of  iron  (liq.  ferri  perchlor.  fort.)  is  also  a  power- 
ful astringent,  requiring  to  be  carefully  applied  to  the  bleeding 
mass,  and  in  obstinate  cases  almost  pure  carbolic  acid  may  te 
safely  painted  on  the  raw  surface,  if  it  be  tiot  very  large.  Sul- 
phate of  zinc,  alum,  or  any  of  the  vegetable  astringents  suitable, 
may  be  applied  in  powder,  but  the  result  is  a  pultacious  clot, 
which  is  difficult  of  removal  without  further  hsemorrhage.  Plug- 
ging the  vagina  for  the  hsemorrhage  of  cervical  cancer  should 
never  be  had  recourse  to  without  grave  consideration.  If  styptics 
fail,  and  partial  or  complete  removal  of  the  disease  is  not  possible, 
it  may,  however,  become  a  necessity.  If  done  at  all,  it  must  be 
done  carefully  and  effectively  with  the  aid  of  the  speculum,  and  . 
the  utmost  care  must  be  exercised  in  removing  the  plug. 

Operative  Procedure. — In  every  case  of  operation  upon  a  can- 
cerous cervix  the  operator  shoula  clearly  place  before  himself  the 
the  question,  Can  I  remove  the  whole  of  the  cancerous  structure, 
and  so  give  the  patient  a  faint  chance  of  complete  recovery,  or  at 
any  rate  of  arrest  for  a  considerable  time,  or  can  I  only  remove 
such  portions  as  may  be  necessary  to  put  a  temporary  stop  to 
hsemorrhage  and  foetid  discharge,  and  so  prolong  life  for  a  snort 
time  or  render  it  more  endurable  ?    Moreover,  it  is  his  duty  to 

f'  ve  full  information  to  the  patient  or  her  friends  upon  the  point 
know  of  no  greater  cruelty  or  fraud  than  the  performance  of  an 
operation,  perhaps  of  successive  operations,  upon  a  patient  in 
whom  pain  and  hemorrhage  are.  greatly  in  abeyance,  and  in 

Digitize?b^OOgle 


370  REMOVAL  OP  GAKCBtl  Olf  THS  GtBtlVnt« 

whom  infiltration  is  bo  great  that  extirpation  is  impossible,  while 
hopes  are  held  out  of  a  successful  issue. 

In  certain  cases,  too  seldom  seen  bj  the  practitioner  in  time, 
there  is  a  reasonable  prospect  that  the  whole  of  the  diseased 
tissues  can  be  removed  oy  operation  on  the  cervix.  These  cases 
are  those  of— (1)  a  superficial  epitheliomatous  ulcer  of  the  cervical 
canal  or  surface,  with  no  evidence  of  deep-seated  infiltration; 
(2)  an  epitheliomatous  fungus,  however  large,  where  there  is  the 
same  absence  of  evidence  that  the  sub-mucous  tissue  or  surround- 
ing parts  are  infiltrated;  (8)  nodular  cancer,  ulcerated  or  non- 
ulcerated,  which  is  confined  to  a  part  of  the  cervix,  or  which  is 
within  the  reach  of  the  knife  or  galvanic  ecraseur,  or  which  may, 
by  good  fortune,  turn  out  to  be  not  cancerous  after  all.  In  all 
these  cases  ablation  is  justifiable  and  desirable,  even  in  the  absence 
of  severe  haemorrhage  or  pain. 

In  the  first  instance — ^that  of  the  superficial  ulcer — ^the  knife  is 
the  only  satisfactory  means.  The  cervix  must  be  fully  exposed 
by  the  duck-bill  speculum,  and  drawn  down  within  reach  of  easy 
manipulation.  With  a  fine-edged  knife  the  cervix  is  then 
thoroughly  pithed — that  is,  a  deep  shaving^  is  cut  away  from  the 
interior^  all  round  if  necessary.  The  portion  removed  should  be 
wedge-shaped  (fig.  132);  the  point  of  the  wedge  terminates  at  the 
OS  internum,  while  the  base  includes  the  whole  thickness  of  the 
cervix.  The  finger  is  then  used  to  detect  whether,  in  the  raw 
surface,  anv  hara  infiltration  points  are  to  be  felt.  If  so,  they 
must  be  shaved  away  as  far  as  the  thickness  of  the  cervix  wilt 
permit.  An  expert  operator,  like  the  late  Marion  Sims,  has  occa- 
sioLally  left  behind  only  a  mere  shell  of  the  upper  part  of  the 
cervix,  little  thicker  than  paper,  and  he  has  published  some  few 
permanent  cures,  and  many  cases  of  prolonged  recoverv  from  all 
svmptoms  of  disease  After  the  operation  it  is  advisable  to  touch 
the  whole  raw  surface  with  Paquelin's  cautery.  This  both  arrests 
hemorrhage  and  diminishes  the  risk  of  septicaemia.  Plugging  of 
the  cervix  for  several  days  afterwards  with  carbolic  glycerine 
plugs,  or  with  more  potent  astringents,  is  also  desirable,  as 
secondary  haemorrhage  is  not  uncommon.  It  is  doubtful  how  far 
any  process  of  stitching  together  the  edges  of  the  V-shaped  in- 
cisions thus  made  is  of  advantage. 

For  the  removal  of  fungoid  growths,  especially  if  large,  the 
galvano-cautery  ecraseur  is  the  most  satisfactory  method,  and  it 
must  be  made  to  include  as  much  of  the  cervix  as  possible.  If 
iniuration  extend  upwards  into  the  canal,  the  knife  must  subse- 
quently be  used  as  above  indicated. 

In  nodular  cancer,  or  suspected  cancer,  the  cervix  must  be  freely 
removed  as  recommended  in  certain  cases  of  hypertrophy.  The 
galvanic  wire  is  often  superior  to  the  knife,  but  the  latter  may 
come  to  its  aid  as  in  the  removal  of  epitheliomata^DyCjOOQle 
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In  advanced  cancer,  removal  of  as  much  as  possible  is  still  ad* 
visable  in  certain  cases.  When  there  is  deep  inflirtation  of  the 
cellular  tissue,  with  fixation  of  the  uterus,  or  where  the  uterine 
body  has  become  affected,  or  where  ulceration  has  spread  to  the 
vigina,  there  can,  of  course,  be  no  chance  of  cure ;  but  hsemor- 
rha^ic  and  other  discharges  may  be  greatly  abated,  and  the 
patient's  health  temporarily,  but  very  materially,  restored,  the 
cachetic  appearances  disappearing  for  a  time.  If  the  general 
symptoms  are  quiescent,  although  the  disease  must  be  advancing, 
DO  operation  is  j)ermissable  under  these  circumstances.  Pain  is 
not  m  itself  an  indication  for  interference,  for  pain  is  nearly 
always  due,  not  to  the  mere  cervical  disease,  but  to  its  extension 
beyond  the  cervix,  and  beyond  the  reach  of  operative  means. 
Hsemorrhagic  and  other  discharges  of  a  rapidly-wasting  character, 
and  ^hich  cannot  be  controlled,  are  our  sole  warrant.  For  the 
removal  of  these  we  must  simply  remove  as  much  of  the  bleeding 
mass  as  is  possible  with  safety.  The  ecraseur  will  cut  away  the 
bulk  of  a  protruding  mass,  and  the  curette,  scoop,  or  knife  may 
be  freely  used  on  such  soft  portions  as  escape  its  influence.  The 
patient  or  her  friends  must  always  be  fully  informed  of  the  nature 
and  scope  of  th^  operation. , 

To  sum  the  surgical  treatment  of  cancer  of  the  cervix : — 

1.  If  diagnosed  in  its  earliest  stages,  which  it  seldom  is,  remove 
at  once  by  the  knife,  cautery,  or  ecraseur,  as  above  directed. 

2-  In  very  early  epiththelioma,  caustics,  especially  potassa  cum 
calce,  may  be  tried,  if  the  patient  objects  to  operation. 

3.  If  complete  ablation  is  impossible,  relieve  pain,  and  check 
hflemorrhage  and  foetor  by  internal  remedies  ana  local  applica- 
tions as  aTOve. 

4.  When  discharges  are  great,  and  not  amenable  to  local  appli- 
cations, remove  fungating  masses  as  far  as  possible,  and  return  if 
necessary  to  local  applications. 

It  will  be  seen  that  I  have  said  nothing  of  the  removal  of  the 
whole  uterus.  I  prefer  to  discuss  this  formidable  proceeding 
after  considering  how  cancer  affects  the  body  of  the  organ. 


Cancer  of  the  Uteriiie  Body. 

Cancer  of  the  uterine  body  (fig.  179),  when  not  an  extension 
from  cervical  cancer,  is  fortunately  very  rare,  furnishing  probably 
not  more  than  2  or  8  per  cent,  of  the  whole  number  of  uterine 
cancers,  although  A.  R.  Simpson  and  some  other  writers  give 
a  very  much  higher  projyortion.  It  is  a  strange  fact  that,  unlike 
cervical  cancer,  &e  majority  of  cases  are  met  with  in  nulliparae,, and 
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Fio.  170. — Cancer  of  the  bodj 
of  the  Uterus,  aflbctte^  a 
large  portion  of  the  mu- 
cooB  lining.    (SchrcBder). 


this  would  doubtless  be  considered  as  oonfirmatory  of  their 
opinions  by  those  who,  like  Emmet,  trace  oancer  of  the 
cervix  in  all  cases  to  cervical  tearine 
after  laboar,  although  it  may  also,  ana 
with  more  force,  be  pleaded  as  showing 
that  uterine  cancer,  like  all  other  cancers, 
may  be  totally  independent  of  any  such 
traumatic  causation.  It  is  met  with  as 
an  epithelioma  or  as  a  nodular  encepha- 
loid  infiltration,  leading  to  a  prolifera- 
ting fungus  in  the  one  case,  or  to  a  sin- 
gle or  multiple  solid  enlargement  in  the 
other.  If  lite  is  suflBcientiy  prolonged, 
there  is  ulcerative  excavation  of  the 
uterine  wall,  infiltration  of  surrounding 
tissues,  and  metastasis  to  the  glands  or 
elsewhere,  just  as  in  cervical  cancer. 
The  epitheliomatous  fungating  variety 
is  the  most  common,  the  variety,  by 
the  way,  which  is,  in  the  case  of  the 
cervix,  most  often  attributed  to  tray- 
matic  causes. 

Symptoms  and  Diagnosis, — The  symp- 
toms are  those  of  pain,  haemorrhage,  fostid  discharge,  uterine 
enlargement,  and  induration,  and,  as  the  former  three  of 
these  are  generally  more  early  developed  than  in  cervical 
cancer,  it  might  be  supposed  that  the  corporeal  form  would 
be  more  easily  diagnosed.  Such  is  not  the  case,  however, 
for,  independently  of  the  fact  that  the  sources  of  the  dis- 
charge are  out  of  reach,  there  are  many  other  afiections 
which  may  give  rise  to  most  or  all  of  the  same  symptoms,  and, 
as  many  of  these  are  exceedingly  common,  suspicion  naturally 
turns  in  their  direction.  An  enlarged  uterus,  with  pain,  hemor- 
rhage, and  foBtor  may  mean  cancer  of  the  uterus,  witn  which,  for 
the  present,  we  will  associate  sarcoma,  but  it  may  also  mean 
several  other  things  more  frequently  encountered ;  five  especially 
may  be  noted — fibroid  tumours  or  polypus,  chronic  metritis,  re- 
tained products  of  conception,  intra-uterine  non- malignant  fungosi- 
ties,  and,  lastly,  foreign  bodies. 

Fibroid  tumours  or  polpi  constantly  give  rise  to  all  the  above- 
mentioned  symptoms  except  foster,  and  even  this  may  be  present, 
and,  I  think,  undistinguishable  with  certainty  from  that  of  can- 
cer, when  sloughing  of  the  mass,  or  of  even  of  a  small  portion  of 
its  covering,  occurs,  or  when  there  is  prolonged  retention  of  dis- 
charges. 1  can  recall  the  case  of  a  lady  suffering  from  fibroid  tu- 
mour— as  diagnosed  by  myself,  by  my  colleague  Dr.  D.  L.  Boberts, 
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and  by  a  moet  intelligent  family  practitioner.  She  was  sabse- 
qaentlj  seen  by  two  ^ntlemen,  whom  I  should  r^ard  as^  almost 
the  highest  possible  English  authorities  in  surgical  and  medical 
gynsecology  respective^,  who  diagnosed  cancer,  and  counselled 
non4nterference.  Yet  a  post-mortem  examination  showed  that  she 
died  from  nature's  attempt  at  enucleation  of  a  fibroid.  There 
was  a  cancerous  fftmiiy  history,  and  intensely  foetid  discharge 
towards  the  close ;  but  I  had  the  advantage  ot  seeing  the  case 
early.  The  onl^  diaefnostic  means  in  such  a  case  is  ^ee  dilata- 
tion of  the  cervix  and  examination  ot  the  uterine  wall  with  the 
finger.  If  a  large,  firm,  smooth  tumour  is  felt,  the  chances  are  very 
greatly  a^inst  its  being  malignant.  If  ulceration  exists,  a  care- 
ful examination  of  the  discharges  may  aid  in  diagnosis. 

Chronic  metritis  also  gives  rise  to  moderate  enlargement,  to 
hsemorrhi^es,  and  often  to  pain,  and,  if  there  be  retained  men- 
strual products,  to  fcetor.    Dilatation  and  digital  exploration  are 
again  our  sole  resource,  and  mistakes  can  be  only  arise  if  we  find 
any  soft  thick  vegetation  at  any  point  or  points.    This  might  be 
malignant  papilloma  or  merely  the  granulations  of  chronic  endo- 
metritis, or,  much  more  rarely,  a  soft  mucous  polypus.    An  ex- 
pert might,  I  think,  nearly  always  be  relied  on  to  make  the  diag- 
nosis by  his  tactita  eruditus^  toeether  with  his  practical  skill  in  elimi- 
nating and  putting  together  the  points  in  the  history  of  the  cases, 
but  removal  of  some  portion  of  the  mass,  by  curette,  will  solve  the 
difficulty,  if  the  fragment  be  subjected  to  competent  microscopical 
examination.     It  is  very  easy,  however,  to  follow  the  prevailing 
example,  and  to  speak  of  microscopic  examination  of  such  products 
as  if  it  were  the  simplest  matter  in  the  world,  or  as  if  an  accurate 
knowledge  could  bo  attained  by  the  study  of  a  few  woodcuts.    I 
believe  that  no  reliance  is  to  be  placed  on  examinations  of  the  kind 
unless  the  examiner  is  to  a  certain  extent  an  expert  in  the  making 
and  staining  of  the  sections,  and  in  other  processes  which  in- 
volve a  degree  of  skill  to  which  I  fear  it  will  be  very  long  before 
the  average  practitioner  can  obtain. 

Retained  placenta  or  other  products  of  conception  have  a  his- 
torr  of  their  own,  which  phould  put  us  on  our  guard  ;  dilatation, 
and  examination  of  removable  portions,  may  reveal  placental  or 
membranous  structures  or  even  the  cysts  of  hydatiginous  moles. 

Foreign  bodies  in  the  uterus  are  rare,  but  I  have  known  a  por- 
tion of  a  stem  pessary,  and  of  a  broken  sponge-tent,  produce 
symptoms  closely  allied  to  those  of  cancer.  In  the  latter  case,  the 
fcetor,  after  three  months'  retention,  was  declared  to  be  pathog- 
nomically  cancerous.  I  was  enabled  to  detect  the  difference,  not  by 
my  sense  of  smell,  but  from  having  received  the  confession  of  the 
practitioner  in  attendance.  It  is  not  the  sole  instance  in  which 
error  has  been  avoided  by  consultation*  /    ^^^i^ 
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The  diagnosis  of  uterine  cancer  fromgurroanding  pelvic  inflam- 
mation, with  or  withont  abscess,  should  not  be  difficult  to  one  who 
will  study  the  historical  facts  and  make  a  careful  bi-mannal  ex* 
amination.  The  combination  of  pain,  hsemorrhag  and  foetor, 
with  uterine  fixation  and  surrounaing  nodulation,  "and  without  a 
very  clear  history  of  fever  and  inflammation,  must,  in  the  case  of 
pelv'c  inflammation,  be  very  rare. 

Treatment — The  treatment  of  corporeal  uterine  cancer,  when 
fftirly  developed,  and  that  is  almost  tantamount  to  saying  when 
rationally  diagnosed,  is  a  very  hopeless  business.  Pain  may  be  re- 
lieved* bv  opiates  or  other  sedatives.  Hsemorrhage  may  be  checked 
bv  swabbing  with  the  strongest  astringents,  or  occasionally  by 
plugging  the  cervix.  Poetor  is  less  under  control  than  in  the  cer- 
vical form,  but  may  also  be  diminished  by  swabbing  with  antisep- 
tics, or  by  very  careful  intra-uterine  injections  with  a  double 
catheter,  or  still  better  by  the  insertion  of  soluble  pencils,  with 
carbolic  acid,  iodoform,  or  other  antiseptics  incorporated  in  gela- 
tine {see  Medicated  Tents,  p.  218).  The  main  practical  question  is, 
Can  surgery  do  anything  to  completely  removing  even  a  commenc- 
ing malignant  papilloma,  or  of  dissecting  away  with  the  knife  any 
suspicious  underlying  infiltration.  All  that  can  be  done  in  this  is 
to  give  temporary  relief  from  hemorrhage,  by  scraping  off"  with 
some  form  of  curette  or  scoop  the  softest  poi'tions  of  the  sprouting 
mass.  One  procedure  alone  could  give  any  hope  of  removing  the 
disease, — removal  of  the  entire  organ  ;  and  this  is  an  operation  of 
so  serious  and  so  difficult  a  nature,  so  essentially  modem  in  its 
rational  conception,  and  upon  which  there  are  as  yet  so  many  dif- 
ferences of  opinion,  that  it  would  be  well  still  to  delay  its  notice 
until  we  have  spoken  of  the  remaining  forms  of  malignant 
disease  which  may  affect  the  uterus,  and  which  may  call  for  the 
employment  of  such  extreme  measures. 

Sarcoma  of  the  Uteros. 

In  difference  to  the  prevailing  pathology  of  the  day,  which  looks 
upon  sarcoma  as  an  aftection  of  connective  tissue,  and  upon  cancer 
as  an  affection  of  the  epithelial  element,  I  have  separated  these  tt¥0 
affections,  both  truly  malignant  when  fully  developed.  There  is, 
however,  a  vast  amount  of  confusion  among  our  pathologists  and 
gynaecologists  as  to  the  differences  or  affinites  which  exist  between 
carcinoma  and  sarcoma,  and  the  relations  of  each  of  them,  in  the 
way  of  evolution,  to  non-malignant  growths,  is  as  yet  almost  un- 
known. As  regards  sarcomata  of  otner  organs  especially,  I  have 
seen  many  amusing  differences  of  opinion  between  the  clinical 
practitioner  who  removed  them  and  the  pathologist  who  examined 
them^  differenoes  whioh  eabsequent  watching  of  the  patienti^lved 
as  often  in  favour  of  the  one  as  of  the  other.  ^'''"^  by  ^OOglC 
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Speaking  not  as  a  histologist  or  pathologist,  but  as  a  clinical 
observer,  who  would  desire  all  the  help  he  can  get  from  patho- 
logical histology,  I  have  no  hesitation  in  saying  that,  when  sar- 
coma of  the  ateras,  ovaries,  or  other  organs,  chiefly  resembles 
clinically  the  fibroid  or  non-malignant  diseases  oi  those  organs,  it 
should  be  treated  as  such,  and  tiiat  when  it  clinically  resembles 
cancer,  it  should  similarly  be  treated  as  cancer.  The  same  remark 
applies  to  andenomate,  myzomate,  and  other  allied  affections,  the 
differentiation  of  which,  when  affecting  the  uterus,  must  be  made 
rather  in  the  dissecting-room  than  at  the  bedside.  It  is]to  be  hoped 
that  a  fair  proportion  of  the  future  British  .practitioners  will  be 
able  to  accomplish  the  former  task,  the  latter  will,  I  fear,  remain 
impossible  to  them. 

Sarcoma  of  the  cervix,  that  is,  non-cancerous  disease  of  the  cer- 
vix, of  a  decidedly  malignant  character,  tending  to  ulceration,  and 
extension  by  contiguity,  or  metastasis,  and  yet  of  purely  sub- 
mucous origin,  is  rare,  unless  we  admit  our  ignorance  as  to  the  dif- 
ference between  nodular  cancer  and  sarcoma.  Sarcoma  of  the  body 
of  the  uterus  (fi^.  180)  is,  on  the  other  hand,  more  common  than 
cancer,  like  which,  it  may 
appear  in  a  nodulated  in- 
terstitial form,  hardly 
differing  from  fibroid 
growths,  but  having  gen- 
erally less  apparent  cap- 
sulation. In  all  clinical 
particulars,  symptoms, 
multiple  character,  or  the 
like,  sarcoma  may  re- 
semble fibroid  tumours 
at  first,  and  there  is  the 
strongest  possible  reason 
to  believe  that  they  mav 
gradually  become  devel- 
oped from  true  fibroid 
growths.  The  develop- 
ment of  interspaces  with 
mucoid  contents,  consti- 
tuting myxosarcoma,  is 
closely  analogous  to  the 
formation  of  the  fibro- 
cystic growths.  Like  can- 
cer, also,  sarcoma  may 
develop  upon  the  internal 
wall,  not  with  early 
sprouting  as   in   the  epitheliomatous    form   of  cancer,  but  as 
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a  BwelliDg  or  protuberance  very  like  a  soft  sub-mnooas  fibroid. 
Microscopically  it  more  often  shows  the  presence  of  the 
round  than  the  spindle-shaped  sarcomatous  histological  element 
The  mass  may  to  the  eye  resemble  a  pure  fibro-myoma,  or  ipay 
have  a  much  softer  and  more  ence^haloid  appearance.  Ulcera- 
tion is  slower  and  less  complete  than  in  cancer,  out  in  some  cases 
there  is  little  distinction  in  this  respect,  and  the  relation  of  the 
two  forms  of  disease  is  still  furtner  shown  by  the  occasional 
inter-proliferation  of  epithelial  cells  (the  carcino-sarcomata  of 
E[lebs).  Metatastatic  deposits  may  take  place  either  in  con- 
tiguity or  at  a  distance.  I  have  seen  metastatic  deposits  of  ai 
true  encephaloid  character  following  the  removal  of  what  so  good 
an  observer  as  Mr.  Jonathan  Hutchison  declares  to  be  the  true 
sarcoma  of  the  testicle.  I  cannot  see  how  any  one  who  has  any 
strong  opinion  on  tho  doctrine  of  evolution  can  fail  to  see  in  all 
these  facts,  and  in  spite  of  certain  specific  histological  difterences, 
a  gradual  scale  of  development  or  retrogradation  from  the  benign 
fibro-myoma  to  sarcoma,* and  again  pernaps  to  cancer.^ 

Symptoms. — Pain  is  later  than  in  cancer,  earlier  and  more  com- 
mon than  in  fibroids,  but  there  are  many  exceptions  to  this. 
Heemorrhage  may  be  early  and  great,  as  with  sub-mucous  fibroids, 
and  from  the  same  increased  hyperemia.  Later  it  may  be  due, 
as  in  cancer,  to  ulceration.  Fcetor  is  less  common  than  in  cancer, 
but  there  is  often  the  same  watery  discharge. 

Diagnosis, — Setting  aside  chronic  metritis,  and  the  retained  pro- 
ducts of  conception,  of  which  sufficient  has  been  said  above,  the 
main  question  arises.  Is  the  disease  fibroid,  cancerous,  or  sarcoma- 
tous? This  cannot  always  be  answered  at  once.  When  ulcera- 
tion has  not  occurred,  the  disease  mostly  resembles  fibroid  tumour. 
Its  softer  consistency  and  its  rapidity  of  growth  may  point  to  the 
malignant  type.  If  it  asslimes  a  polypoidal  form,  removal  and 
subsequent  examination  will  affom  a  means  of  differentiation. 
The  so-called  recurrent  polypi  of  some  writers  are  examples  of 
sarcoma.  When  softening  and  ulceration  have  occurred,  sarcoma 
mostly  resembles  cancer,  and  a  careful  examination  of  scrapings 
bv  the  curette  must  decide,  if  possible,  the  difference ;  but  in  dl 
cases  of  doubt  we  are  driven  back  on  the  sound  practical  rule  of 
treating  the  case  as  we  would  do  in  fibroid  cancerous  disease 
respectively. 

Ireatm^ent — ^I  have  nothing  further  to  say  on  this  head  beyond 
what  is  involved  in  the  last  sentence. 

Excision  of  the  Uterus  for  Maliguant  Disease.— We  have 
already  spoken  of  removal  of  the  uterus  in  the  case  of  irreducible 

1  If  I  as  has  been  recently  sugfi^ested,  fibroid  growths  may  be  prod  acta  of  the  gouty 
diathesis,  other  highly  suggestive  evolutional  hypotheses  arise,  and  there  may  yet  be 
found  a  rational  basis  for  the  dietetic  treattnent  of  all  these  affections. 
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inversion,  and  have  expressed  the  opinion  that  it  should  rarely  if 
ever  be  required.  In  relation  to  fibroid  tumours  also,  we  have 
decided  that  various  other  means  of  treatment,  including  removal 
of  the  ovaries,  when  absolutely  necessary,  present  such  chances  of 
success  that  the  terrible  alternative  of  removing  the  uterus,  to- 
gether with  an  immense  fibroid  enlargement,  should  with  almost 
equal  rarity  present  itself.  Excision  of  the  whole  uterine  body 
and  cervix,  for  malignant  disease,  has  been  recently  introduced  to 
the  profession  by  Freund  of  Breslau,  although  isolated  attempt^ 
in  the  same  direction  had  been  previously  made  by  Santa,  Blun- 
dell,  Recamier,  Hennig,  and  others.  The  physician  or  general 
practitioner  will  not  be  called  upon  to  undertake  such  an  opera- 
tion under  any  circumstances,  so  that  we  shall  not  concern  our- 
selves with  the  methods  and  appliances  needful  for  its  execution. 
But  it  may  fall  to  the  lot  of  any  one  to  decide  the  question,  yea 
or  nay,  and  it  is  therefore  desirable  to  obtain  as  clear  views  upon 
the  subject  as  are  as  yet  obtainable. 

The  results,  &6  far,  are  by  no  means  encouraging.  Thomas, 
in  1880  {op.  ciL^  p.  598),  gives,  quoting  from  Schmidt's  Jahr- 
buchevy  the  results  of  proceedings  in  .this  direction:  *' Freund 
bad  performed  fourteen  operations,  with  eight  deaths,  five 
recoveries,  and  one  incomplete  operation.  Of  the  five  recov- 
eries one  died  from  a  return  of  the  cancer,  one  from  pleuritis, 
and  a  third  is  now  suffering  from  a  return  of  the  cancer.  Of  the 
remaining  twenty-five  operations  of  which  the  results  are  known" 
(they  will  certainly  omit  few  successful  ones)  "  which  have  been 
recorded  by  various  operators,  nineteen  died,  five  recovered,  and 
in  one  case  the  operation  was  incomplete.  Of  these  five  success- 
ful cases,  in  three  the  cancer  returned."  The  net  result  in  the 
thirty-nine  cases  is,  that  twenty-seven  have  died  from  the  opera- 
tion, leaving  twelve  to  account  for.  But  of  these  twelve,  two 
were  incomplete  cases,  Le.^  they  left  the  patient  alive,  1  suppose, 
but  dying  of  cancer.  Ten  remain.  Of  these,  one  has  diea  of 
pleurisy.  We  will  put  her  doWn  to  the  credit  of  the  operation, 
and  suppose  that  there  was  no  septic  or  malignant  cause  for  it 
and  that  she  would  not  have  had  a  return  of  the  cancer.  Nine 
remain.  Of  these,  four  are  known  to  have  a  return  of  the  cancer, 
of  whom  one  has  already  died  of  it.  Four  remain,  of  whom  all 
that  we  can  say  is,  they  have  not  yet  been  reported  to  have  died 
of  cancer.  I  expected  great  things  from  the  discussion  of  this 
subject  at  the  meeting  of  the  British  Medical  Association  in  Au- 
gust, 1883,  but  have  found  nothing  to  alter  the  impression  con- 
veyed by  the  above  statistics.  The  discussion  at  the  Eighth 
Annual  Meeting  of  the  American  Gynsecological  Society,  held  at 
Philadelphia,  in  September,  1883,  was  etill  more  antagonistic  to 
the  operation.     Dr.  Jackson  of  Chicago,  who  introduce  the  sub-^. 
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ject,  "  knew  of  eight  cases  in  Chicago,  seven  of  which  were  fetal." 
Of  the  fatal  cases  only  one  (his  own)  had  been  published.  He  es- 
timated Frennd's  mortality  at  more  than  72  per  cent,  exclusive 
of  those  patients  in  whom  the  disease  might  return  (Am.  Gh/ru 
Trans.^  vol.  viii.).  With  these  figures,  and  those  of  Hegar,  Kal- 
tenbach,  and  Paggia  before  me,  none  of  which  are  more  favour- 
able, I  have  no  Hesitation  in  saving  to  the  practitioner  that,  unless 
he  can  find  a  patient  who,  on  the  first  indication  of  cancer  of  the 
ceryix  or  fundus, — the  latter  a  condition  rarely  diagnosed, — ^is 
bold  enough  to  run  the  terrible  immediate  risks  involved  by  re- 
moval of  the  whole  uterus,  and  to  shut  her  eyes  to  the  almost  cer- 
tain return  of  the  disease,  he  had  better  leave  the  operation  out  of 
his  calculations.  No  general  practitioner  will  think  of  perform- 
ing it  himself;  and  if  he  wishes  to  know  the  relative  disad^^m- 
tages  of  vaginal  or  abdominal  removal,  and  the  mode  of  avoiding 
fatal  results  by  hssmorrhage  or  otherwise,  in  either  case,  he  will 
find  abundant  references  in  the  works  of  Thomas,  of  Hart  and 
Barbour,  and  of  Schroeder,  referred  to  above. 

Extirpation  of  the  whole  uterus  for  malignant  disease  may  be- 
come a  somewhat  safer  procedure  in  the  future,  when  its  indica- 
tions and  mode  of  performance  have  been  simplified  and  made 
more  clear,  and  when  we  have  tound  some  more  certain  specific 
against  the  return  of  the  disease.  For  the  present  it  had  Dett.er 
be  left  in  the  hands  of  those  who  may  be  successful  pioneers,  but 
who  are  not  for  the  time  being  desirable  medical  advisers.  With 
so  distinguished  an  authority  on  surgical  gynsecology  as  Emmet, 
I  might  well  say  that  "  we  will  not  enter  into  the  merits  of  this 
operation  for  the  removal  of  cancer  of  the  uterus,  op  more  than 
q^uestion  it  any  permanent  advantage,  on  this  condition,  can  pos- 
sibly be  found." 

Since  the  foregoing  lines  were  written,  I  have,  through  the 
courtesy  of  Dr.  Jackson  of  Chicago,  received  a  full  copy  of  his 
paper  above  referred  to,  and  I  cannot  resist  making  two  very  ap- 
posite quotations  from  it.  "  What  are  the  facts  ?  As  we  must 
all  admit  that,  so  far,  no  remedv  has  been  discovered  which  has 
power  to  remove  a  hypothetical  blood  poison,  so  it  is  notorious 
that  in  almost  all  instances  in  which  surgical  operations  have  been 
done  for  the  removal  of  this  disease — whether  by  knife,  scissors, 
cautery,  or  caustic — they  have  only  been  of  temporary  benefit,  if 
beneficial  at  all.  Nevertheless,  so  lohg  as  these  procedures  were 
comparatively  free  from  clanger  to  life,  so  long  as  they  could  not 
be  fairly  charged  with  doing  actual  harm,  tney  were  doubtless 
proper  m  many  cases,  because  they  added,  for  a  time  at  least,  to 
the  patient's  comfort.  It  can  hardly  be  claimed  or  admitted  that 
operations  for  cancer  in  every  part  of  the  body  have  usually  done 
more  than  this*  the  instances  in  which  the  disease  has  been  per- 
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nianently  cured,  or  in  which  life,  has  been  lengthened  by  them, 
being  quite  exceptional.  But  when  the  operations  themselves 
become  so  dangerous  as  to  destroy  70  per  cent,  of  lives  in  a  few 
liOurs  or  a  few  days ;  and  when,  of  the  few  who  escape  the  opera- 
tor, 50  to  78  per  cent.  dU  from  return,  or  rather  continuance,  of 
the  disease  within  a  few  months ;  and  when,  further,  of  those  who 
yet  remain,  all,  or  nearly  all,  die  as  soon  as  though  no  operation 
had  been  performed,  we  may  very  properly  cry  analt,  ana  stop  to 
consider  whether  our  calling,  thus  exercised,  is  beneficial  or  in- 
jurious." Again — ^"  Notwithstanding  the  very  unfavourable  re- 
sults of  excision  of  the  cancerous  uterus,  can  we  expect  that  the 
operation  will  be  abandoned  ?  I  think  not.  Schroeder  is  reported 
to  have  said  that  if  the  disease  should  return,  in  five  cases  out  of 
six  he  would  still  operate.  Does  any  one  suppose  that  an  addi- 
tional one-sixth  would  alter  his  determination  ?  Many  other  sur- 
geons look  upon  the  operation  with  favour,  and  thejr  will  doubt- 
less perform  it  when  opportunity  offers.  Operations  that  are 
likely  to  kill  are  spoken  ot  as  ^brilliant,'  and  tne  popular  clinics 
are  those  at  which  the  largest  number  are  done  for  removal  of 
kidneys,  spleen,  uteri,  and  portions  of  livers,  stomachs,  and  intes- 
tines. Spectators  admire  and  applaud,  they  are  rarely  permitted 
to  witness  the  quickly-following  death."  1  agree  with  his  final 
summary. 

"  1.  Diagnosis  of  uterine  cancer  cannot  be  made  sufficiently 
early  to  ensure  its  complete  removal  by  extirpation  of  the  uterus. 

"  2.  When  the  diagnosis  can  be  established,  there  is  no  reason- 
able hope  for  a  radical  cure,  and  other  methods  of  treatment,  far 
less  dangerous  than  excision  of  the  entire  organ,  are  equally  effect- 
ual in  ameliorating  suffering,  retarding  the  progress  of  the  dis- 
ease, and  prolonging  life. 

*'  3.  Extirpation  of  the  cancerous  uterus  is  a  highly  dangerous 
operation,  and  neither  lessens  suffering— except  in  those  whom  it 
kills — nor  gives  reasonable  promise  of  permanent  cure  in  those 
who  recover.  Hence  it  fans  in  all  the  essentials  of  a  beneficial 
operative  proceeding,  and  should  not  be  adopted  in  modern 
surgery." 

The  elaborate  and  exhaustive  discussion  on  the  subject  of  extir- 
pation of  the  uterus  for  cancer,  by  the  British  Obstetrical  Society, 
IS  just  concluded  as  I  go  to  precis.  It  seems  in  every  way  to  cor- 
roborate the  views  I  have  mantained.  Without  referring  to  the 
opinions  of  individual  speakers,  I  agree  with  the  words  in  which 
the  Lancet  (March  14, 1885),  concludes  its  notice  of  the  debate  : — 
*'  No  evidence  is  as  yet  forthcoming  that  total  extirpation  of  the 
uterus  for  cancer  of  the  body  either  prolongs  life  or  relieves  suffer- 
ing, while,  on  the  other  hand,  the  mortality  after  the  operation  is 
known  to  be  large,  and  earfy  recurrence  extremely  frequent" 
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CHAPTER  XV. 

DiSBABBs  OF  THB  OvARiBS.—Prolapse.  Neuralgia.  Inflammation,  Acute  and 
Chronic  Perl  oYaritis.  Abscess.  Apoplexy,  Oyarian  Tnmoiin,  Solid 
and  Cystic. 

I  HAVfi  already  referred  (p.  185)  to  the  congenital  abnormalitiee  of 
the  ovary,  and  under  the  heading  of  Infantile  Uterns  (p.  194)  I 
have  referred  to  certain  clinical  results  of  their  imperfect  devet 
opement. 

Prolapse  of  the  Ovary. 

This  has  also  been  referred  to  (p.  8).  If  carefully  sought  for  by 
bi-manual  examiuation,  the  ovary,  more  often  the  left  one,  may 
not  infrequently  be  found  to  lie  in  Douglas's  pouch,  considerably 
lower  than  is  normal. 

Symptoms. — In  some  instances  this  prolapse  gives  rise  to  no 
symptoms  whatever,  but  in  others  it  may  occasion  pain  in  defeca- 
tion, or  on  connection,  and  now  and  again  this  state  gives  rise  to  a 
considerable  amount  of  sympathetic  nervous  disturbance.  All  the 
symptoms  are,  however,  very  apt  to  varv  at  diflferent  periods. 
Once  prolapsed,  the  organ  is  constantly  liable  to  hypersemia,  and 
to  temporary  or  permanent  enlargement  Most  frequently  this 
state  of  matters  leads  also  to  monorrhagia  and  dysmenorrhoea.  In 
women  who  have  not  yet  borne  children,  there  is  no  necessary 
connection  with  displacements  of  the  uterus,  but  in  those  who 
have,  the  organ  is  most  frequnntly  sub-involuted  and  retroflexed. 
There  is  always  a  dull  sickening  pain  when  the  prolapsed  ovary 
is  pressed,  and  this,  with  careful  re-examination,  after  the  bowels 
have  been  unloaded,  will  serve  for  its  diagnosis  from  a  faecal 
nodule.  I  have,  however,  known  such  a  nodule  obstinately  re- 
main after  several  injections.  The  cause  of  displacement  may  be 
congenital  or  accidental,  and  although  it  is  met  with  in  the  un- 
married, no  doubt  most  of  the  cases  are  due  to  incomplete  re- 
covery from  the  puerperal  period. 

The  Ireatw^nt  of  this  affection  will  depend  on  whether  the 
ovary  is  adherent  or  not.  In  all  cases,  rest,  copious  hot  vaginal  in- 
jections^ and  free  but  mild  gurgation^  may  be  tried  first    If  there 
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is  no  adhesion,  the  orijcan  may  be  replaced  bi-manually,  and  in  this 
way  the  diffichtly  is  sometimes  finally  got  rid  of.  Or  the  patient 
may  be  made  to  assume  the  knee-breast  position  in  bed  several 
times  a  dav,  her  clothes  being  loosened,  and  air  admitted  to  the 
vulva  by  the  elevation  of  the  perineum.  The  result  will  be  the 
same  as  in  the  use  of  the  duck-bill  speculum,  and  the  prolapsed 
organ  will  roll  downwards  towards  the  abdominal  wall,  and  out  of 
the  pelvis-  Goodell  speaks  very  highly  of  this  practice.  The  use 
of  a  small  Gariel's  air-pessary  for  short  periods  will  tend  to  render 
the  replacement  permanent  In  cases  of  adhesion,  the  methods 
need  ror  reducing  hypersemia,  together  with  the  attention  to  the 
bowels,  will  sometimes  put  an  end  to  all  symptoms,  the  prolapse 
remaining ;  but  in  cases  of  great  suffering,  where  this  does  not 
suffice,  removal  of  the  organ  may  become  our  only  resource.  Dis- 
placement of  the  ovary  towards  and  through  the  inguinal  ring,  in 
the  form  of  inguinal  or  labial  hernia,  has  already  b^n  referred  to 
(p.  64). 

Neuralgia  of  the  Ovary. 

This  is  a  condition  so  often  diagnosed  in  ordinary  practice,  and 
the  so-called  "irritable"  ovary  is  so  fre<juent  a  subject  for  treatment, 
that  it  cannot  be  entirely  overlooked  m  our  list  of  ovarian  affec- 
tion. In  most  cases  of  female  diseases  there  is  some  undue  pain 
on  pressure  over  one  or  both  ovaries.  In  man^  this  pain  is  almost 
constant,  even  without  pressure.  In  others  it  is  remittent,  and 
has  all  the  shooting  and  shifting  characters  of  a  true  neuralgia.  In 
some  it  is  evidently  the  fans  et  origo  ot  dysmenorrhoeal  suffering, 
and  in  not  a  few,  all  the  nervous  symptoms  from   which   the 

Satient  may  suffer  seem  pretty  clearly  traceable  to  it,  as  to  a  re- 
ex  origin.  I  have  no  doubt  that  it  is  our  deficient  means  of  in- 
vestigation which  compel  us  so  often  to  fall  back  on  the  one;  ill- 
defined  condition  for  diagnosis  and  treatment.  Removal  of  the 
ovaries  has  shown  us  that  in  many  of  these  casfss  there  is  actual 
d^eneration  of  the  tissues  of  the  or^an — slight  cystic  degenera- 
tion orchronic  fibroid  congestion  of  the  organ.  In  some  we  have 
general  pelvic  disease,  which  shows  itself  most  prominently  in 
the  most  tender  of  the  pelvic  contents. 

No  case  of  neuralgic  or  irritable  ovary  should  therefore  be  finally 
diagnosed  and  treat^  as  such,  until  every  effort  has  been  made  to 
detect  something  further  bock  in  the  chain  of  causation  of  pain. 
But  there  will  remain  a  residuum  of  cases  in  which  nothing  but 
ovarian  pain  can  be  detected.  In  these  we  must  use  the  general 
treatment  which  we  would  employ  in  any  other  form  of  neuralgia. 
We  must  avoid  all  the  causes  of  pelvic  congestion  which  are  avoid- 
able.    We  must  bejware  of  opium.     General,  certainly  not  local, 
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massf^^  often  acts  as  a  charm  id  such  cases,  and  when  we  are  fair- 
ly satisfied  that  health  is  breaking  down,  nerves  are  becoming  a 
sonrco  of  torment,  and  the  mental  condition  is  deteriorating, 
while  no  other  can  be  diagnosed  than  the  wearing  ovarian  pain, 
and  none  of  the  lines  of  treatment  now  indicate  seem  to  avail, 
we  are,  I  think,  justified  in  entertaining  the  question  of  removal 
of  the  organs.  Experience  shows  that  this  will  ofter  reveal  an 
organically  diseased  condition  when  it  could  otherwise  only  be 
suspected.  I  cannot,  however,  admit  even  the  occasionally  neces- 
sity for  this  operation,  under  these  circumstances,  without  strong- 
ly insisting  that  every  effort  should  previously  have  been  made 
to  obtain  tne  advice  of  the  most  competent  authority  as  to  the 
local  condition  of  the  parts  affected,  and  without  also  remindinp^. 
the  reader  that  this  is  a  very  different  procedure  from  that  of  re- 
moving the  ovaries  on  account  of  neurotic  conditions,  which  are 
only  doubtfully  traceable  to  ovarian  causation. 

Mammatioii  of  the  Ovary. 

!•  Acute  InflammatioiL — As  has  been  stated  above,  many 
cases  of  so-called  ovarian  neuralgia,  especially  those  which  are  as- 
sociated with  menorrhagia,  are  doubtless  due  to  congestion  or 
hypersemia.  Such  cases  are  often  met  with  in  the  young  and 
growing  school-girl,  whose  education  is  heing  conducted  on  mas- 
culine principles,  or  in  the  newly  married.  These  cases  may  in- 
sensibly mer^e  into  inflammation,  although  it  is  impossible  to  say 
how  often  this  occurs.  The  removal  of  the  causation,  as  far  as 
possible,  is  the  surest  method  of  preventing  this  untoward  result, 
and  I  can  confirm  Tait's  strongly  expressed  opinion  that  a  great 
diminution  of  suffering  is  to  dk9  obtained  from  the  use  of  er^ot  in 
continuous  and  moderate  doses,  along  with  the  administration  of 
bromide  of  potassium  during  the  inter-menstrual  period. 

Causation. — Under  the  heading  of  causation  of  acute  ovarities 
we  must  admit  this  chronic  or  intermitting  hypersemia  as  having 
a  predisposing  influence,  alon^  with  other  uterine  or  pelvic  affec; 
tious  which  tend  to  dvpersemia  of  the  pelvic  organs.  The  excit- 
ing causes  are  mainly— (1)  septic  or  contiguous  iuflammation 
after  confinement ;  (2)  the  extension  of  gonorrhcea  or  gleet ;  (3) 
certain  dyscrasial  diseases,  especially  the  exanthemata  and  rheu- 
matism ;  (4)  sudden  suppression  of  menstruation ;  and  (5)  local 
injury,  which  may  act  either  directly  or  by  septic  extension. 
Almost  everything,  in  fact,  which  may  cause  pelvic  cellulitis  or 
pelvic  peritonitis  (y.  v.)  may  also  cause  ovaritis.  The  great  diffi- 
culty in  determining  the  real  causation  lies  in  the  fact  that  ovaritis 
and  pelvic  inflammation  are  so  almost  universally  combined  that 
their  differentiation,  or  even  the  fact  of  their  association,  is  often 
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most  difficult  to  ascertain.  We  know  not  when  a  pelvic  inflam- 
mation  leads  to  affection  of  the  ovary,  or  when  the  reverse  in  the 
case. 

(1)  Knmerous  posUmortem  examinations  prove  the  fact  that  the 
septic  effects  of  Metria  or  Puerperal  Fever  often  include  de- 
structive inflammation  of  I  he  ovary,  and  all  analogy  would  tend 

to  confirm  the  belief  that  they  would  sometimes  excite  that  form     ^ 
of  inflammation  which  ends  in  chronic  impairment  of  the  or^an 
as  a  physiological  instrument,  by  fibrous  deposit  and  contraction. 

(2)  Gonorrhoea  and  gleet,  acting  by  the  extension  of  their  virus, 
are  so  fully  recognized  elsewhere  as  excitants  of  inflammation  in 
the  uterus.  Fallopian  tubes,  and  peritoneum,  that  no  wonder  need 
be  felt  that  the  ovary  often  partakes  in  the  baneful  influence. 
That  it  alone,  sometimes,  though  rarely,  is  affected,  seems  strange, 
but  not  more  so  than  the  many  inexplicable  selections  and  aver- 
sions which  are  often  shown  by  the  same  or  other  poisons  in  other 
parts  of  the  body. 

(8)  I  have  already  referred  to  destruction  or  retarded  develop- 
ment of  the  ovary,  durine  the  course  of  scarlatina  and  other 
zymotic  diseases,  in  the  early  periods  of  life.  Acute  rheumatism 
(and  nerhaps  other  blood  disorders)  should  be  added  to  the  list ; 
indeed,  this  affection,  occurring  at  an  age  when  the  symptoms  are 
masked,  through  the  want  of  definite  expression  on  the  part  of 
the  sufferer,  with  its  results  in  cardiac,  renal,  ovarian,  and  nerve 
disease,  is  still  in  an  expositor.  At  a  later  age,  we  have  some- 
times very  distinct  metastasis  of  these  affections  to  the  ovary. 
Mumps  especially,  among  zymotic  diseases,  ought,  according  to 
theory,  to  affect  the  ovary  as  it  does  the  testicle.  I  have  no  proof 
of  this,  however,  but,  on  the  contrary,  I  know  of  two  canes  where, 
immediately  after  ovariotomy,  the  patient  contracted  mumps,  and 
where  there  was  no  effect  on  the  general  symptoms,  or  on  the  re- 
maining ovary 

{i)  Tne  sudden  suppression  of  menstruation,  however  produced, 
can  oe  easily  compienended  as  a  cause  of  sudden  hypersemia,  and 
consequent  inflammation  of  the  ovary,  or  any  predisposed  pelvic 
vificus. 

(5)  Local  injury,  in  the  form  of  a  blow,  can  rarely,  if  ever, 
affect  the  ovary  alone,  but  all  the  misuses  of  sounds,  pessaries, 
tents,  or  oven  injections  or  tamponings,  may  inflame  it,  in  common 
with,  or  separately  from,  other  pelvic  organs.  The  same  may  be 
said  of  all  the  septic  influences  produced  by  the  same  means. 

Symptoras. — ^The  symptoms  of  acute  ovaritis  are,  sudden  and 
continuous  agonising  pain  in  the  region  of  one,  or  rarely  of  both, 
ovaries.  There  is  often  great  anxietas^  and  lying  on  the  back  is 
especially  painful ;  together  with  this,  there  may  not  be  dysuria 
and  painful  defecation.     On  examination,  which  will  often  be  so 
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painful  as  to  require  an»stbesia,  the  swollen  organ  is  distinctly  to 
be  made  out,  and  if  anaesthesia  is  not  used,  it  is  found  to  be  in- 
tensely painful  to  touch. 

Diagnosis. — The  symptoms  above  given  do  not  enable  us  with 
any  certainty  to  differentiate  ovaritis  from  inflammation  of  the 
surrounding  parts,  nor  are  the  physical  siffns  very  conclusive,— 
The  unilateral  pain  and  swelling,  when  well  marked,  are  distinc- 
tive from  metritis  or  pelvic  peritonitis,  but  they  are  equally  met 
with  in  pelvic  cellulitis,  and,  apart  from  the  fact  that  some  meas- 
ure of  this  generally  coexists  with  ovaritis,  the  differentiation  is 
difficult,  and  often  impossible.  If  the  painful  swelling  is  clearly 
separate  from  the  uterus,  and  especially  if  it  is  mobile,  we  may  be 
fairly  certain  that  it  is  mainly  ovarian  or  Fallopian,  rather  than 
cellular,  while,  if  it  is  diffused,  and  renders  the  uterus  immobile, 
we  may  safely  pronounce  in  favour  of  the  cellular  tissue  as  the 
principal  element  involved. 

Treatment — As  long  as  antiphlogistic  remedies  remain  upon 
our  list  they  will  be  required  here  to  their  fullest  extent.  Light 
warm  poultices  to  the  hvpogastrium,  leeching  of  the  perineum  or 
inguinal  regions,  and  full  doses  of  opium  are  necessary,  and  will 

five  great  relief.  Afterwards,  blistering  of  the  inguinal  regions, 
V  strong  iodine  liniment  or  otherwise,  has  a  positive  efiect,  ex- 
plain it  as  we  will.  The  rectum  furnishes  a  useful  means  of 
treatment,  by  suppositories  of  opium  and  belladonna..  It  should 
be  gently  unloaded  by  warm  water  enemata,  when  ascertained 
per  vaginam^  to  contain  faecal  masses,  but  purgation  is  otherwise 
very  undesirable,  as  it  is  in  all  acute  pelvic  or  abdominal  inflam- 
mations. 

2.  Chronic  Inflammation. — Chronic  inflammation  of  the 
ovaries  is  an  affection  much  more  common  than  the  acute  disease, 
yet,  owing  to  various  circumstances,  its  accurate  differentiation  is 
still  more  difficult.  Neuralgia,  or  mere  hypersemia,  and» chronic 
inflammation  shade  so  insensibly  into  one  another,  and  chronic 
inflammation  of  the  surrounding  tissues  is  so  common  an  accom- 
paniment, that  in  many  instances  we  must  regulate  our  treatment 
under  a  certain  amount  of  doubt. 

The  symptoms  are  those  of  chronic  and  wearing  pain  in  the 
ovarian  r^ion,  aggravated  for  the  most  part  at  the  menstrual 
period,  and  often  showing,  as  pointed  out  by  Priestly,  a  marked 
exacerbation  midway  between  the  periods.  The  left  side  is  by 
far  the  most  commonly  affected,  owing  probably  to  the  differences 
in  tho  ovarian  veins  formerly  mentioned,  and  also  to  the  disturbing 
influences  of  the  rectum  and  sigmoid  flexure.  The  pain  is  gen- 
erally increased  by  standing,  or  by  locomotion,  by  sexual  inter- 
course, defection,  or  digital  examination.  It  may  shoot  in 
various  directions, — down  the  thigh,  into  the  rectum  or  elsewhere. 
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Contraction  of  the  low^r  abdominal  muscles  of  the  affected  side 
is  common,  and  renders  palpation  more  difficult,  while  it  pnv 
tects  the  tender  organ.  Disordered  menstruation,  especially  dys- 
menorrhcsa  or  monorrhagia,  is  seldom  entirely  absent.      Syio^ 

Cathetic  pains  may  occur  in  all  parts  of  the  body, — in  the  breast, 
ead,  or  elsewhere, — and  changes  verf  similar  to  those  of  preg- 
nancy are  sometimes  found  in  the  former  of  these  organs,  while 
tissue  changes  may  arise  from  the  reflected  nervous  condition 
thus  occuring  Galabin  goes  the  length  of  saying  that  such 
changes  are  the  usual  cause  of  non-traumatic  cancer  of  the  breast. 
Hysteria,  in  its  manifold  forms,  and  graver  neurotic  diseases, 
such  as  epilepsy,  hystero-epilepsy,  paraplegia,  or  even  inenlal 
derangement,  are  occasionally  undoubted  results  of  the  prolonged 
pain,  malnutrition,  and  general  irritation  of  chronic  ovaritis,  but 
the  greatest  caution  is  necessary  in  assuming  their  relations  as 
cause  and  effect.  In  one  instance,  of  which  i  am  aware,  a  dose 
of  male-fern  forestalled  the  intended  operation  of  removal  of  the 
ovaries.  Prolapse  of  the  ovary  is  often  discovered  in  this  aflPec* 
tion,  and  assists  materially  in  the  diagnosis.  Chronic  ovarian 
inflammation  is  apt,  like  that  of  most  other  viscera,  to  be  fol- 
lowed by  a  cirrhotic  condition,  which  often  leads  to  symptoms 
very  similar  to  those  afterwards  described  as  accompanying  cystic 
degeneration. 

Uausation. — Chronic  inflammation  may  result  from  so  many, 
and  often  from  such  obscure,  causes,  that  I  may  simply  refer  the 
reader  a^in  to  those  of  acute  ovaritis.  The  normal  periodic 
hyperemia,  when  exaggerated  from  any  cause,  all  morbid  con- 
ditions of  the  uterus  or  pelvis  which  lead  to  frequent  and  constant 
congestion,  the  abuse,  and,  according  to  Duncan,  the  moderate 
use  of  alcohol,  and  all  undue  excitement  or  abuse  of  the  sexual 
functions,  may  be  added  to  the  category. 

Diagnosis.— ThQ  lines  which  this  must    follow    are    already 
sufficiently  indicated.  Careful  local  examination  must  differentiate 
uterine  disease,  which  is  frequently  accompanied  by  pain  in  the 
groin.     Neuralgia^must  be  assumed  where  the  subject  is  a  likely 
one,  and  when  distinct  ovarian  enlargement  cannot  be  made  out. 
Hypereemia  is  undistinguishablc,  except  by  a  continued  observa- 
tion of  the  case,  and  of  its  obedience  to  anti-hypereemic  remedies. 
The  differentiation  of  Fallopian  enlargements  and  congestion  is  as 
vet  in   its  infancy.     It  will  be  referred  of  in  Chapter  XVIII 
The  physical  signs  given  under  acute  ovaritis  are  equally  service- 
able here  to  diiferentiate  pelvic  inflammation.    The  early  stages 
ot  cystic  or  other  degcnenerations  of  tho  ovary  are  hardly  dis- 
tinguishable.   In  the  absence  of  clear  signs  of  abscess  of  the 
ovary  {q,  v.),  it  is,  I  think,  impossible  to  distinguish  between 
those  forms  of  chronic  ovaritis  where  there  is  follicular  inflMai*_T_ 
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mation  with  or  without  purulent  results,  and  thode  where  there  is 
chiefly  fibroid  increases  as  well  as  contraction,  with  or  without 
cystic  degeneration.  The  pathology  of  the  whole  subject  is  only 
in  course  ot  investigation,  and  hardly  as  yet  possesses  great 
clinical  significance. 

The  treatment  of  chronic  ovaritis  is  spoken  of  almost  hopeleesly 
by  most  of  our  authorities,  except  by  those  who  advocate  ablation 
of  the  organs.  Judging  from  hospital  experience  alone,  I  should 
bjB  inclined  entirely  to  agree  with  them ;  yet  in  those  cases  where 
the  patient  can  and  will  submit  to  the  necessary  restraints  or 
conditions,  permanent  success  by  curative  measures  might,  I 
think,  be  frequently  claimed.  The  key-note  is  to  try  to  investi- 
gate as  far  as  possible  the  neuralgia,  or  hypersemia,  or  surround- 
ing inflammatory  accessories  or  features  of  the  case,  so  that  those 
means  of  treatment  which  specially  bear  on  these  conditions  may 
be  prominently  insisted  upon.  When  the  neuralgic  or  even  the 
nervous  element  seems  to  predominate,  much  may  be  done  by  the 
early  adoption  of  rational  employment  or  educational  occupations. 
Standing,  working,  or  studying,  in  greater  moderation,  and  with 
due  regard  to  periodic  rest,  would  prevent  or  cure  many  cases  in 
the  young.  The  constant  use  of  the  treadle  sewing-machine, 
harmonium,  &c.,  should  also  be  avoided.  Tonics,  bathing, 
change  of  air,  and  the  like  remedies,  are  often  as  effectual  as  they 
are  imperatively  required.  Physiological  rest  of  the  sexual 
organs  is  as  necessary  in  the  married.  When  hyperemia  seems 
to  predominate,  the  use  of  mild  laxatives,  of  bromide  of  potas- 
sium, of  ergot,  as  before-mentioned,  in  the  younger  subjects,  and 
of  glycerine  plugs  and  hot  water  injections  in  the  married,  pro- 
duce beneficial  results  almost  as  marked  as  in  uterine  disease. 
The  remedies  somewhat  empirically  prescribed  above  for  neural- 
gia or  congestive  dysmenorrhoea,  or  menorrhagia,  may  be  again 
referred  to.  In  cases  where  exudation  in  or  around  the  ovary  is 
suspected,  or  clearly  diagnosable,  iodide  of  potassium  or  bichloride 
of  mercury  sometimes  works  like  a  charm.  There  is  no  denying 
the  fact,  however,  that  under  the  most  favourable  conditions, 
many  cases  of  chronic  ovaritis  defy  our  attempts  at  anything 
more  than  temporary  relief,  and  that  removal  of  the  affectal 
organ  may  be  fairly  taken  into  consideration.  I  have  studied  a 
^ood  many  statistics,  favourable  and  unfavourable,  together  with 
the  history  ot  several  cases  of  operation  for  chronic  inflammation 
known  to  myself,  and  I  have  looked  at  the  matter  also  from  a 
theoretical  point  of  view,  with  the  result  that  the  operation  is,  in 
my  judgment,  infinitely  more  dangerous  than  when  performed 
for  haemorrhage  from  fibroid  of  the  uterus, — ^the  diagnosis  being 
always  open  to  uncertainty,  the  presence  of  slumbering  pelvic 
cellulitis    bein£^   always    probable,    and   the    difficalty    due  to 
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extensive  adhesions  bein^  always  equally  probable.  I  am  satis- 
fied also  that  the  nuinber  of  unpublished  fatal  cases  is  very 
great.  I  have  only  thrice  felt  justified  in  recommending  r 
the  operation  for  this  afiection.  In  one  case  the  patient  died^ 
almost  a  happy  release ;  in  the  second  she  recovered,  but  is  now 
again  suffering  from  what  I  should  diagnose  as  ".chronic  ovaritis," 
if  I  did  not  know  that  there  is  no  ovary.  The  third  has 
sought  and  obtained  corroboration  of  the  advice  from  three 
of  our  most  distinguished  British  ovariotoiiiists,  but  meanwhile 
Jias  added  another  oaby  to  the  population,  and  has  recovered  from 
her  symptoms.  I  do  believe  that  a  certain  small  number  of 
cases  are  suitable  for  this  operation,  but  I  also  believe  that  the 
very  highest  diagnostic  skill,  and  extreme  urgency  in  the  symp- 
toms, can  alone  justify  it  at  the  present  time.  Operation  merely 
on  account  of  the  nervous  affections  accompanying  or  supposed 
to  proceed  from  ovaritis,  must  be  justified  or  condemned  on  wider 
grounds. 

Peri-Ovaritis. 

This  is  a  term  in  such  frequent  use  that  I  cannot  avoid  intro* 
ducing  it  here.  But  it  is  merely  to  be  regarded  as  an  expression 
which  conceals  our  ignorance  of  the  real  pathology  of  the  case. 
Inflammation  about  the  ovary  may  mean  either  an  extension  from 
its  substance  to  its  covering,  or  from  its  surroundings  to  itself,  and 
it  includes  both  the  peri-  and  tho  para-^  the  peritoneal  and  the 
cellular  elements,  which  are  to  a  certain  extent  distinguishable 
in  pelvic  inflammations.  If  inflammation  about  tho  ovary  can  be 
diagnosed  as  separate  from  ovaritis,  we  have  simply  pelvic  peri* 
tonitis  or  pelvic  celluritis  to  deal  with,  and  these  will  be  discussed 
in  a  succeeding  chapter. 

Abscess  of  the  Ovary. 

This  affection,  as  distinguished  from  suppuration  occurring  in 
ovarian  cysts,  is  comparatively  rare,  and  our  present  powers  of 
diagnosis  again  fail  us,  for  we  can  seldom  differentiate  it  from 
abscess  of  the  pelvic  tissues,  or  within  the  Fallopian  tubes.  It 
would  be  a  great  advantage  if  we  could  do  so,  for  it  would  load  to 
much  earlier  interference,  either  by  aspiration  or  by  abdominal 
section,  the  wall  of  the  suppurating  ovary,  or  of  a  Fallopian  ab- 
scess (pyo-salpynx),  being  much  more  apt  to  burst  into  the  peri- 
toneum, and  so  produce  tatal  peritonitis,  than  tho  thickened  lymph 
which  surrounds  a  pelvic  abscess.  Acute  or  chronic  ovaritis  may, 
either  of  them,  be  followed  by  abscess,  and  the  oi;currence  of 
rigors,  very  high  night  temperatures,  and  obscur<9^^u£taation. 
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will  point  to  the  probability  of  suppuration.  No  doubt  ovarian 
abscesses  occasionally  find  their  way  into  the  rectum,  vagina,  or 
bladder,  but  in  such  cases  they  can  rarely  be  distinguished  from 
the  products  ot  pelvic  inflammation.  All  that  I  can  say  with 
re^rd  to  treatment  is  this,  that  if  we  are  convinced  that  abscess 
exists  in  the  ovarian  region,  and  if  there  has  been  reason  to  sus- 
pect ovaritis  previously,  no  time  should  be  lost  in  pursuing  active 
treatment.  Aspiration  per  vaginam  with  a  very  fine  trocar  will 
satisfy  us  as  to  the  purulent  nature  of  the  contents ;  and  if  the 
cavity  rapidly  till  again,  an  exploratory  abdominal  incision,  with 
a  view  to  removal  or  other  treatment  of  the  suppurating  sac,  will 
be  Justified  in  proportion  to  the  extent  of  our  confidence  as  to  the 
strictly  ovarian  or  Fallopian  origin  of  the  swelling. 

Ovarian  Apoplexy. 

Every  time  an  ovum  is  thrown  off  there  occurs  a  small  apopieo*- 
tic  effusion  into  the  Oraafian  vesicle,  and  this  may  increase  to 
such  an  extent  as  to  become  a  pathological  phenomenon.  Dilata- 
tion of  the  cavity  may  occur,  to  the  size  of  a  small  apple,  and 
rupture  may  then  give  rise  to  a  not  very  uncommon  cause  of 
pelvic  hffimatocele.  Or  an  ovary  which  is  already  subject  to  cystic 
disease  may,  through  rupture  of  a  cyst  wall,  become  affected  with 
apoplexy,  independently  of  the  menstrual  hypersemia,  and  this 
may  also  burst  into  the  peritoneal  cavity.  Farre  and  other  patho- 
logists consider  that  some  cases  of  persistent  ovarian  cysts  are 
due  in  their  commencement  to  an  apoplectic  discharge  of  the- 
former  character.  Looked  at  from  the  clinical  point  of  view,, 
ovarian  apoplexy  may  be  encountered  in  one  or  two  forms.  In 
the  first,  we  have,  at  a  menstrual  period,  sudden  and  severe  paia 
in  one  ovary,  with  a  certain  amount  of  shock  and  no  rise  in  tem- 
perature. Examination  may  divulge  a  soft,  fluctuating,  isolated 
tumour  in  the  region  of  the  affected  organ.  Under  these  circum- 
stances, hemorrhage  is  to  be  strongly  suspected,  and  every  effort 
must  be  made  by  rest,  cold  applications  to  the  abdomen  or  vulva, 
and  avoidance  of  careless  manipulation,  to  restrain  the  apoplectic 
flow  a»id  prevent  rupture.  In  spite  of  the  fact  that  a  minute  rup- 
ture does  necessarily  occur  when  the  ovum  is  discharged,  these 
means  seem  occasionally  to  be  effective  in  preventing  its  extension, 
and  it  appears  very  probable  that  in  many  cases  we  have  some 
form  of  aoortive  ovulation  without  rupture.  In  the  event  of 
gradual  although  tolerably  rapid  disappearance  of  the  unilat^eial 
swelling,  the  diagnosis  may  be  considered  to  have  been  confirmed* 
In  the  second  clinical  forn^  rupture  occurs  as  aa  early^  if  not  \h»- 
first,  symptom,  and  we  have  still  more  collapse,  syrapt^pis  of  loss, 
of  blood,  and  ultimately  all  the  physi^l  signs  whic)i  will  b^  de- 
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tetibed  as  cfharacterising  pelvic  bsematooele.  If  ovitrian  cjBtic 
defeneration  has  been  previously  ascertained,  or  if  the  event 
otenrs  during  menstruation,  the  ovarian  origin  of  the  hsematocele 
will  be  highly  probable.  It  must  certainly  be  entertained  in 
trying  to  arrive  at  some  conclusion  as  to  causation,  but  the 
farther  consideration  of  the  untoward  symptoms  and  of  their 
treatment  can  only  be  fitly  undertaken  when  speaking  of  hsBmo- 
tocele  (see  Chap.  ilX.). 

Ovarian  Tumours. 

The  pathology  of  these  growths  has  now  for  several  years  oo- 
•  cupiedamost  important  place  in  medical  literature,  trough 
their  study  much  light  is  being  thrown  upon  the  pathology  of 
other  organs  of  the  body,  and  the  means  of  diagnosis  are  also 
being  rapidly  increased,  with  the  result  of  still  further  improve- 
ments in  the  success  of  that  most  brilliant  of  modem  surgical 
proceedings — ovariotomy.  To  attempt  anything  like  a  complete 
resume  of  what  has  been  done  in  this  matter,  would  be  entirely 
beyond  tho  scope  or  special  limitations  of  the  work.  All  that  I 
can  do  is  to  give  a  description  of  the  ordinary  forms  of  ovarian 
growths  as  will  serve  to  render  diagnosis  secure,  and  to  decide  the 
question  and  methods  of  operation. 

•  The  literature  of  the  subject  is  immense,  but  the  English  stu- 
dent will  find  out  all  he  requires,  or  references  to  all,  in  the  follow- 
ing works : — Sir  T.  Spencer  "Wells,  On  Ovarian  and  Uterine   Tur 
mourSy  Churchill,  1882;    Lawson   Tait,  Diseases  of  the   Ovaries^ 
Cornish,  1883  ;    Wilson  Fox, ''  On  Cystic  Tumours,"  Med.  Chir, 
Trans.y  vol.  xlvii.  page  227 ;  Cullingworth,  "  Solid  Tumours,  The 
Literature  of,"  Obstetrical  Transactions^  vol.  xxi.  page  276 ;  Eisner 
"  On  Dermoid  Cysts,"  Dublin  Jour,  of  Med.  Science^  vol.  ixxiii. 
page  376,  1882 ;  Garrigucb,  "  Contents  of  Ovarian  Cysts,"  Am. 
Jour,  of  ObstetyVoX.  xxv.  page  1  et  seq. ;  Harris  and   Doran,  Jour. 
of  AnaL  and  Phys.j  vol.  xv.  1881 ;  and  Clinical  and  Pathological 
Observations  on  Tumours  of  the  Ovary ^  ^c,  by  Albian  Doran,  1884. 
It  is  desirable,  for  practical  reasons  to  separate  the  tumours  of 
the  ovary  into  (A)  the  solid,  and  (B)  the  cystic  forms,  although 
this  involves  the  abandonment,  in  a  certain  sense,  of  the  division 
between  malignant  and  non-malignant  types,  ana  leads  to  other 
pathological   heresies.     Atonement  will,  as  far  as  possible,  b^ 
made  lor  this  in  the  course  of  our  observations. 

(A.)  Solid  Ovarian  Tumours. 

Solid  tumours  of  the  ovary  may  be  divided  into  (1)  the  fibroid 
ornon'inalignant;  (2)  solid  st^rcpmata;  and  (3)  solid  cancerous 
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It  is  noteworthy  in  this  connection  that,  according  to  Klein 
and  Alban  Doran,  the  ovary  contains  fibrous  connective-tissue, 
non-striped  muscle,  spindle  shaped  cells  which  are  probably  rudi- 
menatary  types  of  connective  tissue,  and  cells  of  more  or  less 
epithelial  character,  independently  of  its  follicles  and  blood-ves- 
sels. Hence  these  are  all  the  elements  required  for  the  develop- 
ment of  fibroma,  myoma,  sarcoma,  and  cancer. 

Tubercle,  enchondroma,  and  some  other  more  rare  affections  are 
not  of  suflScient  clinical  importance  to  require  notice  here. 

1.  Fibroid  Tumours. — ^The  very  existence  of  such  a  thing  as  a 
non-malignant  solid  fibroid  of  the  ovary  is  denied  by  many,  and 
undoubtedly  it  is  rare.  But  a  slow-growing  solid  mass  (fig.  181), 
undistinguishable  by  the  eye  as  a  fibroid-myoma,  or  fibroid  of 
the  uterus,  may  occupy  the  place  of  one  or  of  both  ovaries,  and 
that  it  may  be  removed  without  recurrence,  is  an  established 
fact.  I  have  now  thrice  removed  such  tumours  myself,  and  Cul- 
lingworth  {foe.  cit)  has  fully  placed  the  fact  on  record  by  reference 
to  a  somewhat  extensive  literature.  It  is  true  that  histologists 
are  somewhat  in  doubt  as  to  the  true  nature  of  some  of  those 
tumours  which  have  been  submitted  to  them.  They  recognise  a 
large  basis  of  true  fibro  myomatous  tissue,  but  they  are  apt  to 
find  aberrations  from  this  type  presenting  round  or  spindle-shaped 
cells  of  sarcoma,  especially  the  latter,  which  bring  the  tumours 


Fio.  181.— Myoma  of  the  Oraiy  (Doru). 

within  the  range  of  the  malignant  type.  On  the  other  hand,  two 
tumours  which  I  presented  to  the  Manchester  Medical  Society  in 
1879,  which  were  as  hard,  firm,  and  glistening  white  as  any  uter- 
ine fibroid,  but  which,  in  deference  to  the  general  opinion  of 
ovarian  pathologists,  and  from  the  tact  that  they  were  accom- 
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panied  by  much  and  frequently  recurring  ascitic  fluid,  I  termed 
sarcomata,  where  shown  by  my  colleague,  Dr.  Dreschfield,  to 
contain  only  the  normal  fibro-myomatous  tissue,  and  the  patient 
from  whom  they  were,  removed  is  now  alive  and  well.  1  have 
already  expressed  my  opinion  that  the  evolution  of  sarcoma  from 
normal  fibroid  tissue  require  further  investigation,  but  I  have  no 
hesitation  in  saying  that  a  smooth,  solid  growth  may  arise  in  the 
ovary,  may  slowly  increase,  as  a  uterine  fibroid  increases,  even  to 
a  considerable  size,  may  give  rise  to  ascitic  accumulations,  as  a 
uterine  fibroid  occasionally  though  rarely  does,  and  may  be  re- 
moved with  a  fairly  confident  expectation  that  there  will  be  no 
return.  These  masses  present  somewhat  of  the  contour  of  the 
normal  organ,  and  they  have  generally  a  very  distinct  pedicle. 
Three  large  tumours  of  the  kind  which  I  have  removed  from  two 
patients  had  each  of  them  pedicles  not  larger  than  the  little  fin- 
ger. It  is  noted  by  Doran  that  the  ovarian  ligament  is  often 
much  thickened  in  cases  of  fibroid  of  the  uterus,  as  well  as  in 
similar  disease  of  the  ovary. 

2.  Solid  Sarcomata,  as  already  mentioned,  are  not  very  dis- 
tinguif-hable  clinically  from  solid  fibroids.  They  are  perhaps 
hardly  so  firm  in  texture,  even  when  of  the  spindle-celled  and 
most  common  variety,  and  when  the  round  cells  predominate, 
or  still  more  in  alveolar  sarcoma,  they  are  certainly  softer.  It  is 
the  after-history,  the  occurrence  of  secondary  deposits  and  maras 
mus  which  would  chiefly  differentiate  them,  but  the  doubtful  na- 
ture of  their  malignancy  before  removal,  and  the  freedom  from 
return  which  so  often  follows  the  removal  of  apparently  true  sar- 
comata, forbids  us  absolutely  to  decide  their  nature  in  this  way, 
by  a  waiting  process. 

8  Solid  Cancerous  Tumours. — Cancer  of  the  ovary  also,  may 
occur  as  a  solid  mass  covered  with  the  same  smooth  wall  as  fibro- 
myoma  or  sarcoma.  The  almost  constant  co-existence  of  ascites 
cannot  alone  be  taken  as  a  distinguishing  feature  of  such  growths  ; 
but  the  very  rapid  growth  of  the  mass,  the  greater  accompanying 
pain,  the  cancerous  history,  or  the  marked  cachexia  (when 
present),  and  the  tendency  to  become  speedily  fixed  to  the  sur- 
rounding parts,  are  sufficient  to  place  us  on  our  guard  in  the  mat- 
ter of  diagnosis  and  prognosis.  Powlis  {BriL  Med.  Jour.^  1878), 
has  shown  that,  In  case  of  malignant  disease  of  the  ovaries  or  ab- 
dominal organs,  we  may  often  detect  certain  characteristic  cell- 
groups  in  the  ascitic  fluid  surrounding  them,  but  I  am  not  aware 
that  he  has  shown  this  phenomenon  to  exist  in  the  ease  of  a  solid 
ovarian  malignant  tumour  which  had  not  begun  to  sprout  beyond  . 
its  coverings,  or  to  become  attaiihed  to  surrounding  parts.  Al- 
thougV'such  liberated  cells  may  wander  about,  bacteria  fashion, 
in  search  of  new  fields  of  growth,  it  has  yet  to  be  shown  that 

Digitized  by  VjOOQIC 


302  DZAONOSIS  OF  SOLID  OVARIAN  lUMOUBS. 

tbey  can  perforate  the  wall  of  a  free  ovarian  inas&  Cancer  is  also 
found,  when  a  primary  affection,  as  a  sprouting  cauliflower-like 
mass  developing  on  the.  surface  of  the  slightly  enlarged  ovary  and 
remaining  for  a  time  unattached  to  the  surrounding  partem  Such 
a  mass,  with  its  inevitable  ascitic  accompaniment,  could  hardly 
be  diagnosed  from  peritoneal  cancer.  I  was  once  induced  to  make 
an  exploratory  incision  in  such  a  case,  and  was  fortunate  enough 
to  find  it  free  from  adhesions,  but  the  patient  died  on  the  third 
day  from  scptlcsemia ;  the  pedicle  showed,  on  post-mortem  exami- 
nation, no  trace  of  cancer,  although  I  doubt  not  that  ere  long 
there  would  have  occurred  a  return  of  the  disease,  as  happens  in 
the  form  of  papillomatous  disease  which,  as  we  shall  see,  is  fre- 
quently met  within  connection  with  cysts  of  the  ovary. 

The  diagnosis  of  solid  ovarian  .tumours  presents  considerable 
difcculty.  The  clinical  points  of  difference  between  those  which 
are  practically  benign  and  those  which  are  malignant  have  been 
already  referred  to.  The  presence  of  ascites  is  common  to  «ich, 
and  is  in  no  way  differentiating,  althous^h  its  absence  is  opposed 
to  the  idea  of  malignancy.  Free  mobility  of  the  mass  is  strongly 
in  favour  of  its  non-cancerous  character,  but  it  is  more  liable  to 
be  impacte<l  within  the  pelvis  than  a  uterine  fibroid.  This  is 
especially  the  case  when  both  ovaries  are  afifected,  as  they  fre- 
quently are. 

But  the  greatest  difficulty  lies  in  differentiating  a  solid  growth 
of  the  ovary  from  a  uterine  fibroid,  and  yet  the  diagnosis  is  of 
^reat  importance,  for  while,  as  we  have  seen,  the  uterine  fibroid 
IS  reluctantly  attacked  by  operation,  the  solid  ovarian  turaous 
nearly  always  demands  removal.  Its  tendency  to  malignancy,  its 
almost  constant  accompaniment  by  ascites,  which  returns  after 
tapping,  and  the  comparative  safety  of  its  removal,  all  point  to 
this.  I  give  briefiy,  and  in  tabular  form,  the  distinguishiJig 
points : — 

Solid  Otabian  Tumoub.  Utebinb  Fibboid  Tumoub. 

1.  iS2«0.— ThisiB  lateral  In  all  cases*  but  1.  iStt«.— This  Is  often  central,  but  maj 
may  be  bMateral.  be  lateral  or  even  bi-lateral. 

2.  Jfobttity.'-lji  the  earlier  staf^es  this  2.  JTo&iZi^^.— This  corresponds  with  that 
is  perfect ;  later  on  the  brim  of  the  pelTis  of  the  uterus ;  yerj  large  fibroids  may  be 
may  fix  the  tumour,  or,  especially  if  mal-  fixed,  subserous  ones  may  be  very  mobile, 
ignant,  it  may  contract  adhesions.  but,  when  moved  by  abdominal  palpation, 

they  carry  the  uterus  with  them  more  dis* 
tlDctly  than  ovarian  growths. 
8.  Sate  of  G^rowt/i.— Comparative  rap-  8.  Mate  of  6^<notA.— Slowness  is  the 

idity  is  the  rule,  slowness  the  exception ;      rule,  rapidity  the  exception, 
the  infrequent  fibroid  cases  do  not  invali- 
date this  rule. 

4.  Pain.— Setting  aside  that  which  is  4.  J\i<n.— Fibroid  growths  of  the  ute- 

due  to  pelvic  incarceration,  pain  is  the  rus  are  for  the  most  part  painless,  ex> 
rule :  absence  of  pain  is,  however,  a  tol-  cept  from  incarceration  or  by  the  preisare 
erably  l^quent  exception.  they  may  cause ;  there  a^,  however,  ex^ 

eepUona, 
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tlon  or  luppreMlon  of  the  dlscharf^  !■  rbagU  or  metrorrhagia  !■  the  rale, 
the  role. 

6.  Ltve^rrheBa  or  QfemUm  J)Udharg99,  6.  LtMCOtrhmm  or  CffmiHH  Dbiehargm, 
— The^e  are  absent  onlesa  uterine  disease  —The  former  Is  often  present,  the  latter 
eoezistB.  occasionallj,  owing  to  retained  uterine 

dischars^e. 

7.  Pretmrt  ii]/mpfom«  on  nenres,  vessels y  7.  Preuur$  tymptonn  may  or  may  not 
bladder,  or  rectum  may  or  may  not  be      be  present. 

present. 

8.  A»eUe$  is  a  very  constant  acoompani-  8.  AmcU4$  Is  very  rare, 
ment 

9.  PhyHedl  Si&i$  tf  th$  UUru9,^The  9.  PhytietU  Staie  of  the  Ulerw,^Th9 
cerriz  is  normal  in  form  unless  cervicitis  cervix  may  be  normal  in  form»  or,  if  the 
coexists.  The  whole  organ  Is  normal  ta  fibroid  is  interstitial  or  submucous,  It 
lenfftb,  at  ascertained  by  the  sound.  Its  may  be  shortened  or  abolished,  forming 
normal  contour  can  frenerallv  be  made  part  of  the  mass.  This  in  itself  would  be 
out  bl- manually  alons^lde  of  the  tumour,  entirely  differential,  but  it  does  not  occur 
and  it  may  be  possible  to  isolate  it  from  In  sub-peritoneal  fibroids  or  those  whose 
the  tumour,  although  It  is  often  displaced  site  Is  in  the  fundus.  The  cavity  of  the 
laterally,  backwards  or  forwards.  whole  'organ   is   frenerally   increased  in 

length,  and  it  is  diflicult  or  impossible  to 
separate  the  uterus  bi-manually  from  the 
tumour.  This  can  only  be  done  in  the 
case  of  sub-peritoneal  growths  with  a  fine 
pedicle  and  without  accompanying  inter- 
ititial  growths. 

There  is  hardly  a  single  point  in  the  above  diapiostic  table 
which  it  would  not  be  possible  to  criticise  adversely.  Yet,  taken 
ea  Uoc^  these  furnish  our  sole  means  of  diagnosis  between  uterine 
fibroids  and  solid  ovarian  tumours.  I  would  endeavour  to  give  a 
more  practical  value  to  the  whole  bv  saying  that  if  a  smooth 
roiindcKl  solid  tumour  can  be  felt  above  and  below  the  pelvic 
brim,  if  it  is  accompanied  by  a^ites,  if  the  cervix  uteri  cannot 
be  distinctly  traced  into  it,  as  a  part  of  it,  and  if  pain  and  pelvic 
pressure  symptoms  are  continuous,  we  are  justified  in  rerardin^ 
it  as  a  probable  ovarian  solid  tilmour,  and  in  making  an  aodomi- 
nal  incision  for  its  diagnosis  or  removal.  The  diagnosis  and  dif- 
ferentiation of  pregnancy,  normal  and  extra-uterine,  are  sufiSci- 
ently  dwelt  on  elsewhere,  and  any  other  points  in  connection  with 
the  diagnosis  of  solid  ovarian  tumours  will  be  more  fully  intro- 
duced when  considering  the  diagnosis  of  the  much  more  common 
cystic  forms. 

Treatment — As  there  is  no  known  method  of  influencing  these 
growths  by  medicinal  means,  treatment  resolves  itself  into  removal 
or  expectancy.  There  are  no  facts  on  record,  so  far  as  I  am  aware, 
which  demonstrate  any  tendency  towards  spontaneous  cure,  such 
as  those  met  with  in  the  case  of  uterine  fibroids,  unless  an  occa- 
sional recorded  case  of  partial  calcificatioa  can  be  taken  as  showing 
such  a  tendency.  The  effect  of  the  menopause  upon  them  is  not 
certainly  known,  but,  owing  to  their  frequently  malignant  char- 
actor,  is  probably  adverse  rather  than  otherwisei  Oa  Ae  other 
hand,  there  is  J^bi^dant  evidence  of  contiuuous  growt^  of  in- 
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creasing  severity  of  symptoms,  and  of  frequent  liability  to  malif^- 
nancy.  Such  being  the  case,  removal  by  abdominal  incision 
(ovariotomy)  is  advisable  in  every  instance.  Two  circumstances 
alone  should  lead  to  hesitation^-^oubt  as  to  the  diagnosis  and 
certainty  as  to  malignancy  and  pelvic  adhesion.  A  preliminary 
tapping  of  the  accompanying  ascites  is  perfectly  justifiable,  and 
very  ^equently  most  desirable.  An  examination  of  the  ascitic 
fluid,  ana  a  careful  re-examination  of  the  mass  in  its  absence,  tend 
materially  to  render  certain  our  diagnosis ;  but  as  soon  as  we  are 
satisfied  that  the  tumour  is  not  uterine,  or  even  when  in  doubt  on 
that  point,  if  ascites  return,  an  abdominal  incision  should  be  re- 
commended, for  the  purpose  of  removing  any  diagnostic  doubt, 
and  of  excising  the  tumour  when  possible.  In  connection  with 
tbisy  I  should  mention  a  fact  which  I  hope  ere  long  to  elucidate 
more  fully,  viz.,  that  the  opening  of  the  abdominal  cavity,  and 
the  exposure  of  irremovable  malignant  growths  within  it/along 
with  a  thoroughly  antiseptic  washing  of  the  peritoneum,  have 
several  times  been  foUo^wed,  in  my  experience,  by  remarkable 
subsequent  retardation  in  the  growth  of  the  malignant  mass.  One 
such  case  I  should  now  like  to  put  upon  record.  L.  J.  W.,  a 
mill  worker,  was  confined  at  Middletown,  on  December  9, 18()3. 
I  saw  her  next  day  on  account  of  what  was  supposed  to  be  an 
extra-uterine  fostation.  There  was  a  tumour  on  the  right  side^ 
resembling  in  many  respects  a  full-grown  foetus.  No  tumour  had 
existed  before  impregnation.  A  month  afterwards  she  vrm  sent 
to  me  at  the  Manchester  Royal  infirmary.  The  tumour  had  then 
doubled  in  size,  and  at  the  earnest  request  of  her  friends  I  made  a 
free  abdominal  incision  to  make  sure  of  its  nature.  I  thus  exposed, 
in  the  presence  of  several  of  my  colleagues,  an  immense  cancerous 
growta,  the  existence  of  which  we  never  doubted,  and  with  the 
adhesions  of  which  I  took  care  not  to  meddle.  The  wound  was 
stitched.  No  febrile  symptoms  followed,  and  the  patient  went 
home  to  die.  Six  months  afterwards  I  heard  that  she  was  alive 
and  fairly  well  in  health ;  and  on  March  10,  1885,  Mr.  Stelfox,  of 
Middleton,  writes  me : — "  She  is  attending  to  her  household  duties 
and  in  fairly  good  health;  the  tumour  has  lost  that  peculiarity  of 
outline  which  caused  me  to  suspect  extra-uterine  pregnancy,  and 
now  presents  to  the  touch  a  firm,  painless,  and  slightly  movable 
mass.  A  second  tumour,  or  a  subdivision  of  the  primary  one, 
situated  in  the  left  side  of  the  abdomen,  is  freely  movable."  This 
is  not  the  ordinary  course  of  untouched  intra-peritoneal  cancer, 
and  the  case  is  by  no  means  unique  after  abdominal  section,  other- 
wise I  would  not  have  reported  it  here  so  fully.  The  whole 
subject  of  ovariotomy  and  of  exploratory  incisiim  is,  however, 
discussed  farther  on. 
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(B.)  Cystic  Ovabiak  Tumours. 

Cjstic  affections  of  the  ovary  are  infinitely  more  common  than 
solid  ones,  as  a  moment's  consideration  of  the  anatomy  and  func- 
tions of  the  organ  would  lead  us  to  suspect  Even  in  very  early 
infancy  cystic  enlargements  are  often  found,  most  of  which  prob- 
ably ultimately  disappear,  by  rupture  or  otherwise,  but  in  rare 
instances  they  become  the  site  of  large  cystic  growths,  such  as  we 
find  in  the  adult.  As  a  rule,  however,  persistent  cystic  growths 
are  a  product  of  maturity.  Looking  at  them  from  the  clinical 
rather  than  the  pathological  point  of  view,  although  I  trust  not 
without  duo  regard  to  the  latter,  the  loUowing  classification  seems 
to  be  desirable: — 

1.  Ovarian  follicular  degeneration. 

2.  Dermoid  cysts  of  the  ovary. 
8.  Unilocular  ovarian  cysts. 

4.  Multilocular  ovarian  cysts. 

5.  Malignant  ovarian  tumours  of  cystic  character. 

.  I  do  not  adopt  the  term  **  adenoid  "  as  applied  to  any  of  these 
growths,  although  it  is  most  convenient  to  the  pathologist,  and 
adopted  by  such  authorities  as  Sir  Spencer  Wells  and  Mr.  Lawson 
Tait.  If,  according  to  Wells,  it  is  applicable  to  all  tumours 
*' composed  of  gland  structure  in'  variously  altered  conditions," 
or,  according  to  Tait,  "  it  classes  them  with  reference  to  the 
tissue  from  which  they  originate,"  "  without  giving  any  theoreti- 
ail  explanation  of  their  formation,"  it  is  so  vague  a  term,  and  so 
inclusivjc,  as  to  be  altogether  useless.  In  fact,  the  latter  writer 
says :-—''  All  non-cancerous  tumours  of  the  ovary  are,  therefore, 
adenoid;  "and  again,  "cancerous  growths,  on  the  other  hand, 
introduce  tissue  which  is  either  not  found  in  the  gland  normally, 
or  they  produce  it  in  a  form  which  is  immature  "  (loc.  ciL  p.  137). 
This  almost  admits  that,  like  the  rest,  they  may  originate  in,  or 
bo  composed  of,  immature  gland  tissue. 

1.  Follicular  Ovarian  Degeneration. — Under  this  title  I 
wish  to  indicate  a  type  of  ovarian  disease  to  which  attention  has 
been  much  turned  during  the  last  few  years.  Strictly  speaking, 
the  word  "  tumour  "  is  not  applicable  to  it,  for  the  ovaries  may  w 
no  larger  or  even  less  than  normal,  although  completely  destroyed 
by  cystic  disease;  in  other  cases  there  is  considerable  enlargement. 
Do  Sinety  and  other  foreign  writers  speak  of  cystic  ovaries,  in  . 
opposition  to  the  term  cysts  of  the  ovary.  The  ovary  is  perfectly 
recognisable  as  an  organ,  although  its  normal  tissue  is  almost  en- 
tirely replaced  by  numerous  small  hypertrophied  glands  or  folli- 
cles, or  by  a  smaller  number  of  larger  size.  It  may  be  a  patho- 
logical error  to  classify  these  cystic  degenerations  separately,  aa 
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the^  no  doubt  sometimes  shade  off  into  those  larger  growths 
which  almost  destroy  the  ovarian  identity,  and  which  are  in- 
cluded in  our  other  classes.  But,  clinically,  they  form  a  distinct 
group.  Although  not  as  a  rule  giving  rise  to  large  tumours,  with 
all  the  consequent  signs  and  symptoms  thereof,  they  seem  to  play 
a  very  important  roU  in  tho  production  of  other  phenomena  of 
disease.  It  is  now,  I  believe,  generally  admiuted  that  a  very 
large  proportion  of  the  ovaries  which  have  been  removed,  not  as 
tumours,  but  for  relief  of  the  hsemorrhage  from  uterine  fibroid 
tumours,  have  been  affected  in  this  way.  This  latter  fact  justi- 
fies us  in  placing  them  in  a  separate  category ;  for  every  oeario- 
tomist  knows  that,  in  spite  of  this  frequent  connection  with  fi- 
broid tumours,  it  is  the  rarest  thing  possible  to  find  a  real  ovarian 
tumour  combined  with  a  large  uterine  fibroid, — certainly  much 
more  rare  than  it  would  be  if  these  **  cystic  ovaries  "  were  merely 
the  child-parents  of  ovarian  cystomata.  Moreover,  in  cases  of 
severe  and  curable  menorrhagia,  quite  independent  of  fibroid 
uterine  tumour,  when  the  ovaries  have  been  removed  as  a  last  re- 
source, this  cystic  condition  is  found  to  exist  as  almbst  certainly 
the  cause  of  the  symptoms.  Now,  in  the  early  stages  of  true 
ovarian  tumours,  we  do  not  meet  with  menorrhagia  or  metrorr- 
hagia as  a  symptom, — another  strong  reason  for  classifying  these 
abnormal  degenerations  in  a  category  by  themselves.  Although 
Pox,  Rokitansky,  Ritchie,  Duncan,  De  Sinety,  and  many  other 
observers  have  described  these  morbid  structures,  Tait  has  chiefly 
insisted  on  their  practical  bearings  {op.  eft.,  p.  113  et  seq.).  Con- 
sidering how  strongly  he  maintains  their  effect  in  producing 
mennorrhagia,  I  should  like  much  to  know  whether  he  does  not 
consider  that  this  has  a  tendency  to  modify  his  views  upon  the 
subject  or  ovarian  stimulation  in  ordinary  menstruation.  It  may, 
therefore,  be  considered  that  this  is  a  type  of  cystic  disease  of 
the  ovary  which  tends,  not  so  much  to  produce  enlargement  as  to 
destroy  or  pervert  the  function  of  the  ovary,  and  to  absorb  by 
pressure  its  remaining  tissue.  This  form  of  disease  should  be 
borne  in  mind  in  very  obstinate  case  of  menorrhagia,  in  every 
supposed  neuralgia,  or  hypersemia,  or  chronic  infitmmation  of 
the  ovary,  and  must  weigh  with  us  in  deciding  the  important 
question  of  removal  in  such  cases.  These  growths  are  very  liable 
to  contract  adhesions,  and  there  is  reasdn  to  think  that  their  folli- 
cles often  rupture,  producing  slight  attacks  of  pelvic  hsematocele 
or  inflammation. 

As  regards  the  question  of  diagnosis^  I  fear  wo  have  no  other 
test  than  is  to  be  found  in  the  existence  of  some  enlargement, 
combined  with  the  presence  of  some  of  the  hsemorrhegic  qr  dys- 
menorrhceal  conditions  just  alluded  to,  and  that  we  can  only 
check  the  hypothesis  thus  arrived  at  by  patient  attempts  at  curfe 
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The  liejci  decade  will  p)x>bably  bring  about  something  of  a  more 
certain  and  satisfactory  character  on  these  points. 

The  treatment  of  follicalar  ovarian  degeneration  can  hardly  as 
yet  be  considered,  then,  per  se.  It  must  rather  be  said  to  coneti- 
tate  an  element  in  deciding  the  question,  Shall  we  remote  the 
ovaries  for  the  purpose  of  curing  certain  affections  which  it  so 
frequently  accompanies,  and  of  which  it  may  be  the  efficient 
eause? 

^  Dermoid  C78t8.-These  are  growths,  always  of  a  cystic  char- 
acter, most  commonly  of  ovarian  origin,  although  occasionally 
found  in  ^very  part  of  the  body,  and  so  peculiarly  distinguished, 
physiologically,  pathologically,  and  clinically /that  no  one  can  dis- 
pute their  claim  to  a  separate  classification.  A  very  good  sketch 
of  the  history  and  literature  of  the  subject  will  be  found  in  a 
paper  by  Eisner  (foe.  a7.}.  Their  distinguishing  feature  is  that 
they  are  found  to  contain  hair,  teeth,  and  other  dermoid  struc- 
tares — ^whence  their  name.  But  true  bony  tissues,  brain  miittcr, 
muscular  fibre,  and  other  structuies^have  also,  though  more  rare- 
ly, been  discovered. 

Ckmaaiion. — ^Various  theories  have  been  broached  with  a  view 
to  explaining  tl^B  occurrence  of  these  unique  growths,  theories 
which  I  cannot  pretend  here  to  discuss  at  any  length. 

This  much  is  certain,  that  they  have  nothing  to  do  with  im- 
pr^ation  of  the  patient  who  bears  them  -  tjiey  are  in  no  way 
allied  to  extra-uterine  foetation.  Their  invariably  conc^enital 
origin  is  sufficient  to  prove  this.  The  possibility  of  their  being 
the  rudimentary  structures  of  an  ovum  within  an  ovum  may  be 
admitted,  although  many  circumstances  render  this  very  improb- 
able. The  same  may  be  said  of  their  origin  in  the  abortive 
attempts  of  an  unimpregnated  ovum  to  produce  some  of  the 
structures  which  would  normally  arise  after  impregnation.  If 
they  occurred  only  in  the  ovaries,  this  theory  would  be  most 
tenable,  and  it  would  be  supported  by  analogies  met  with  in  com- 
parative anatomy.  Doran  throws  out  the  hint,  that  possibly  the 
unimpregjiated  ovum  may  develop  as  far  as  the  undivided  blas- 
tema, which  would  explain  the  peU  melt  condition  of  its  elements, 
as  opposed  to  their  disposition  in  regular  order,  in  the  impreg 
natea  one. 

Parthenogenesis,  or  that  eonditioo  met  with  in  certain  lower 
aniqialB,  where  one  impregnation  is  succeeded  by  two  or  m  )re 
consecutive  generations  of  independent  life,  has  also  been  brought 
to  bear  on  the  explanatian  of  the  phenomena — unsuccessfully,  T 
think. 

On  the  whole,  the  theorv  most  in  accordance  with  all  the  facts 
ia  that  which  supposes  that  in  a  variety  of  wavs,  and  in  very 
varyii^.ciroQmstaniees,.tb0  epiblf^t  beo^qaes  included  in  abnormal 
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situatioDB,  and  there  develops  more  or  less  perfectly  its  cbaracte^ 
istic  tissues. 

Symptoms. — Be  the  causation  what  it  may,  a  tumour  is  not  an- 
frequently  met  with  of  cystic  form,  sometimes  multilocular,  more 
often  unilocular,  with  moderately  thick  walls,  and  true  dermoid 
lining  of  epithelial  type.  True  hair  follicles  are  also  present,  and 
even  sweat  glands,  and  plenty  of  sebaceous  follicles.  The  contents 
of  these  cysts  are  mainly  sebaceous  and  fatty.  At  the  normal 
heat  of  the  body  this  usually  remains  fluid,  but  if  tapped,  the 
fluid  freezes  as  it  emerges  from  the  cannula,  and  deposits  itself  in 
little  worm-like  heaps,  which  are  absolutely  characteristic  and 
diagnostic  The  cannula  is  easily  choked,  not  only  by  this  coagu- 
lation, but  by  the  numerous  hairs  which  are  found  in  the  tumour. 
These,  light-coloured  for  the  most  part,  although  I  have  seen  them 
quite  black,  are  either  scattered  tnrough  the  mass  or  rolled  into 
inextricable  balls.  Teeth,  often  wanting  in  enamel,  or  otherwise 
rudimentary,  are  often  found  also  (fig.  182).  Double  or  evci\ multi- 
ple ones  have  been  found.  The  combination  of  a  dermoid  cyst 
with  an  ordinary  multilocular  one,  I  have  met  with,  the  dermoid 
8ub-?yst  being  discovered  by  accident.  The  dermoid  mass  prob- 
ably existed  before  the  polycystic  growth,  but  I  can 
hardly  believe,  with  Fleisch,  that  a  multilocular  cyst  can 
have  developed  a  dermoid  one  in  its  walls.     While  existing  as 

mere  congenital  mon- 
strosities, they  may  re- 
main dormant  and 
escape  notice  during  a 
long  life.  In  this  con- 
dition they  are  virtually 
a  part  of  the  body,  and 
as  such  do  not  excite 
any  untoward  symptoms 
— B^in,  ascites,  or  the 
like.  liut  something 
occurs,  it  may  be  a  blow, 
the  establishment  of 
menstruation,  marriage, 
pregnancy,  and  dcliveiy, 
or  one  knows  not  what, 
that  changes  the  inert 
physiological  r  e  d  u  n- 
dancy  into  an  irritated 
cystic  growth.  Then 
one  of  two  things  fol- 
lows. Either  rapid  in- 
takes place,  with  little  change  otherwise  in.  the  nature  of  ' 
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the  tumour,  and  we  are  called  on  to  diagnose  what  is  supposed  to 
be  a  new  formation ;  or  suppuration  occurs,  adhesiona  follow,  and  - 
we  find  that,  through  the  bladder,  or  rectum,  or  abdominal  wall, 
hairs,  teeth,  or  sebaceous  matter  are  beginning  to  be  discharged. 
In  the  latter  case  the  diagnosis  will  present  but  little  difiiculty. 
The  extruded  hairs,  sebaceous  and  fatty  matter,  perhaps  choles- 
terine,  and  occasionally  teeth,  are  quite  characteristic.  Nothing 
but  the  extrusion  of  a  well-developed  extra-uterine  foetus  could 
in  any  way  give  rise  to^rror.  But  such  a  case  would  have  a 
clear  and  distinct  history  of  its  own — a  history  of  pregnancy  and 
missed  labour,  accomjpanied  by  the  normal  increase  of  the  foetus 
and  followed  by  inflammatory  suppuration.  Besides,  although 
portions  of  true  bone  are  met  with  in  dermoid  cysts,  wo  never 
nave  the  small  limb  bones  which  are  so  characteristic  of  decom- 
posed foetus  in  process  of  expulsion. 

TVeatment. — ^The  question  will  at  once  have  to  be  solved,  whether 
it  is  preferable  to  assist  expulsion  by  the  newly-tormed  outlets  or 
to  cut  down  into  the  abdomen  and  remove  the  tumour.  Each  case 
will  have  to  be  decided  on  its  own  merits.  If  there  were  reason 
to  believe  that  verv  extensive  adhesion  of  the  tumours  had  taken 
place,  and  if  free  discharge  were  occurring,  by  vagina,  or  rectum, 
or  abdominal  wall,  it  would  probably  be  the  salest  plan  to  aid 
nature's  efibrts  by  carefully  dilating  the  opening,  by  the  constant 
use  of  antiseptic  injections,  and  by  gently  extracting  such  por- 
tions as  seemed  to  require  assistance.  On  the  other  hand,  if  the 
tumour  can  be  pretty  clearlv  defined,  if  it  is  movable,  or  if  the 
opening  has  occurred  into  the  bladder  or  uterus,  it  would  be  the 
wiser  plan  to  proceed  to  ovariotomy,  using  such  m^ns  as  sug* 

!;e8tcd  themselves  at  the  time  to  close  the  opening  into  the  af- 
ected  viscus  by  carefully  uniting  its  peritoneal  edges. 

Should  we  merely  be  called  on  to  diagnose  a  tumour  of  unccr^ 
tain  nature,  a  good  deal  will  depend  on  whether  it  is  eufiiciently 
flaccid  to  allow  of  fluctuation  being  made  out,  and  this  is  very 
frequently  not  the  case.  A  round,  smooth  cyst^  of  uncertain  date, 
with  few  antecedent  symptoms,  very  loosely  attached  to  uterus  or 
pelvis,  would  excite  suspicion  of  its  dermoid  nature,  and  would 
probably  lead  to  tapping  with  a  small  trocar.  This  would  solve 
the  difficulty,  if  the  characteristic  fatty  and  sebaceous  matter  were 
found  in  the  smallest  quantity,  and  still  more  so,  if  a  single  hair 
escaped.  If  recourse  was  not  had  to  tapping,  the  diagnosis  from 
other  ovarian  cystic  tumours  is  impossible  with  certainty,  and 
our  treatment  would  be  directed  on  the  same  principles  as  are  ap- 
plicable to  other  forms.  In  the  event  of  the  tumour  rolling  freely 
about,  and  not  giving  rise  to  certain  fluctuation,  a  solid  ovarian 
*  of  non-malignant  nature,  or  a  loosely  attatched  fibroid  of  the 
uterus  would  be  suggested.    The  two  simple  dermoid  cysto  ^kj^ip 
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I  have  removed  by  ovariotomy  were  both  instances  of  this  form. 
In  the  one^  owing  to  doubts  which  I  felt,  I  made  an  exploratory 
tapping,  and  thus  satified  myself  as  to  the  diagnosis ;  in  the  other, 
I  thought  I  was  about  to  remove  a  solid  mass  which  had  recently 
become  extremely  painful,  and  which  misht  possibly  be  a  degener- 
ating ovarian  fibroid.    In  the  presence  of  a  doubtful  diagnosis,  a 
sound  rule  of  practice  is  to  abstain  from  interference  as  long  as 
there  are  no  ouier  symptoms  than  the  existence  of  the  growth^^at 
to  proceed  to  exploratory  incision  if  increase  of  growth  is  manifest, 
and  if  the  symptoms  and  signs  point  rather  to  ovarian  than  uter- 
ine disease.    It  mav  here  be  noted  that  the  mortality  after  the 
removal  of  dermoia  cysts  is  less  than  that  after  ovariotomy  io 
general.    Twistins:  of  the  pedicle,  afterwards  to  be  mentioaed, 
occurs  in  these  growths  with  considerable  frequency  (Olshausen). 
8.  Unilocular  Ovarian  Cysts. — On  the  threshold  we  are  here 
met  with  a  difficulty.    It  is  stated  by  many  that  unilocular  cysts 
of  the  ovary  do  not  exist,  except  in  the  dermoid  form  just  des- 
cribed, or  as  a  very  small  infantile  cysts.    The  truth  of  this  as  a 
pathological  dictum  cannot  be  determined,  except  by  those  who 
are  still  working  out  the  diffioult,  and  as  yet  obscure,  patholocry 
of  the  origin  of  ovarian  cysts  in  general.    But  if  we  adopt  the 
rough  general  idea,  that  the  numerous  Graafian  vesicles  of  the 
ovary  are  the  origin  and  site  of  cystic  disease,  but  nothing  to 
negative  the  possibility  of  its  occasional  unicystic  existence.    If 
we  look  upon  hsBmorrbagic  discharges  into  follicle  or  stroma  as  at 
least  an  occasional  origin,  the  same  may  be  said.    If,  according  to 
Rokitansky's  views,  ovarian  cysts  are  largely  due  to  exudation 
into  newly-formed  connective  tissue,  still  there  is  nothing  to  ne^- 
tive  the  possibility  of  unilocular  rather  than  multilocular  disten- 
of  this  stroma,  and  if  glandular  conversion  into  cysts  is  caused  by 
alteration  or  retention  of  contents,  or  by  changes  in  the  glaod 
walls,  still  one  or  many  cysts  may  be  the  result ;  and  it  is  certain 
that  when  the  tumour  is  polycystic  at  the  commencement,  absorp- 
tion of  the  partition  walls  frequently  occurs,  greatly  diminishing 
the  number  ot  cavities,  if  not  reducing  them  to  one  single  cysts. 
We  are  driven  back  upon  clinical  observation,  and  we  certainly 
find  cases  in  which,  to  all  intents  and  purposes,  a  large  ovarian 
tumour  consist  of  one  cyst.    Probably  there  may  always  bo  other 
small  cysts  discoverable  by  minute  investigation — ^potential  suc- 
cessors or  future  accompaniments  of  the  one  which  constitute  the 
defajcio  tumour.    The  tumour,  however,  is  there,  and  by  its  symp- 
toms demands  diagnosis  and  treatment  rather  than  pathological 
discussion.    If  no  multiplicity  of  cysts,  no  solid  or  apparently 
solid  portions,  can  be  made  out,  our  diagnosis  is  aided  in  certain 
directions,  we  are  removed  from  the  ever-present  difficulty  of  mis- 
taking a  uterine  fibro-cyst  for  an  ovarian  cystoma.    On  the  other 
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hand,  we  are  more  likely  to  mistake  an  ovarian  tomonr  for  a  sim- 
ple cyst  growing  from  neighbouring  parts,  and  so  to  adopt  the 
more  simple  means  of  treatment  which  are  often  effective  in  their 
case. 

Having  said  this  much,  I  think  we  are  justified  in  merely  mak- 
ing a  clinical  suggestion  with  regard  to  these  really  or  apparently 
uniocular  tumours,  and  thon  referring  the  consideration 
of  them  tp  a  future  *  page.  The  practical  observation  I 
would  make  is  this: — Whenever  our  investigations  lead  us  to  sup- 
pose that  we  may  have  only  cvsts  rising  from  the  pelvis,  there  is 
a  possibility  that  it  may  not  be  ovarian,  but  one  of  the  numer- 
ous other  cystic  growths  or  developments  which  will  afterwards 
be  mentioned,  acd  accordingly  a  preliminary  tapping  is  advisable. 
I  have  myself  seen  parovarian  cysts  cured  in  this  way,  obscure 
ascitic  accumulations  diagnosed,  renal  cysts  miade  out,  which 
would  otherwise  have  been  impossible,  and  even  true  ovarian 
cysts  so  much  relieved  for  several  years  as  to  justify  tiie  operation 
in  the  eyes  of  the  patient,  if  not  of  an  enthusiastic  ovariotomist. 
The  nature  of  the  c^st  contents,  and  even  still  more  important 
the  mode  of  its  refilling,  are  important  factors  in  diagnosis  thus 
ascertained. 

4.  Multilocolar    Ovarian   Cysts.— Undoubtedly   the   most 
common  form  assumed  by  tumoars  of  the  ovary  is  that  of  the 
multilocular  cystoma  (fig.  183^    It  is  very  difficult  to  estimate 
their  frequency.     As  a  hospital  physician  or  a  consultant,  I 
should  look  upon  them  as  exceedingly  common,  while  it  is  a  fact 
that,  during  some  fifteen  years  of  extensive  personal  practice,  I 
never  met  with  a  case  among  my  own  patients.    Even  now,  five 
out  of  six  cases  I  meet  with  come  from  a  much  wider  area  than 
that  of  Manchester.    By  a 
multilocular  cystic  tumour 
we  mean  one  which  is  di- 
vided by  septa  into  many, 
often     into    thousands    of 
separate    cysts,    a    few    of 
which    may     largely     pre- 
dominate over  the  others, 
and  every  one  of  which  may 
contain  nuid  contents  vary- 
ing in  visciditjs  colour,  and 
otherwise.      Liquid     glue, 
thin  isinglass  solution,  wa- 
tery    fiuid,     coffee,     pus, 
mucous,    blood — these  and 
many  other  terms  might  be 
used  to  describe  the  physical  appearance  of  the  contents  of  cvsts  t 
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which  may  be  all  met  with  in  one  tumour.    The  origin  and 
hature  of  these  tumours  is  a  matter  which  still  awaits  more  com- 
plete investigation,  our  knowledge  of  it  in  spite  of  the  earnest 
studies  of  many  of  the  foremost  pathologists  of  the  day,  being 
still  most  unsatisfactory.    That  the^  are  not  all  pathologically 
the  same,  either  in  their  origin  or  m  their  subsequent  mode  of 
gh)wth,  appears  to  be  certain.    The  division  into  those  which 
are  due  to  the  separate  development  of  ovarian  follicles,  coalescing 
into  one  mass  ana  covered  by  one  wall,  and  those  which  increase, 
and  increase  rapidly,  by  the  proliferation  of  cysts  within  parent 
cvsts,  has  much  to  recommend  it    But  late   observers  have 
thrown  much  doubt  upon  this  distinction.    lam  bound  to  confess 
that  I  am  unable  to  speak  with  any  assurance  on  the  point,  and 
I  must  refer  my  readers  to  the  writings  quoted  above,  especially 
to  those  of  Alban  Doran  and  Wilson  Fox.     Non  omnia  passumus 
amneSj  and  it  is  wiser  in  this  case,  as  it  would  be  in  many  others, 
for  clinical  writers  who  have  not  the  time  to  combat  histological 
investigations  for  themselves,  not  to  swear  too  do^natically  in  the 
words  of  any  authority.    That  the  Graafian  vesicles  play  an  im- 
portant part,  whether  by  simple  distention,  bv  distension  and 
coalescence,   by  degeneration  of  those  which  have  never  fully 
developed,  or  by  degeneration  of  their  contents,  as  in  the  case  of 
the  corpus  luteum,  is   undoubted.    Other  possible  sources   of 
origin  were  suggested  when  speaking  of  unilocular  cysts  (p.  400). 
The  general  remarks  on  the  diagnosis  and  treatment  of  ovarian 
tumours  which  will  occupy  the  next  chapter  will  mainly  con- 
cern these   mnltilocular   cysts, 
and  will  be  understood  as  re- 
ferring to  them  when  not  other- 
wise stated. 

6.  Malignant  Ovarian  Tu- 
mours of  Cystic  character.— 
The  existence  of  solid  sarcoma 
of  the  ovary  has  already  been 
referred  to,  but  many  of  the 
cystic  forms  of  tumour  §re 
equally  malignant,  either  from 
their  commencement  or  in  their 
subsequent  developments.  The 
presence  of  colloid  matter  in 
the  cysts  of  an  ovarian  tumour 
has  tieen  considered  by  many  as 
per  se  evidence  of  their  malig 
nant  character.  Its  resemblance 
to  the  colloid  matter  of  cancers  of  the  breast,  &c.,  renders  this  at 
least  probable.      Yet  the  large    number    of   ovamao^^mnotin 
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which  contain  this  suhstance  and  which  show  no  sign  of  re- 
turn after  removal,  is  rather  opposed  to  this  view.  It  is  in 
the  greatly  proliferating  examples  where  this  substance  is 
usually  encountered,  and,  as  we  shall  see,  it  is  these  which  chiefly 
tend  to  assume  malignancy.  Colloid  contents  should,  I  think, 
be  regarded,  not  as  proof  of  malignancy,  but  as  bearing  strongly, 
although  by  no  means  positively,  in  that  direction,  ft  is  to  the 
excessive  tendency  to  multilocular,  and  especially  to  the  intra- 
locular  sprouting  that  we  must  look  as  exhibitiuff  most  clearly 
the  cancerous  tendency.  In  certain  cases  we  find  that  the 
interior  of  some  cysts,  if  not  all,  is  filled  with  fine  racemose 
fuuTOUs  papillomata  (fiff.  184),  the  tendency  of  which  is  sooner 
or  later,  to  perforate  the  walls  and  to  invade  the  surround- 
ing parts  with  true  cancerous  infiltration,  especially  towards 
the  lower  and  posterior  part,  the  hilum,  of  the  tumour.  It  has 
been  my  misfortune,  and  must  have  been  that  of  others,  to 
operate  on  tumours  which  presented  all  the  appearance  of 
ordinary  multilocular  cysts  at  their  upper  part,  but  which  were 
found  to  be  inextricably  incorporated  with  the  pelvic  peritoneum 
by  sprouting  masses  of  true  cancerous  tissue  below,  it  is  in  this 
form  of  tumour  also  that  malignant  disease  is  too  often  found  to 
spring  up  in  the  pedicle  or  in  other  organs,  soon  after  successful 
removal.  I  have  above  owned  mvself  to  be  sceptical  as  to  the 
causation  of  this  by  cancer  cells  which  have  escaped  through  an 
apparently  Junbroken  wall.  Another  way  in  which  malignant 
disease  arises  in  apparently  benign  multilocular  tumours  is  by  the 
thickenini^  of  their  walls  and  septa,  and  the  rapid  development 
therein  of  the  round  and  spindle-shaped  cells  of  sarcoma.  A  true 
cysto-sarcoma  is  thus  produced,  which  is  almost  as  malignant  in 
its  progress  and  results  as  a  cancerous  proliferating  growth.  It 
will  be  seen  that  I  have  largely  assumea  the  possible  evolution  ol 
cancer  and  sarcoma  from  presumably  non-malignant  structures, 
and  I  know  of  no  instances  in  pathology  where  this  inter-relation 
of  malignant  growths  is  more  discernible,  in  the  present  stage  of 
knowledge,  than  in  tumours  of  the  ovary.  There  seems  to  be  no 
bridge  between  fibromata  and  solid  sarcomata,  nor  between  com- 
mon multilocular  growths  which  are  removable  with  certain  suc- 
cess, and  the  fungating  cystic  cancer  which  has  fixed  its  deadly 
hold  upon  the  surrounding  tissues. 

After  this  brief  sketch  of  the  various  forms  of  ovarian  tumours, 
we  will,  in  the  succeeding  chapter,  treat  of  them  more  in  com- 
mon, and  proceed  to  mention  the  essential  points  in  their  clinical 
characters,  behaviour,  symptoms,  diagnosis,  and  treatment. 
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CHAPTER   XVL 

DiBSAfiBS  OP  THB  OvABY—cofUiMted,  OTarian  Tumours.  Thdr  Sias,  Gorer- 
ing,  Coniisteney,  Vascular  and  Nerrous  Supply,  Pedide,  CoutenU,  Pro- 
greas,  liocidenta,  and  ComplkationB.  Their  Symptomatology  and  Phyn- 
cal  Signs.*    Their  Diagnosis  and  Differentation. 

Before  proceeding  to  the  symptomatology,  diagnosis,  and  treat- 
ment of  ovarian  tumours,  there  are  several  other  points  in  con- 
nection with  their  physical  characters,  progress,  accidental  accom- 
paniments, and  the  like,  which  demand  notice.  I  have  not  con- 
sidered it  necessary  to  pursue  any  very  strict  sequence  in  describ- 
ing these,  but  they  are  all  of  importance  to  the  student  who 
wishes  to  obtain  a  proper  estimate  of  the  facts  which  eater  into 
the  calculations  of  those  who  undertake  an  opertion  for  their  re- 
moval, and  who  desires  to  have  a  clear  idea  of  its  difficulties  and 
its  prognosis. 

1.  Size. — ^The  size  of  an  ovarian  tumour  is  an  unknown  quan- 
tity. Mere  cystic  degeneration  may  add  somewhat  to  the  normal 
size  of  the  ovary,  or  may  be  accompained  b^  contraction  of  the 
organ.  Solid  tumours  grow  more  or  less  latpidly ;  the  more  trulT 
sarcomatous  or  cancerous,  the  more  rapid  the  growth.  If  left 
alone,  such  growths  may  attain  the  dimensions  of  an  adult  head, 
or  more.  I>ermoid  cysts,  if  not  suppurating,  seldom  attain  a 
size  larger  than  a  football,  and  are  usually  smaller.  Cystic  or 
malignant-cystic  growths  are  perfectly  unlimited  in  their  power 
of  expansion,  sometimes  weighing,  with  thin  contents,  as  much 
as  80,  60,  or  even  150  lbs.  Tne  unilocular  or  paucilocular  exam- 
ples furnish  the  most  extreme  instances  of  size,  simply  becanee 
they  have  less  tendencv  to  develop  cell-proliferation  m  other  di- 
rections, and  they  are  thus  less  frequently  cut  short  in  their  growth 
by  the  death  of  the  patient. 

2.  Coverings. — ^The  outer  wall  of  an  ovarian  tumour,  unleee 
there  are  adhesions,  is  smooth  and  glistening,  and  is  covered  by  a 
layer  of  ill-developed  columnar  or  cuboid  epit^elinm,  i^tboagh, 
wnen  the  tumour  becomes  large,  this  becomes  endothelial  in 
character,  and  is  apt  to  be  so  in  all  cases  on  the  portion  adjoining 
the  pedicle ;  below  this  are  layers  of  connective  tissue,  mingled 
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with  a  certain  amoant  of  muscalar  fibre,  alBO  in  greater  qvantitj 
to^rards  the  pedicle,  or  rather  towards  the  OTarian  liranent.  On 
inning  the  abdomen,  we  have  at  onoe  a  pretty  clear  indication  as  to 
whether  oar  diagnosis  has  been  correct  Solid  tumours^  when 
thus  exposed,  varv  mach  in  appearance ;  but  the  usual  cystic  tu- 
mour has  a  clear,  bluish,  pearl-like  aspect,  which  is  very  charac- 
teristic. It  diffdrs  entirely  from  the  dull,  bluish  aspect  of  the  un- 
opened peritoneum,  from  the  livid  appearance  of  a  uterine  fibro* 
cyst,  and  from  the  somewhat  drab  aspect  of  the  gravid  uterus. 
But  too  much  assurance  must  not  be  based  upon  this  phenome 
non.  I  have  seen  a  large  uterine  fibroid  with  all  the  characteris- 
tic appearance  of  an  ovarian  cyst,  and  I  have  also  seen  a  very 
multilocular  ovarian  cyst  as  purple  and  congested  as  a  uterine 
fibrocyst.  The  thickness  of  an  oviurian  cyst  wall  differs  in  every 
case,  as  also  does  its  friability ;  and  it  is  only  after  an  operation 
has  been  commenced  that  ^is  can  be  ascertained.  In  some  in- 
stances, portions,  or  the  whole  of  the  wall  of  a  cystoma,  have  a 
dull  greenish  appearance,  looking  almost  as  if  it  were  grangre- 
nous  ;  this  is  said  by  Doran  to  arise  from  the  presence  oi  embry- 
onic rather  ,than  well-formed  connective  tissue  in  its  substanee. 
Dermoid  cysts  are  much  less  smooth  and  silvery,  and  of  a  duller 
^y  colour,  often  with  somewhat  party-coloured  patches.  The 
inner  lining  of  large  cysts  is  often  endothelial,  but  in  small  and 
more  complex  ones  we  have  columnar  epithelium,  which,  as  we 
shall  see,  furnishes  an  element  in  diagnosis  by  the  aspirated 
contents. 

8.  Consistency. — This  is  ascertained  by  abdominal  palpation,  or, 
to  a  limited  extent,  by  vicinal  examination,  and  will  depend,  of 
course,  mainly  upon  the  presence  of  more  or  less  cystic  contents, 
and  upon  the  comparative  fluidity  of  these.  It  is  advisable,  how- 
ever, to  mention  here  some  sources  of  fallacy.  As  is  the  case 
with  all  abdominal  tumours,  the  tyro  is  apt  to  mistake  the  mere 
effect  of  pressure  on  an  unstable  and  loose  mass  for  fluctuation  ; 
this  can  be  avoided  by  having  it  fixed  by  another  pair  of  hands, 
and  by  applying  carefully  the  tests  for  fluctuation,  checked  by 
pressing  the  edge  of  a  palm  on  the  tumour,  midway  between  the 
supposed  fluctuating  points.  If  true  fluctuation  is  not  present, 
this  prevents  the  resemblance  to  a  wave  of  fluid.  I  have  already 
said  that  a  very  ticht  cyst  with  scarcely  fluid  contents,  such  as 
we  find  in  dermoid  tumonrs,  is,  when  not  adherent,  hardly  dis- 
tin^ishable  from  a  floating  solid  mass.  In  like  manner,  a  large 
multilocular  tumour,  or  a  portion  of  one^  consisting  of  innu- 
merable small  cysts,  may  be  so  hard  and  unyielding  as  to  be  in- 
distinguishable from  a  solid  mass.  The  carefully  ascertained 
existence  of  one  or  two  really  fluctuating  points  in  the  mass,  and 
ilxe  history  and  progress  of  the  growth,  along  with  other  signs, 
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will  generally  preventerror  in  this  respect ;  but  such  cases  demand 
the  most  careful  investigation  of  everything  which  can  throw 
light  npon  them.  It  may  be  said  at  once  that  a  very  large  pelvic 
tumour,  of  undoubtedly  rapid  growth,  and  without  marked  symp- 
toms of  uterine  disease,  is,  although  apparently  solid,  probably 
polycystic  and  ovarian. 

4.  Vascular  and  Nervous  Supply. — The  vascular  supply  is  de* 
rived  from  the  pedicle  of  the  tumour,  and  varies  considerably. 
Sometimes  very  large  arteries  are  found,  and  still  larger  veins, 
ramifying  upon  the  walls  of  the  tumour,  and  liable  to  injury  by 
tapping.  At  other  times  the  vascular  supply  is  greatly  dimin- 
ished bv  the  stretching  of  the  main  vessels,'and  by  degenerations 
in  their  walls.  In  solid  tumours  the  larger  vessels  are  usually  to 
be  met  with  only  in  the  pedicle,  but  in  cystic  growths  thev  can  be 
found  anywhere.  In  some  cases,  where  firm  adhesions  have  oc- 
curred, large  vessels  enter  through  these,  and  they  may  ulti- 
mately afford  the  main  supply ;  such  adhesions  are  to  be  practi- 
cally considered  as  additional  pedicles,  and  treated  by  ligature  or 
cautery.  The  nerve  supply  is  often  abundant,  but,  from  a  clinical 
point  of  view,  is  unimportant. 

5.  The  Pedicle, — The  pedicle  of  an  ovarian  tumour  is  of  no 
mean  importance,  the  existence  of  such  a  structure  in  the  vast  ma- 
jority of  cases  having  alone  rendered  ovariotomy  a  reasonable  and 
successful  operation.  The  pedicle  of  a  solid  ovarian  tumour,  and 
for  the  most  part  of  a  dermoid  one,  is  usually  a  thin  and  well- 
stretched  projection  from  the  peritoneum — a  mesovarium  in  the 
language  of  the  anatomists, — hut  that  of  the  common  cystic 
growths  varies  considerably.  It  may  be  broad  and  thin,  or  thick, 
or  it  may  be  long  and  easily  encircled  with  the  finger.  It  con- 
sists of  the  whole  or  of  a  portion  of  the  broad  ligament,  sometimes 
much  thickened  and  elongated,  at  other  times  very  thin  and  fra- 
gile. The  Fallopian  tube  is  generally  attached  to  it,  having  the 
appearance  of  a  long  pink  fleshy  mass,  and  sometimes  appearing 
very  like  a  portion  of  small  intestine.  Its  abrupt  termination  in 
the  fimbriated  extremity  differentiates  it  from  thik*,  however. 
The  utero-ovarian  ligament  is  also  traceable  in  the  pedicle,  al- 
though sometimes  both  it  and  the  Fallopian  tube  run  up  to  the 
tumour  with  an  interspace  between  them  and  the  true  pedicle, 
and  I  have  more  than  once  seen  the  ovarian  pedicle  tied  and  a 
large  tumour  removed,  the  Fallopian  tube  not  entering  into  either. 
The  enlarged  ovarian  vessels  also  form  part  of  the  pedicle,  and  it 
is  their  great  size  which  renders  the  treatment  of  the  divided 
pedicle  so  important.  Occasionally  the  multilocular  cystoma  is 
sessile,  has  no  definite  pedicle,  and  this  is  especially  apt  to  be  the 
case  with  [those  which  show  malignant  tendency  in  the  form  of 
l)apillomatous  sprouts ;  they  have  pushed   their  way  downwards 

Digitized  by  VjOOQ  IC 


OF  OVABIAN  TUMOURS.  407 

between  the  layers  of  the  broad  ligament.  In  the  ,not  very  com« 
mon  case  of  complete  fusion  of  cystic  growths  of  each  ovary,  the 
double  pedicle  may  be  the  first  circumstance  to  call  attention  to 
the  fact 

6.  TJie  Contents. — We  are  not  concerned  now  with  solid 
tumours,  nor  with  dermoid  cysts,  which  have  been  safficiently 
described.  In  very  small  cysts,  chiefly  in  those  of  early  life,  and 
often  probablv  of  evanescent  character,  the  ovum  has  pretty  con- 
stantly been  found  as  a  constituent,  but  in  larger  growths  it  is 
sought  for  in  vain,  either  because  it  has  really  disappeared,  or  be- 
cause the  mode  of  formation  may  not  have  involved  true  ovum- 
bearing  vesicles.  But  fluids  of  various  physical  characters  are 
found  m  all  cystic  growths,  and  some  knowledge  of  these  is  neces- 
sary as  a  means  of  diagnosis.  Much  doubt,  however,  still  hangs 
over  many  of  the  statements  which  have  been  most  authori- 
tatively made  as  to  the  distinctive  chemical  and  microscopic  ap- 
pearances of  these  fluids.  One  of  the  most  exhaustive  researches 
into  this  subject  is  that  of  Ghtrri^ues  {Amer.  Jour,  of  Obstet.^ 
1882).  After  all  his  labour  he  is  driven  to  the  conclusion*  ^^  that 
the  examination  of  the  fluids  affords  a  very  valuable  aid  to  diag- 
nosis, but  that  it  would  be  rash  to  base  a  diagnosis  on  the  charac- 
ter of  the  fluids  alone." 

We  look  to  the  physical  characters,  to  the  chemical  nature,  and 
to  the  microscopic  appearances  of  ovarian  fluids  for  some  guidance 
in  diamosis,  and  of  each  of  these  it  may  be  said  that  we  may 
have  characteristics  which  afford  a  very  strong  amount  of  proba- 
bility when  present,  but  which  mav  not  be  present,  or  which,  if 
present,  must  be  considered  as  corroborating,  but  never  as  directly 
outweighing,  the  evidence  derived  from  other  means  of  examina- 
tion. 

(a)  Of  the  physical  characters  thus  much  may  be  said,  that  a 
very  clear  or  pale  straw-coloured  fluid,  of  low  specific  gravity,  is 
opposed  to  the  diagnosis  of  ovarian  cystoma,  other  things  being 
equal,  but  that  nevertheless  it  is  met  with  in  unilocular  or 
paucilocular  cystic  tumours,  and  sometimes  in  the  individual  cysts 
of  multilocular  tumours.  Very  distinct  viscidity,  especially  if 
combined  with  the  distinct  colorations  mentioned  above  (p.  401), 
is  exceedingly  strong  evidence  in  favour  of  an  ovarian  source. 
The  more  gluey  and  tenacious,  the  more  certainly  is  the  fluid 
ovarian.  The  specific  gravity  is  liable  1o  all  sorts  of  variations; 
but  the  higher  it  is,  the  more  probablv  is  the  fluid  ovarian,  and 
the  more  certainly  is  the  tumour  multilocular.  Roughly,  we  may 
estimate  the  specific  gravity  of  ascitic  fluids  as  from  1010  to  1015, 
of  the  fluid  of  parovarian  cysts  as  still  lighter,  and  of  that  of 
ovarian  cystomata  as  1015  and  upwards.  Spontaneous  coagula- 
tion, even,  slowly,  is  a  rare  phenomenon  with  ovarian  fluids, 
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whereas  ascitic  fluid  generally  coa^lates  after  a  time,  and  fluid 
from  a  nierine  fibrocyst  generally  does  so  very  rapidly. 

(6)  Of  the  chemical  characters  G^arrigues  maintains  that  "no 
chemical  product  peculiar  to  ovarian  fluids  has  been  found." 
They  generally  coagulate  with  heat  to  a  considerable  eitent,  but 
the  same  thing  applies  to  many  other  which  might  be  mistaken. 
The  absence  of  this  phenomenon  would  throw  very  strong  doubt 
on  the  diagnosis  of  ovarian  cyst.  Much  stress  has  been  laid  on 
the  presence  in  ovarian  fluids  of  paralbumin,  a  substance  which, 
coagulating  by  heat  and  nitric  acid,  redissolves  or  becomes  gela- 
tinous when  l)oiled  with  an  excess  of  acetic  acid.  Z  have  seen  so 
many  mistakes  with  this  test,  modified  in  various  ways,  that  I 
regard  it  as  a  source  of  error  rather  than  of  certainty,  and  we 
know  almost  nothing  more  practically  certain  with  regard  to 
other  modifications  of  albumin. 

(c)  The  microscopic  appearances  are  somewhat  more  important 
than  the  bhemicai  characteristics,  although  the  real  interest  is 
confined  to  one  or  two  bodies.  Red  blood-corpuscles,  various^  un- 
defined granular  matters,  pus  or  pyroid  cells,  cholesterine,  oil 
globules, — these,  with  other  less  common  substances,  are,  one  or 
the  other,  met  with  in  the  fluids  of  ordinary  ovarian  cysts,  but 
they  have  nothing  of  a  distinctive  nature  about  them.    They 

may  all  be  found  in  many  of 
the  other  collections  of  fluid 
which  are  liable  to  be  mis- 
taken for  ovarian.  But  on 
two  microscopic  objects  great 
stress  has  been  laid,  as  being 
diagnostic  of  ovarian  cystic 
growths.  The  first  of  these 
consists  of  what  is  now  pretty 

fenerally  known   as    ^^Drys- 
ale^s  corpuscle  ;  "  the  second  is 
true  columnar  emihelium. 

Granular  boaies  (fig.  185,  a) 
have  long  been  described  as 
abundantly  present  in  ovarian 
fluids,  by  Bennet  and  others, 
Fio.  m-Microtcopic  appearance  of  the    ^j^^  ^o  tests  have  been  ffiven 

most  characteristic  contents  of  Ovarian  .j.,.         •v^i.         o        ».. 

Cystomata.  a,  compound  granular  cells  tO  QlStingUlsn  tnem  irom  SUni- 

of  Glu«e ;  6,  Drysdale's  corpuscles ;  «,  Jar     bodies    fouud     elsCWhere. 

the  same  treated  with  acetic  acid:  d,  m    tlj-     tv-. Ji^\        i   •  i.^^ 

columnar  epithelium.  '    '    T.  M.  Drysdale  claims,  how- 

ever, to  have  discovered  a 
peculiar  form  of  cell,  with  special  microscopic  appearances  and 
micro-chemical  behaviour,  only  met  with  in  ovarian  tumours,  or, 
any  rate,  in  no  "  other  abdominal  dropsical  fluids."    This  grauu* 
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lar  cell  (fig.  186,  b)  (Garrigues  maintains  that  it  is  oat  a  cell,  bnt 
an  epithelial  nudens  in  a  state  of  fatty  degeneration)  is  round  or 
oval,  transparent,  oontainine  many  fine,  clear  granules,  but  no 
nucleus.  It  varies  in  size,  but  is  commonly  aboat  that  of  a  pus 
cell.  Acetic  acid  renders  the  granules  more  distinct,  the  cell 
more  transparent  (fig.  185,  c).  Ether  renders  the  granules  nearly 
transparent,  but  does  not  change  the  cell.  These  tests,  especially 
the  former,  se^m  to  distinguish  it  from  pus,  white  blood  cells, 
lymph,  or  other  cells  of  similar  appearance.  The  Question 
whether  these  bodies  are  pathognomonic  has  yet  to  be  aecided. 
Of  their  frequent  occurrence  in  ovarium  fluids  there  can  be  no 
doubt,  nor,  I  think,  of  their  great  raritv  elsewhere,  so  that  we 
must  consider  their  discovery  in  any  douotful  fluid  as  having  at 
least  great  weight. 

The  other  important  structure,  true  columnar  epithelium  (fig.  . 
185,  rf),  is  due  to  desquamation  from  the  lining  walls  of  the  cysts, 
especially  of  the  smaller  ones.  When  fairly  seen,  in  side  view, 
their  importance  is  very  great,  if  not  absolutely  pathognomonic. 
They  are  found  also,  however,  in  cysts  of  the  Fallopian  tube  and 
broad  ligaments,  but  in  no  other  tumours,  except  perhaps  cysts  of 
the  pancreas.  The  'presence  of  cilia  on  these  epithelial  bodies  is 
rare ;  and  it  is  as  yet  doubtful  whether  this  is  not  confined  to 
cysts  of  the  parovarium  or  tubes,  and  therefore  diagnostic  of  their 
origin.  Some  of  these  points  must  be  a  little  further  referred  to 
when  speaking  of  the  differentiation  of  ovarian  tumours,  but  the 
presence  of  columnar  and  epithelium  and  of  Drysdale's  cells  or 
nuclei  is  the  most  reliable  datum  to  be  obtained  from  an  examina- 
tion of  the  fluid  contents  of  ovarian  tumours ;  according  to  Qar- 
rigues,  however,  "  there  is  no  pathognomonic  morphological  ele- 
ment in  ovarian  fluid  ;'*  and,  after  weighing  the  evidence  afforded 
by  Fowlis,  Thornton,  and  Keith,  he  also  says :—"  Neither  the 
quantity,  nor  the  size,  nor  the  shape,  nor  the  arrangement  of  the 
elements  found  in  cystic  fluids  enable  us  to  tell  tnat  the  cyst  is 
sarcomatous,  or  carcinomatous,  but  only  that  it  is  ovarian" 
(Garrigue's  "  Summary,''  loc.  cit,  pp.  «81,  682).* 

Progress  of  Ovarian  Tranotirs.— The  progress  of  a  cystic 
degeneration'  cannot  be  estimated.  There  is  reason  to  think  that 
it  may  continue  for  many  years  with  little  change,  but  constantly 
giving  rise  to  menstrual  troubles,  and  occasionally  to  ovaritis, 
pelvic  cellulitis,  abscess,  or  haematocele,  by  one  of  which  it  may 
terminate  life.  Dermoid  cysts  remain  long  stationary,  and  per- 
haps free  from  symptoms,  but,  as  we  have  seen,  they  may  become 
suddenly  excited  to  growth  or  suppuration.  The  progress  of  a 
solid  tumour  is  influenced  by  its  malignancy ;  and,  as  that  is  the 
rule  rather  than  the  exception,  we  usually  find  rapid  development 
after  the  first  discovery.    Of  true  cystic  tumours  it  may  be  said 

Digitized  by  VjOOQIC 


410  COMPLICATIONS  OF  OVARIAN  TUMOURS. 

that  the  rapidity  of  growth  is  in  proi)ortion  to  their  tendency  to 
the  polycystic  form ;  out  this  is  not  withont  exceptions,  especially 
as  regards  the  refilling  which  takes  place  after  tapping.  Now 
and  again,  cysts,  even  those  in  tumours  distinctly  of  multilocular 
character,  remain  almost  stationanr  for  indefinite  periods,  bat 
these  are  very  exceptional  cases.  It  may  be  stated  roughly,  as 
the  result  of  many  special  inquiries,  that  the  duration  of  life  from 
the  first  commencement  averages  under  three  years ;  and  this  is 
rightly  to  be  taken  as  an  element  in  determining  the  propriety  of 
removal,  and  to  be  placed,  with  all  its  miserable  accom^niments, 
after  allowing  for  the  immediate  risk  of  life,  in  opposition  to  the 
prospect  of  mture  healthy  existence  after  operation. 

Accidents  and  Complications.— Ovarian  tumours  are  liable 
to  various  complications,  which  add  to  the  difliculty  of  diagnosis 
or  of  treatment.  It  is,  of  course,  possible  to  meet  with  an  ovarian 
tumour  in  conjunction  with  any  other  afiTection  which  might  be 
mistaken  for  it,  or  which,  from  the  dissimilarity  of  its  symptoms, 
might  lead  to  an  error  in  diagnosis.  Such  cases  call  for  the  exer- 
cise of  the  highest  diagnostic  skill  and  the  most  careful  weighing 
of  every  symptom  afterwards  to  be  described,  but  one  or  two 
specially  frequont  complications  must  be  here  mentioned. 

Thus  {a)  the  tumour  may  be  double — that  is,  there  may  be  one 
growing  from  each  ovary,  generally  of  very  similar  character. 
Solid  tumours  often  grow  thus,  and  cystic  ones  not  infrequently. 
With  regard  to  the  latter,  the  diajgnosis  is  exceedingly  difficult,— 
often  impossible ;  fortunately  it  is  not  very  material.  In  a  very 
small  number  of  cases  of  double  ovarian  cystomata,  fusion  of  the 
two  tumours  takes  place,  through  atrophy  of  their  contiguous 
walls,  a  source  of  difficulty  and  doubt  to  the  operator,  but  quite 
unrecognisable  before  operation.  The  bilateral  growth  of  solid 
tumours  increases  the  difficulty  of  diagnosis  from  uterine  fibroids, 
which  are  so  often  multiple. 

(6)  Pregnancy  may  coexist.  This  must  never  be  left  out  of 
view  as  a  possibility,  not  only  at  our  first  examination,  but  at  any 
future  stage  of  the  disease.  Experience  shows  that,  in  such  cases, 
where  the  pressure  symptoms  are  severe,  a  large  cyst  may  safely 
be  tapped,  removal  being  then  adjourned  till  after  delivery;  but 
that,  in  the  case  of  rapidly-growing  multilocular  cysts,  either  the 
induction  of  premature  labour,  or  ovariotomy  during  pregnancy, 
may  be  called  for.  A  careful  consideration  of  the  risks  involved 
either  way  would  appear  tp  me  to  point  to  the  preferability  of  the 
former  operation  in  the  majority  of  cases,  although  there  is  room 
for  a  difierent  decision  in  certain  circumstances,  and  the  patient, 
if  intelligent,  should  be  allowed  some  share  in  the  decision. 

(c)  Adhesions. — There  is  a  constant  tendency  towards  the  con- 
traction of  adhesions  with  neighbouring  structures ;  so  much  so, 
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that  these  may  fittingly  be  termed  complications  rather  than  acci- 
dents. The  presence  or  ascites  tends,  in  the  case  of  solid  tnmours,  . 
to  prevent  or  diminish  such  adhesions,  but  the  multilocalar,  or 
even  the  unilocular,  or  pancilocular  cysts  are  seldom  exempt  from 
8ome  slight  amount.  JUoth  from  symptoms  occasionally  observed, 
and  from  the  existence  of  these  adnesions,  it  is  evident  that  inter- 
current attacks  of  subacute  or  latent  peritonitis  are  not  infre- 
quent, but  their  relations  to  adhesions  is  not  definite.  Fortunately, 
adhesions  are  generally  slight,  and  to  the  omentum,  or  at  the  upper 
and  anterior  part  of  the  tumour,  where  thev  are  comparatively 
easy  to  deal  with,  but  extensive  and  firm  adhesions  may  occur  to 
the  intestines,  vermiform  appendix,  bladder,  uterus,  pelvic  lining, 
ureter,  liver,  diaphragm,  or  stomach.  If  on  deep  inspiration  and 
expiration  the  tumour  can  be  seen  to  move  freely  below  the  ab- 
dominal wall,  we  have  a  tolerable  assurance  against  the  presence 
of  firm  or  close  adhesions  in  front  or  above,  but  the  existence  of 
deep  pelvic  adhesions,  even  those  due  to  to  malignant  sprouting, 
ii^  difficult  and  often  impossible  to  ascertain,  although  a  careful 
bi-manual  examination  may  lead  to  surmise,  by  showing  fixity  of 
the  uterus,  or  signs  of  pelvic  infiltration. 

Other  complications,  from  their  greater  rarity,  partake  more 
of  the  nature  of  accidents,  sometimes  of  the  most  serious  charac- 
ter.    Among  them  we  may  here  mention — 

(a)  Impojction  in  ih€  Pelvis. — ^This  can  only  occur  with  soaall 
tumours,  but  may  occasionally  give  rise  to  retention  of  urine  or 
pressure  on  the  rectum,  and  may  cause  the  recognition  of  a  tu- 
mour not  previously  suspected.  The  accident  is  much  less  com- 
mon than  with  uterine  fibroids,  and  demands  the  same  treatment 
by  pushing  up  the  mass  over  the  pelvic  brim.  If  evidently  cys- 
tic, recourse  may  be  had  to  aspiration  per  vaginamj  partly  as  a 
means  of  diagnosis,  and  partly  m  the  hope  of  cure,  and  the  same 
treatment  is  called  for  in  those  cases  where  the  descent  of  the 
head  is  opposed  in  labour.  I  have  twice  thus  permanently  cured 
cysts,  ovarian,  or  in  the  neighbourhood  of  the  ovary,  during  the 
progress  of  labour. 

(b)  Twisting  of  ike  Pedicle. — ^This  is  a  common  enough  accident, 
altnough  not  to  a  suflicient  degree  to  produce  any  decided  symp- 
toms. Some  writers,  Galleu  for  instance,  speak  of  this  as  a 
happy  termination  of  ovarian  cysts,  leading  to  gradual  atrophy, 
but  the  post-mortem  proofs  of  such  a  result  are  not  numerous. 
More  frequently  the  results  are  disastrous.  In  some  cases  the 
twisting  appears  to  be  comparatively  sudden,  and  in  these  espec- 
ially, owing  to  the  compression  of  the  vessels,  hsemorrhage  mav 
occur  into  me  cysts  to  an  alarming  extent,  or  fatal  rupture  with 
haematocele,  or  gangrene  of  the  whole  mass  may  ensue.  The 
sudden  occurrence  of  symptoms  oi  collapse  in  the  subject  of  an 
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ovarian  tumour  will  always  point  to  the  accident  as  probable,  and 
all  authorities  are  now  agreed  as  to' the  advisability  of  immediate 
operation  under  the  circumstances.  The  pedicle,  if  long,  may 
also  become  entangled  around  a  knuckle  of  bowel,  producing 
strangulation,  and  constriction-  of  the  pedicle  itself  has  been 
caused  by  contracting  bands  of  lymph.  Either  of  these  events, 
if  highly  probable,  would  equally  demand  immediate  operation 
or  exploration.    The  causes  at  ordinary  and  slow  twisting  of  the 

S^dicle  are  doubtless  to  be  found  in  more  than  one  direction, 
rdinary  movements  of  the  body,  acting  upon  a  tnmour  which  is 
often  heavier  on  one  side,  and  free  to  move  laterallv,  while  much 
compressed  above  and  below,  and  the  action  6f  the  loaded  rectum 
or  sigmoid  flexure,  are  probably  the  more  usual  of  these.  Der- 
moid cysts  would  seem  to  be  specially  liable  to  the  accident. 

(c)  Separation  of  the  Tumour. — As  a  result  of  the  accident  just 
mentioned,  or  possibly  from  mere  atrophy  of  the  pedicle,  the 
normal  attachment  has  occasionally  disappeared,  and  the  tumoar 
has  become  attached  by  adhesions,  as  by  a  new  pedicle,  to  sur- 
rounding parts.  Such  changes  being  gradual,  can  hardly  be 
diagnosed,  but  this  possibili  y  has  to  be  borne  in  mind  in  ovario- 
tomy, and  the  presence  of  such  adhesions  may  modify  the  influ- 
ence of  twisted  pedicle. 

(d)  Intra-cystic  Hemorrhage. — Son^  account  of  this  is  not  very 
infrequent,  as  shown  by  the  more  or  lees  sanguineous  contents  of 
certain  cysts,  but,  owing  to  the  occasionally  great  size  of  the 
vessels,  and  the  distensibility  of  the  cysts,  it  may  be  fatal.  The 
smaller  or  more  frequent  hsemorrhages  may  give  rise  to  intense 
aneemia.  The  accidental  tapping  of  a  large  vessel  may  produce 
similar  results.  Sudden  collapse  and  general  symptoms  of  hflem- 
orrhage,  with  increased  feeling  of  distention,  point  pretty  clearly 
to  the  nature  of  tlie  accident,  and  if  the  symptoms  are  of  suffi- 
cient gravity  to  imperil  life,  and  death  is  not  too  sudden,  immediate 
operation  is  called  for. 

{e)  Intra-cystic  Inflammation. — ^This  also  occurs,  sometinaes 
spontaneously,  sometimes  owing  to  blows  or  injuries,  and  some- 
times owing  to  careless,  septic  tapping.  The  results  may  be  con- 
fined to  the  interior  of  the  tumour,  producing  suppuration  in  one 
or  more  cysts,  with  hectic  and  severe  pain,  or  the  inflammation 
may  spread  to  the  external  wall  and  peritoneum,  producing  in- 
tense peritonitis,  or  the  inflamed  cyst  may  rupture,  with  the  same 
result.  So  long  as  the  symptoms  of  inflammation  are  slight,  and 
likely  to  be  temporary,  interference  with  the  tumour  is  to  be  de- 
precated until  their  subsidence ;  but  marked  hectic  showing  i>ro- 
bably  extensive  intra-cystic  suppuration,  or  violent  peritonitis 
showing  one  or  other  of  the  previous  accidents,  demands  imme- 
diate operation,  and  this  is  often  followed  by  the  happiest  result, 
and  almost  instantaneous  subsidence  of  the  dangerous^yj^pt^mB* 
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(/)  Gfanarene, — Thifi  has  been  referred, to  as  an  occasional  result 
of  strangulated  pedicle,  but  it  may  also  occur  from  inflammation  ; 
or  from  unknown  causes.  Its  result,  if  unrelieved  by  immediate 
operation,  is  certain. 

{g)  Rupture. — ^This  may  ensue,  as  above  stated,  from  haemorr- 
hage distention  or  from  suppuration.  But,  either  from  injury, 
or  from  distention  by  the  usual  contents,  a  cyst  may  ^ive  way  in- 
to the  peritoneal  cavity.  The  same  thing  has  not  infrequently 
follows  on  tapping,  owing  to  the  slipping  of  the  trochar.  The 
result  diffisrs  widdy  in  different  cases.  Earely — ^too  rarely — a 
permanent  cure  ensues,  the  peritoneum  absorbing  the  fluid,  and 
the  cyst  not  refilling.  I  have  met  with  two  such  instances  of  cure, 
one  spontaneous,  tM  other  after  tapping.  In  the  latter  the  fluid 
was  BO  thin  and  watery  as  to  suggest  a  parovarian  cyst,  the  for- 
mer was  also  apparently  unilocular,  and  with  thin  contents. 
When.the  fluid  is  irritating,  great  shock  may  follow,  to  be  recov- 
ered from  with  subsequent  renewal  of  the  growth  of  the  tumour, 
or  violent  or  fatal  peritonitis  may  result.  Even  very  tenacious 
fluids  do  not  always  seem  to  have  this  effect. 

Instances  are  not  rare  also  of  the  rapture  of  ovarian  cysts  into 
the  vagina,  rectum,  bladder,  uterus,  or  perhaps  Fallopian  tubes 
or  even  on  to  the  external  surface.  Spontaneous  cure  has  also 
arisen  in  this  way,  but  a  fistulous  opening,  or  one  which  reopens 
from  time  to  time,  is  a  more  common  result.  Such  spontaneous 
ruptures  with  a  happy  issue  cannot  in  any  way  be  relied  on  as  an 
element  in  our  calculations  as  to  treatment,  but,  on  the  contrary, 
the  possibility  of  fatal  haemorrhage  or  peritonitis,  or  of  the  ex- 
tension of  malignant  disease  in  this  way,  is  an  argument  in  favor' 
of  early  operation. 

(A)  Kidney  disease. — Besides  the  accidents  and  complications 
just  mentioned,  the  frequent  concomitance  of  Bright  s  disease 
should  be  noted.  This  furnishes  an  element  of  great  hesitation 
in  operating,  but  albuminuria  may  be  present,  as  in  pregnancy, 
frcnn  pressure  on  the  renal  circulation,  aoid  general  or  local  oedema 
may  coexist.  No  doubt,  also,  organic  kidney  disease  may  be  due 
to  great  or  long-continued  pressure  on  the  uterus,  but  this,  to  one 
who  does  not  too  greatly  concern  himself  on  the  production  of 
fiftvorable  statistics,  should  furnish  an  argument  in  &vor  of  oper- 
ation rather  than  the  reverse.  The  certainty  of  marked  renal 
degeneration  should  therefore  be  proved  by  clear  microscopic  evi- 
dence ere  we  are  deterred  from  operating  in  an  otherwise  suitable 
case.  Pleuritic  and  pericardial  effusions  likewise  occur,  inde- 
pendently of  renal  disease,  and  do  not  serve  as  absolute  deterrents 
from  operation.    I  have  seen  both  rapidly  disappear  after  it. 
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Of  the  symptomatology  of  cyBtic  defeneration  enough  has  bceo 
Baid.  Menstrual  troubles,  with  ar  without  special  ovarian  tender- 
ness or  swelling,  constitute  the  main  results,  although,  consider- 
ing the  frequency  with  which  this  lesion  is  met  in  the posi'tnoriem 
room,  there  is  reason  to  believe  that  it  may  not  infrequently  exist 
without  any  striking  symptoms  at  all.  Tne  symptoms  of  a  latent 
dermoid  cysts  are  simply  those  which  may  occur  from  its  pressure, 
as  in  other  tumours,  and  its  physical  signs  are  those  of  a  cyst  or 
a  solid  tumour  according  to  the  tenacity  of  its  contents.  Solid 
ovarian  tumours  give  rise  to  a  few  or  many  symptoms  according 
to  the  rapidity  of  their  grgwth.  The  pressure  symptoms  do  not 
differ  from  those  of  the  cystoma.  Actual  pain,  apart  from  pres- 
sure, will  depend  largely  on  the  existence  of  malignancy.  There 
is,  as  has  been  said,  a  special  tendency  to  ascitic  accumulation, 
wherein  such  solid  tumours  differ  from  uterine  growths,  or  ordin- 
ary ovarian  cystomata.  As  regards  derangements  of  menstrua 
tion  and  other  general  symptoms,  all  that  n^  be  said  is  included 
in  the  symptomatology  of  cystomata. 

Cystomata,  or  cystic  growths  in  the  earlier  stages,  most  fre- 
quently give  rise  to  no  symptoms  or  to  none  sufficiently  urgent  to 
lead  to  their  detection.  Hence  it  is  that  we  seldom  meet  with 
them  until  they  have  arrived  at  the  size,  say  of  a  cocoa-nut,  or 
until  they  have  risen  well  above  the  pelvic  brim.  If  they  are 
discovered  before  this  it  is  most  frequently  by  accident,  during 
the  examination  for  some  supposed  uterine  affection,  or  because 
their  partial  incarceration  in  the  pelvis,  from  rapid  growth  or  in- 
flammatory adhesion,  has  caused  pressure  on  the  bladder  or  rec- 
tum, with  obstinate  constipation  or  suppression  of  urine,  or  they 
are  discovered  as  obstacles  to  the  progress  of  delivery.  The  symp- 
toms of  pressure  on  the  bladder,  rectum,  pelvic  vessels,  and  nerves 
to  which  they  may  give  rise,  most  frequently  disappear  or  dimin- 
ish to  a  great  extent  when  they  fairly  i^ise  above  the  brim,  which 
they  do  the  more  readily,  the  more  fluid  their  contents,  or  the 
less  polycystic  they  are.  Occasionally,  although  very  rarely,  great 
pain  is  felt  in  a  small  cyst,  necessitating  early  interference. 

As  the  tumour  increases  in  size,  the  nrst  and  only  symptom  may 
be  a  noticeable  increase  in  the  abdomen,  similar  to  that  met 
with  in  pregnancy,  although  seldom  observing  the  same  rate  of 
speed.  Usually  it  is  either  much  slower  or  much  more  rapid.  A 
certain  amount  of  menstrual  change  generally  accompanies  this, 
fiy  far  the  most  commonly  the  secretion  becomes  scanty  or  ir- 
regular,  less  frequently  it  is  entirely  suppr^  seed,  rendering  the 
similiarity  to  pregnancy  greater ;  still  less  mquently.menorrhagia 
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is  predent,  but  1  am  iDclined  to  think  that  this  is  always  due  to  the 
coexistence  of  other  diseases.  In  one  such  case-  the  hsemorrhage 
was  due  to  a  small  raucous  polypus  of  the  cervix,  in  another  to  an 
intra-uterine  fibroid  polypus  the  size  of  a  walnut.  Menorrhagia 
ift  opposed  to  the  diagnosis  of  ovarian  tumours,  but  not  prohibi- 
tive. The  symptoms  of  upwards  pressure  may  next  begin  to 
present  themselves  with  more  or  less  rapidity,  viz.^  dyspnoea, 
nausea  and  vomiting,  with  palpitation.  The  vesical  and  intestinal 
pressure  may  still  continue  or  may  have  totally  disappeared, 
but  there  is  frequently  oedema  of  the  lower  limbs  and  ab- 
dominal wall.  Albuminuria  is  not  a  very  infrequent  accompani- 
ment, owing  to  pressure  on  the  renal  circulation.  Many  of  the  or- 
dinary general  symptoms  of  pregnancy  are  often  found  accompany- 
ing the  growth  of  tne  tumour,  and  these  should  never  mislead  the 
wary,  although  they  impose  the  necessity  for  caution.  Darkening 
of  the  areolae  and  milky  secretion  in  the  breasts  are  not  uncommon, 
and  I  one  met  with  abundant  kyestine  in  the  urine.  Pain  is  a  very 
variable  concomitant;  with  large  tumours  there  is  ofteu  none, 
at  other  times  it  is  severe  and  constant,  and  undoubtedly  this  is 
sometimes  due  to  the  existence  and  stretching  of  adhesions  or  to 
the  presence  of  slight  attacks  of  peritonitis. 

There  is  a  great  tendency 
durine  ovarian  disease  to 
the  deposit  of  pigment 
(nigrities)  on  the  forehead, 
abdomen,  or  elsewhere,  just 
as  often  occurs  in  preg- 
naney.  Sir  Spencer  Wells 
has  graphically  described 
and  figured  (fig.  186)  a  type 
of  facial  expression  {fades 
omnawa)which  is  very  char- 
acteristic of  many  chronic 
cases.  He  says,  in  a  private 
note : — ^^  For  many  years 
past  I  have  tested  the  diag- 
nosis between  the  uterine 
and  ovarian  tumours  by  the 
physiognomy  before  exam- 
ing  the  abdomen  of  a  new 
patient.  I  have  been  right 
nine  times  out  of  ten.  Some- 
times I  have  guessed  that 
both  a  uterine  and  an 
ovarian  one  were  present 
«nd  have  been  right."    Let  not  the  young  beginner, 


Fio.  IM.— Oyarian  Fades  (after  Wells). 
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truBt  too  much  to  this,  if  at  all ;    the  ezceptioos  are  nomerous 
and  aometimeB  striking. 

The  Physieal  Signs  which  acoofiotpanv  these  eymptoma  aire  those 
which  depend  bn  the  presence  of  a  globular  mass  arising  from  the 
pelvis  and  projecting  upwards  into  the  abdomen,  the  globular' 
mass  being  more  or  l^s  soft  and  fluctuating  within  its  own 
limits. 

This  does  not,  of  course  apply  to  small  tumours  still  within  the 
pelvis.  These  are  only  to  he  detected  by  vsiginal  or  rectfd,  and 
by  bi-manual  examination.  If  the  student  will  turn  to  the  table 
of  abn<H*mal  contents  sometimes  found  in  Douglas's  pouch  (p.  7), 
he  will  see  the  various  similar  objets  met  with  there.  The  char- 
acteristic marks  of  an  ovarian  cystoma  here  present  are  a  dis- 
tinctly rounded  substance,  for  the  most  j>art  lateral  and  posterior 
to  the  uterus,  but  with  occasional  exceptions,  separable  from  the 
uterus  by  the  finger,  or  still  better  by  bi-manual  examination. 
It  is  elastic  or  even  fluctuating,  movable  in  the  pelvis,  and  the 
finffer  in  the  rectum  can  often  detect  a  distinct  band  of  tissue — its 
peaicle.  Adhesive  inflammation  may  alter  some  of  these  signs 
by  fixing  the  mass  to  the  pelvis  or  to  the  uterus,  and  it  may  not 
be  pos^le  to  be  absolutely  sure  of  the  diagnosis  except  by 
awaiting  further  development  or  by  aspirating  the  contents,  and 
so  setting  aside  the  possibility  of  abscess  or  other  fluid  mass. 

Larger  arowthsy  perceptible  in  the  abdomen,  have  the  following 
physical  characters,  usually  so  well  marked  that  they  may  te 
taken  as  diagnostic.  Rare  and  most  puszline  exiceptions  to 
nearly  every  one  of  these  signs  are  met  with,  but  I  think  I  should 
be  doing  more  harm  than  good  by  attempting  to  enumerate  them 
here.  For  example,  I  have  seen  a  thin  flaccid  cyst,  which,  on 
refilling  after  tapping,  allowed  the  intestines  to  envelope  it  in 
front,  giving  resonance  all  over  anteriorly  and  deep  dulness  in 
the  flanks,  which  was  completely  altered  by  char^  of  position. 
Again,  I  have  more  than  once  seen  ascitic  dulness  strictly  confined 
to  the  *middle  line  in  all  positions,  when  there  were  no  adhesions 
to  encyst  it  there.  A  short  mesentery  was  the  only  available 
explanation.  Setting  a^ide,  however,  such  special  abnormalities 
as  these,  we  flud  that— 

Hi)  The  sizej  shape^  and  appearance  of  the  abdomen  are  altered, 

Tne  increase  of  the  circumference  will  vary  in  every  degree,  up 
to  50  inches  or  more,  bat  the  shape  of  the  enlaj*ged  abdomen  is 
generallv  characteristic  of  something  abnormal  existinff- at  one 
part  and  not  in  the  general  cavity.  The  protrusion  may  be,  often 
is,  very  decidedly  lateral,  but  even  if  it  is  central,  it  is  a  protru- 
sion, and  it  has  not  that  broad,  flattened  appearance  which  is 
found  in  ascites.  Only  very  large  and  flaccid,  and  almost  unilocu- 
lar cysts  give  rise  to  anything  like  this,  and  ^vei^  thev  dpiiot 
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balge  out  the  flanks  and  allow  the  front  of  the  abdomen  to  flatten 
down  to  the  same  degree.  In  doubtful  cases  measurement  of  the 
abdomen  in  various  lateral  directions  will  assist  the  eye.  The 
appearance  of  the  abdominal  walls  differs  much.  In  some  cases 
the  veins  are  enormously  distended,  linuB  aJttneantea^  similar  to 
those  of  pregnancy,  are  present,  or  there  is  great  oedema.  In 
others  fat  pn^ominates  and  masks  all  else.  In  others,  again,  the 
walls  are  thin  and  emaciated,  permitting  us  to  see  clearly  the 
movements  of  the  subjacent  tumour  during  respiration.  The 
appearance  of  the  umbilicus  is  not  very  characteristic.  I  have 
seen  it  much  hardened  and  hypertrophied,  bulged  out,  flat,  or 
even  retracted. 

2.  Palpation  showi  variations  from  the  normoL 

It  the  tumour  is  only  moderately  large,  its  outlines  can  gener^ 
ally  be  felt  as  something  abnormal.  It  may  feel  like  a  tense  soft 
ball,  or  it  may  vary  in  apparent  hardess,  appearing  like  a  gravid 
uterus,  or  even  a  uterine  hbroid,  or  it  may,  and  most  commonly 
does,  exhibit  different  degree  of  hardness  at  different  points.  It 
is  never  contractile,  as  the  gravid  uterus  frequently  is,  but  con- 
traction of  the  abdominal  wall  may  closely  simulate  this.  If  very 
large,  the  tumour  may  be  indistinguishable  from  other  parts  of  the 
abdomen,  but  all  the  natural  elasticity  of  the  walls  is  then  absent, 
or,  in  the  case  of  a  huge  single  cyst,  the  universal  presence  of  fluid 
is  manifest. 

8.  Percussion  shows  manifest  departures  from  the  normal 

When  not  complicated  with  early  adhesions,  the  tumour  rises 
in  front  of  the  intestines,  just  as  the  gravid  uterus  does,  so  that 
they  are  pushed 
laterally  upwards. 
There  is,  therefore, 
an  area  of  dulness 
on  percussion, 
which  is  quite  ab- 
normal (fig.  187,  b), 
and  which  occupies 
the  front  of  the  ab- 
domen, from  the 
pubes  upwards  to  a 
certain  level.  This 
area,  if  not  very 
great,  is  generally 
much  greater  to- 
wards one  side,  and 
compares  with  the 
resonance  deep 
down  in  the  flanks  or  above  the  level  of  the  tumour.  Special,  and 
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often  temporary  circnmBtances,  sach  as  a  loadisd  colon  Of  fltomacb, 
a  foil  blaader,  or  the  coexistence  ot  dli^ht  ascites,  may  often  in- 
terfere in  one  or  other  direction  with  this  sij^ ;  bat  sabseqnent 
examinations,  with  precautions  against  repetition  of  the  canse  of 
error,  will  prevent  any  permanent  mistime.  The  consulting 
physician,  who  is  often  called  on  to  decide  the  question  of  diag- 
nosis at  one  interview,  must  make  mental  exceptions  for  snch  dim- 
cnlties,  while  it  is  the  fault  of  the  practitioner  in  charge  if  he  can- 
not more  leisurely  solve  them  for  himself. 

There  are  two  distinguishing  marks  in  the  percussion  of  an  or- 
dinary ovarian  tumour  which  should  never  be  lost  si^ht  of : — (a) 
The  upper  limit  of  the  dulness,  whether  the  tumour  is  central  or 
lateral,  has  its  convexity  upwards,  we  have  a  dull-sounding  globe, 
pressing  resonant  intestines  upwards  and  laterally  around  its  cir- 
cumference (fig.  187),  while  {o)  the  dulness  remains  much  the  same 
in  its  relations  to  tne  abdominal  surfiu)e  however  we  turn  the 
patient  on  her  side,  the  rolling  of  the  tumour  being  limited  by  its 
pedicle.  These  features  are,  of  course,  common  to  many  other 
cysts  or  solid  growths ;  but  in  the  case  of  dulness  due  to  f^  fluid 
in  the  peritoneum,  its  area  will  gravitate  with  the  fluid  down  in- 
to the  flanks  or  lower  portion  of  the  abdomen,  the  intestines  will 
float,  as  a  gas-containing  mass,  to  the  front,  the  line  of  dulness 
will  have  its  concavity  upwards,  and,  on  turning  the  patient  on 
to  one  side,  the  intra-peritoneal  fluid  must  descend,  thus  leaving 
the  upper  flank,  dull  before,  now  more  resonant. 

4.  MiLetuation  is  usuaUy  present  at  some  pointy  and  it  is  circum- 
scribed in  extent  With  a  large  unilocular  cyst,  crowding  the 
whole  abdomen,  such  fluctuation  may  be  felt  between  almost  any 
two  points ;  but  with  smaller  tumours,  and  especially  with  thoee 
which  are  very  multilocular,  the  fluctuation  has  very  distinct 
limits.  One  portion  of  the  area  of  duln^s  may  fluctuate  freely, 
while  the  rest  is  apparently  solid  and  non-fluctuating,  or  the 
skilled  touch  may  discover  separate  areas  of  fluctuation  side  by 
side,  hardly  affecting  one  another,  or  varying  in  the  dcCTees  of  ap- 
parent fluiditv  or  viscidity  which  they  present  Such  differen- 
tial areas  of  fluctuation,  as  I  may  call  them,  are  seldom  if  ever 
met  with  except  in  ovarian  (^ystomata.  But  the  absence  of  dis- 
tinct fluctuation,  even  in  a  true  ovarian  cystoma,  is  sometimes 
caused  by  great  thickness  of  the  abdominal  walls,  by  the  same 
feature  in  the  walls  of  the  cyst,  by  the  extreme  visciditv  of  the 
contained  fluid,  and  by  the  multiplicity  of  the  cysts  and  the  ab- 
sence of  anv  predominating  one. 

6.  Aiisciutation  shows  the  absence  of  the'jiiLsciUtaton/^ffns  of  preff^ 
nancy. 

Remembering,  and  making  allowance  for  what  we  have  said  as 
to  the  possible  coexistence  of  pregnancy,  there  is  nothing  to  be 
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heard  in  an  ovarian  tiimoar  resembling  the  120  to  180  beat  of  a 
foetal  heart  It  may  convey  tlie  soands  of  the  aorta,  but  the  pulse 
of  the  patient,  if  counted,  will  remove  this  source  of  fallacy.  Can 
the  sounds  of  the  so^^illed  uterine  souffle  of  pr^nancy  be  simu- 
lated by  an  ovarian  tumour,  as  undoubtedly  they  can  by  a  vascular 
or  cavernous  uterine  fibroid?  Authorities  generally  say  no ;  bat 
I  have  heard  a  most  typical  souffle  over  a  portion  of  a  multil- 
ocolar  ovarian  tumour, — ^the  diagnosis  being  proved  by  its  re- 
moval,—the  only  use  of  the  sien  is,  therefore,  to  very  partially  ' 
corroborate  other  strong  evidences  of  pr^nancy  or  uterine 
growth. 

6.  JPhysical  examination^  per  vamnam^  per  rectum^  or  bi-manuaUy^ 
shows  certain  i>ositive  or  ne^oMve  cUoffnostie  conditions. 

The  OS  ana  c^*vix  uteri  are  normal,  unless  changed  by  chronic 
metritis.  They  never  expand,  and  shade  off  into  the  tumours 
above,  as  in  preenancy  and  some  cases  of  intra-uterine  fibroid. 
The  tumour  itself  can  sometimes  be  felt  per  vaginam^  sometimes 
not^  or  it  may  be  more  easily  reached  per  rectum.  It  will  depend 
on  its  particular  degree  of  cystic  development,  whether  it  appears 
to  be  soft  or  fluctuating,  or  hard  and  unyielding ;  but  tumours 
with  large  cysts  above  are  often  composed  of  masses  of  small  ones 
below,  with  much  connective  tissue,  and  they  then  appear  to  be 
solid.  When  the  tumour  is  very  high,  it  sometimes  draes  the 
uterus  up  with  it  to  an  abnormal  degree,  or  it  may  push  it  almost 
out  of  reach,  above  the  pubes.  Adhesions  are  much  to  be  feared 
in  this  case.  With  small  tumours,  the  uterus  is  almost  always 
anterior,  but  afterwards,  this  position  may  be  retained,  or  the 
uterus  may  be  pushed  laterally  or  pressed  backwards,  retroverted 
or  even  retroflexed  below  the  tumour.  When  the  tumour  has  got 
fairly  above  and  upon  it,  it  may  be  driven  very  low  in  the  pelvis, 
or  even  prolapsed,  along  with  the  anterior  or  posterior  vaginal 
walls.  The  sound  shows  a  normal  length  of  the  or^n,  unless 
uterine  complications  exist  It  shows  also  the  direction  of  the 
or^n,  and,  unless  the  pressure  of  the  tumour  is  verjr  great,  or 
adhesions  have  formed,  it  shows  independent  mobilitv  of  the 
uterus — ^the  tumour  bein^  moved  or  held  steady  from  the  abdo- 
men by  an  assistant,  while  the  sound  in  utero  is  manipulated. 

The  concurrence  of  a  majority  of  the  above  symptoms  and 
physical  signs  points  tolerablv  certain  to  an  ovarian  tumour,  but 
there  are  many  sources  of  fallacy,  and  we  come  now  to  the 

Diagnosis  and  Diffbbbntiation. 

Considering  that  probably  no  living  ovariotomist,  however 
eminent,  has  failed  to  make  mistakes  in  the  diagnosis  of  a  disease 
of  which,  commonly,  ^^  he  who  rjans  may  r^ul "  the  true  nature,  ij^le 
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is  not  to  be  wondered  at  that  the  whole  subject  of  its  differentia- 
tion is  necessarily  incomplete  even  in  the  nillest  and  n^ost  elabo- 
rate monographs,  such  as  those  of  Wells,  Atlee,  and  Peaslee. 
How  much  more  must  this  be  the  case  in  a  general  text-book ! 
In  the  diagnosis  of  other  gynsecolo^cal  affections  of  a  local  nature 
we  have  usually  to  decide,  and  that  mayhap  with  difficulty,  be- 
tween three  or  four,  or  at  most  half  a  dozen  possibilities ;  but  a 
glance  at  the  table  below,  itself  perhaps  not  absolutely  complete, 
will  show  how  many  sources  of  error  there  are  here.  Some  of 
these  errors  are  common,  and  so  closely  allied  to  ovarian  tumours 
that  it  is  often  impossible  to  be  certain  of  their  diagnosis  before 
operation ;  with  a  few  this  is  of  comparatively  little  importance. 
Others  are  also  common,  but  mistakes  in  diagnosis  are  of  the 
utofiost  seriousness.  Others  again  are  very  rare,  or  may  rarely 
simulate  ovarian  disease,  so  that  even  the  most  experienced  have 
had  few  opportunities  of  practically  studying  their  differential 
signs.  I  have  endeavoured  so  to  arrange  the  table  that,  on  after- 
wards considering  its  details  seriatim^  some  due  proportion  may 
be  ^iven  to  this  relative  clinical  importance.  The  most  common, 
and  therefore  the  most  dangerous,  of  these  sources  of  error  are 
italicised.  These  have  given  rise  to  the  great  m^ority  of  die 
mistakes  which  have  arisen. 


TaBLB  of  AF? BOTIONS  which  may  BB.  or  HAVB  BBBN,  OOKrOUNBBD 

WITH  Ovarian  tumours. 

L  SmAIX  IirTRApPSLYIO  OVABIAIT  TUMOUBS  ABB  LUBLB  TO 
Bl  mSTJLXBK  TOB— 


1.  Tumtmn  of  th$  Iroad  ligammUif  nearly 

AlwEYB  cyatlc. 

2.  DU^Uition    of    th»  FaUcpkm    tubei— 

hydroBalplnx,  Ac, 
8.  PeMc  lympb^perltoneal,  or  in   the 
oonneett^e  tiaaae. 

4.  i^rfifte  4i5tO0M. 

5.  PelTlc  hnmatooele— peritoneal,  or  con- 

nectlYe  tissue. 


6.  I^r^gntmeif, 

7.  Extra-ttterlne  pregnancy. 

8.  Retroyerted  or  retroflexed  ntema. 

9.  Fecal  sccomalatioD. 

10.  mmrUu  FHbr^kb. 

11.  BtMecanetr, 

12.  OsteomaU  of  pelyis. 

IS.  Vajrinal  prolapse— rectocele,  entero- 
cele,  or  cystocele. 


n.  AbDOXIHAL  OB  PBLtl-ABDOMIZTAIi  OVABIAV  TUMOUBS  ABB  LIIBLB  TO 
BB  MISTJUCBN  FOB^ 

A.  PeMc  Cysts,  incladinff^ 
1.  OyiU  of  th§  broad  ligmnmUM.       |  2.  Spinal  Cysts— spina  bifida. 


B.  Intra-perltoneal  Deposits  or  Fluid  Aocomnlatloiis. 

4.  PelTic  abscess. 


1.  A»dU§. 

2.  PelTle  hematocele. 
8.  Pehlc  lymph. 


5.  PelTic  or  perltonsal  cancer. 
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8.  Hj^ramnloii. 

4.  Hflematometra. 

5.  Hydrometim. 
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C.  Uterine  Bnlaigementi,  doe  lo- 
ft. PhTiomefcnL 

8.  FlbroeytU. 

9.  Cancer. 


1.  Fat. 

9.  H] 

4.  AbeceM. 


D.  Abnormalitiee  of  the  Abdominal  WalU. 

5.  Cysts. 


6.  Solid  growths. 

7.  Spasm— phantom  tunonr. 


E«  Cjsts  of  Extra-pelyic  Stmctnres. 

1.  Kidney.  4.  Panoreas.  , 

2.  Speen.  5.  Peritoneom. 
S.LlTer. 

F.  Hydatids  of  any  Abdominal  or  PdTle  Organs  or  Stractores. 


O.  Visceral  Growths  or  Displacements,  including  Cancer  of  the 

1.  Kidneys. 

2.  Liyer. 
8.  Spleen. 


4.  Lymphatic  Olands. 

5.  Perltooenm. 
ft.  Omentum. 


H.  Distension  of  Viscera. 


1.  Tympanites. 

2.  Distended  stomach. 
8.  Fecal  accumulation. 
4.  Distended  bladder. 


5.  Hydronephrosis  and  dis- 
tended ureters. 

ft.  HydroUipkw^  pyottipUfut, 
Ac. 


I.  Extra- uterine  Pregnancy. 
K.  Spinal  Abteess. 

The  first  grou^,  that  which  deals  with  the  affections  simulating 
small  intra-pelvic  ovarian  tumours,  may  be  treated  with  great 
brevity.  I  have  given  above  the  physical  signs  which  characterise 
such  small  ovarian  tumours,  and  any  marked  departure  from 
these  will  excite  doubt,  at  least  In  most  cases  delay  is  justifiable 
and  advisable,  until  the  mode  of  growth  and  development  renders 
the  dia^oeis  more  certain.  In  cases  of  doubt,  and  yet  of  urgencv, 
aspiration  will  furnish  some  negative  evidence  at  least,  and  enable 
us  to  set  aside  abscess  or  hematocele,  while  the  presence  of  clear 
fluid  will  render  the  diagnosis  of  a  cyst  of  some  kind  almost  quite 
certain.  The  remotest  probability  of  pregnancy  will  always  en- 
force delay.  Gystic  tumours  of  the  broad  Ugaments—oi  which  more 
anon — can  rarely  be  differeptiated  in  this  stage ;  the  presence  of 
very  watery  fluid  on  aspiration  may  render  their  existence  proba- 
ble, but  that  is  all.  Fallopian  diMenUon^  of  non-inflammatory 
kind,  presents  equal  difiiculty ;  it  rarely  reaches  ffreat  dimensions, 
and,  if  removal  oecome  advisable,  a  mistake  would  not  be  of  very 
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^reat  importance.  Purulent  Fallopian  distention  is  more  likely  to 
be  mistakeD  for  pelvic  abscess  than  for  small  ovarian  tumoars,  and 
either  of  the  former  will  have  a  distinct  history  of  inflammation, 
which  may  lead  to  aspiration.  If  the  presence  of  a  cyst  had  not 
been  noted  previous  to  the  occurrence  pf  those  inflammatory 
symptoms,  it  is  hardly  possible  to  differentiate  a  small  suppurating 
ovarian  cyst,  and  treatment  by  aspiration  or  by  abdominal  section 
would  be  equallv  called  for,  or  uncalled  for,  in  either  case.  Exu- 
doHans  of  tymph  into  the  pelvis,  as  well  as  the  exudations  of  blood 
due  to  hcematocele^  give  rise  to  swellings,  which  remain  to  be 
described  in  a  subsequent  chapter.  It  must  suflice  here  to  say 
that  they  gradually  become  harder  and  harder  after  their  first 
pouring  fbrth,  that  they  have  a  very  distinct  history  of  inflamma- 
tion in  the  former  case,  or  of  shock  and  sudden  supervention  in  the 
latter,  that  they  have  special  peculiarities  of  shape  and  position,  and 
that  they  are  utterly  fixed  and  welded  into  the  surrounding  text- 
ures, so  that  it  is  impossible  to  see  how  they  can  well  be  mistaken 
for  a  smooth  globular  ami  movable  ovarian  tumour.  The  diag- 
nosis of  A  retroverted  or  retroflezed  uterus  has  been  fully  ^ven ;  its 
reposition,  or  the  passage  of  the  sound  into  its  cavity,  is  conclu- 
sive against  the  diagnosis  of  ovarian  tumour.  The  pitting  on 
pressure  of  d^f cecal  mass  should  at  once  excite  suspicion,  and  lead 
to  an  examination  per  rectum^  or  to  the  use  of  enemata.  TSo  one 
ought  by  any  possibility  to  mistake  a  prolapsed  vaginal  wall  for  an 
ovarian  cvst.  Its  careuil  replacement  is  sufficient  for  the  diag- 
nosis, and  a  coexisting  cyst,  large  enough  to  press  down  the  vagi- 
nal walls,  should  easiiV  be  recognised  by  bi-manual  examination, 
and  by  the  other  marks  significant  of  pelvi-abdominal  tumours. 
Bony  growths  of  the  pelvis  are  distinguishable  by  their  position, 
their  immobility,  and  their  intense  hardness.  Fibromata  and 
fibro^stomata  of  the  uterus  are  more  fully  noticed  under  the  next 
section.  When  small,  subserous,  and  confined  to  the  pelvis,  their 
differentiation  from  small  ovarian  tumours  may  be  a  matter  of 
difficulty  ;  it  will  depend  oii  a  very  careful  examination  of  their 
connection  with  the  uterus,  bi-manually  and  by  sound.  If  they 
possess  a  long  pedicle,  and  there  is  no  great  general  uterine  en- 
mrgement  or  menstrual  disorder,  their  slow  rate  of  growth  and 
innocuousness  may  lead  to  sufficient  certainty  for  all  practical  pur- 
poses, although  it  may  not  be  absolutely  diagnostic. 

The  diagnosis  ofa1>dominal  or  pelvi-abdominal  ovarian  tumours 
is  a  matter  of  much  more  practical  importance,  and  one  much 
more  frequently  called  for.  Of  the  sources  of  error  here,  four 
stand  out  with  so  much  greater  prominence  than  the  others  that 
they  will  be  first  and  more  fully  discussed.  These  are  cyst^  of 
the  broad  ligament,  ascites,  fibroids  and  fibro-cysts  of  the  uterus 
and  pr^nancy. 
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Cysts  of  the  Broad  ligament. — Up  to  the  present  time  I 
have  refrained  from  more  than  mentioninff  the  fact  that,  not 
very  infreqaently,  cystic  growths  may  arise  m)m  some  portion  of 
the  broad  ligament,  which  very  closely  simulate  true  ovarian 
cysts,  and  which  have  undoubtodfy  been  often  removed  without 
the  difference  of  origin  having  been  discovered.  A  good  deal  of 
discrepancy  exists  even  in  the  most  recent  treatises  as  to  the  real 
origin  and  pathology  of  these  cysts.  By  most  writers  ^e  small 
tul^  of  the  parovarium  (fig.  199)  are  credited  with  being  their 
original  site,  and  these  are  iJso  credited  by  Alban  Doran  with  the 
tendency  to  develop  cysts  which  are  prone  to  papillomatous  de- 
generation ;  by  others  they  are  spoken  of  as  cysts  of  the  perito- 
neum itself,  growing  from  between  the  layers  of  the  broad 
ligament ;  a  s&ay  ovum  has  also  been  supposed  capable  of  pro- 
ducing a  similfu*  cyst,  and  the  so-called  hydatid  of  Morgagni 
occasionally  develops  a  cystoma.  The  most  ^recent  evidence 
would  tend  to  show  that  simple  benign  cysts,  such  as  we 
are  about  to  mention  (fig  188).  spring  from  the  broad 
ligament  itself,  while  those  which  have  a  tendency  to  degenerate 
have  more  frequentlv  their  origin  in  the  parovarian  tubules,  but, 
owing  to  the  difficulty  of  differentiation  of  these  before  operation, 
we  may  still  continue  to  use  the  terms  "  parovarian "  cyst  and 
^^  broad  ligament "  cyst  as  practically  synonymous,  go  far  as  re- 
sards  differentiation  from  true  ovarian  cystomata.  The  cysts  of 
this  kind,  which  may  be  and  often  are  confounded  with  ovarian 
cysts,  are  generally  unilocular,  although  not  universally  so,  but 
even  those  which  have 
a  thin  septum  or  two 
are  not  distinguishable 
on  palpation  as  multi- 
locular.  Tait,  and  some 
others,  go  the  length 
of  saying  that  every 
unilocular  cyst  of  this 
region  is  not  ovarian, 
but  parovarian  (I  use 
the  common  term). 
Their  contents  are  thin 
and  watery,  very  slight- 
ly albuminous,  and  of 
low  specific  gravity, 
but,  according  to  the 
same  authority,  they 
sometimes  have  the 
character  of  viscidity,  high  specific 
which  are  found  in  true  ovarian  cysts. 


Fio.  188.— A  simple  Broad  Ligament  Cytt  (Doraii). 


gravity,    and    coloration, 
They  are  often  sei 
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from  the  ovarj  and  Fallopian  tube  bj  a  pedide.  and  may  thus 
be  removed,  leaving  these  structures  intact.  Their  walls  are  said 
to  be  lined  by  epimelium  of  varying  diaraoter,  including  some- 
times the  columnar,  and  the  discovery  of  this  in  the  contents 
would  therefore  not  be  of  differential  value  unless  it  were 
ciliated.  Paralbumm  is  said  to  be  invariably  absent  from  their 
contained  fluid,  but  I  fear  that  paralbumin  must  be  r^arded 
as  a  myth  for  practical  diagnostic  purposes.  Most  authorities 
maintain  that  after  tapping  they  may  never  return,  and  I  agree 
with  them  as  fiEtr  as  my  experience  goes ;  but  others,  Tait  ^ain 
amoDff  tile  rest,  say  that  it  is  only  a  question  of  time,  llieir 
growui  is  usually  rapid,  sometimes  slow. 

From  all  this,  four  question  aries  : — (1)  What  are  their  resem- 
blances to  ovarian  tumours?  (2^  What  are  the  differences?  (3) 
Can  they  be  positively  differentiated  ?  and  (4)  If  so,  cui  banof  I. 
Taking  it  for  granted  that  they  are  alwavs  apparently  unilocular, 
they  have  no  resemblance  to  a  tumonr  which  is  solid  or  which  lias 
masses  of  apparently  solid  substance  incorporated  with  it.  They 
only  resemble,  therefore,  those  ovarian  tumours  which  have  one 
lar^e  predominating  cyst.  But  these  they  resemble  completely  in 
their  position  and  consequent  physical  signs,  in  their  fluctuation, 
and  in  the  localisation  of  their  fluctuation  and  percussion  dulneas, 
and  its  comparative  uncbangebleness  in  various  positions  of  the 
patient.  Their  physical  signs  are  therefore  alike,  unless  we  admit 
the  impossibility  of  a  unilocular  ovarian  tumour ;  and  even  then 
we  must  also  admit  the  impossibility  of  deciding  whether  a 
tumour  is  really  unilocular  until  we  have  removed  it  I  utterly 
repudiate  the  idea  of  Atlee  that  the  most  experienced  hand  can 
differentiate  the  thinness  of  fluctuation  in  a  parovarian  cyst  from 
that  in  many  true  ovarian  cysts.  2.  What  are  the  differences  be- 
tween ovarian  and  parovarian  cysts  T  The  character  of  the  con- 
tained fluid  in  the  latter  is  the  only  one  which  is  at  all  generally 
relied  upon  -its  watery  colour,  transparency,  and  fluidity — and 
this  can  only  be  certainly  ascertained  by  tapping,  and,  as  we  have 
seen,  this  is  not  universally  acknowledged  to  be  certainly  differen- 
tial. 8.  Can  we,  therefore,  positively  differentiate  the  two  thinss  ? 
I  believe  not ;  and  that  all  we  can  say  is,  that  an  apparently  thin 
unilocular  cyst  is  very  possibly  not  ovarian  but  a  cyst  of  the 
broad  ligament,  and  that  if  it  entirely  disappears  on  tapping,  leav- 
ing no  evidence  of  a  thick  cyst  wall  or  of  other  cysts,  ana  emit- 
ting a  clear  watery  fluid,  it  is  not  probably  so.  4.  The  advan- 
tage of  attempting  the  diagnosis  depends  on  whether  it  is  true  that 
such  cysts,  after  tapping  frequently,  or  even  occasionally,  are  per- 
manently cured,  or  even  if  they  are  sometimes  cured  for  several 
years.  On  the  latter  point  all  are  agreed,  on  the  former  there  is 
discrepancy  among  the  best  authorities.    I  am  perfectly  <^rbiiu 
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ihski  they  may  disappear  for  bo  many  years,  that  a  retnm  is  more 
probably  doe  to  a  fresh  tomour  than  to  a  refilling  of  the  old  one. 
I  consider  this  an  argament  in  favonr  of  tapping  an  apparently 
thin-walled  unilocalar  tumour,  partly  invalidated,  however,  by 
the  remote  possibility  of  its  containing  the  elements  of  prolifer- 
acing  papilloma ;  but  beyond  this  I  consider  the  differentiation  of 
no  importance,  and  henceforth  I  will  include  these  parovarian  or 
broad-ligament  tumours  along  with  those  of  undoubted  ovarian 
origin  in  considering  their  differentiation  from  other  abnormal- 
ities. 

Ascites. — ^In  simple  aad  uncomplicated  cases,  it  ought  to  be 
easy  enou^,  by  palpation  and  percussion  alone,  to  distinguish 
an  ovarian  cystic  tumour  from  free  fluid  in  the  peritoneum. 
The  typicial  dulness  in  the  flanks,  and  resonance  m  front,  of 
ascites,  and  the  reverse  conditions  in  connection  with  tumours, 
have  been  mentioned  (fig.  187),  and  should  always  be  care- 
fully marked  out  in  the  dorsal  decubitis.  If  this  is 
done,  it  is  easy  to  ascertain  the  changes  which  occtir 
in  die  areas  of  dulness  or  resonance  when  the  position 
of  the  body  is  changed  from  side  to  side,  or  by  raising  the 
shoulders  or  pelvis.  As  is  the  case  in  many  other  circumstances, 
the  difference  between  light  and  firm  pecussion  at  the  margins  of 
dulness  has  considerable  diagnostic  value.  An  ovarian  tumour  being 
globular,  the  upper  margin  of  dulness,  when  the  finger  is  lightlv 
placed  on  it,  and  the  percussion  is  light,  will  not  correspond  with 
the  summit  of  the  tumour.  If,  therefore,  the  percussea  finger  or 
pleximeter  be  pressed  more  firmly  just  above  tne  margin,  and  the 
percussion  be  made  more  forcibly,  the  slightly  overlapping  in- 
testine will  be  displaced  upwards,  and  the  dull  sound  of  the  con- 
vexity of  the  tumour  will  ne  brought  out,  so  that  the  conve?  area 
of  dulness  will  be  correspondingly  increased  upwards  to  the 
extent  of  an  inch  or  more.  Supposing,  however,  that  we  have 
only  peritoneal  fluid,  with  floating  intestine,  and  a  resonant  area 
with  its  convexity  downwards,  firm  percussion  below  the  limit  of 
this  will  displace  the  fluid,  and  will  brin^  out  the  resonance  of 
more  intestine,  which  was  prevented  by  its  normal  attachments 
from  rising  to  the  summit.  To  those  who  have  studied  percus- 
sion in  the  only  true  way,  viz.,  as  an  interpreter,  in  the  first  place, 
merely  of  the  physical  condition  of  what  is  below ;  and  then, 
secondarily,  by  a  process  of  reasoning,  as  bearing  on  various  pre- 
sumptive facts,  the  diagnosis  of  an  ascending  pelvic  tumour  con- 
taining fluid,  from  free  fluid  in  the  abdominal  peritoneal  cavity, 
is  penectly  simple,  and  might  be  entirely  relied  upon  if  it  were 
not  for  the  fact  that  adhesions  of  organs  occasionally  occur,  from 
even  slight  inflammatory  attacks,  and  prevent  these  or^ns  from 
obeying  the  physical  laws  which  their  specific  gravity  would, 
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otherwise  impose  upon  them.  The  complications  thus  prodaced 
are  sometimes  so  extraordinary  that  the  utmost  skill  is  iMtffled  in 
arriving  at  a  certain  diagnosis,  and  nothing  is  left  but  to  make  an 
exploratory  incision  for  the  purpose  of  deciding  the  question ; 
but  the  more  common  sources  of  error  must  be  indicated.  By 
inflammation  of  the  peritoneum,  acute  or  chronic,  the  intestines 
may  be  so  bound  down  that  they  cannot  rise  above  the  peritoneal 
fluid,  and  so  the  laws  of  gravity  are  set  at  defiance,— or  the 
mesentery  is  in  some  cases  abnormally  short,  with  a  similar  re- 
sult,— or  adhesions  may  occur  between  portions  of  the  peritoneum, 
so  that  an  ascites  is  really  encysted,  and  that  in  front  of  the  abdo- 
men ; — or  tubercular  or  cancerous  deposits  may  so  mat  together 
the  intestines,  and  cause  encystment  of  portions  of  the  aocom- 
piiuying  ascitic  fluid,  that  a  multilocular  cyst,  with  its  dulnees  at 
some  definite  places  and  fluctuation  at  others,  is  almost  perfectly 
simulated. 

I  must  indicate  here  the  chief  means  on  which  we  rely  for  a 
decision  between  ascites  and  ovarian  cysts.  The  percuesian  dgns 
have  been  already  mentioned.  They  rarely  fitil  ns  except  in  the 
case  of  enormous  unilocular  cysts,  or  equally  enormous  ascitic 
distentions,  or  in  the  case  of  peritonitic  adhesions.  Tapping  or 
exploratory  incision  are  then  our  only  resources,  and  these  wiU  be 
more  fully  discussed  under  the  heading  of  treatment  The  history 
of  the  case  is,  of  course,  of  very  great  service,  but  it  may  also 
mislead.  In  ascites,  from  whatever  cause,  we  have  generally  long- 
continued  ill-health  or  violent  inflammatory  symptoms ;  whereas 
in  ovarian  tumour  the  patient's  healtJi  is  often  long  unimpaired, 
aiid  'Considerable  weight  is  due  to  this,  but  not  too  much, 
especially  if  the  physical  signs  are  not  in  accordance  with  the 
presumption  derivable.  I  have  opened  the  peritoneal  cavity  and 
found  the  peritoneum  quite  half  an  inch  thick  in  front  from 
chronic  peritonitis,  with  tubercular  nodules  all  over  its  lower 
portions,  when  a  most  intelligent  practitioner  had  failed  to  detect 
any  evidence  of  rise  in  temperature  or  other  inflammatory  or 
tubercular  conditions  during  a  period  of  more  than  a  year.  This 
patient  has,  moreover,  enjoyed  perfect  health  for  over  twelve 
months  since  the  operation,  and  it  shows  no  signs  of  deteriorating. 
The  existence  of  cardiac^  hepatic^  rerud^  or  other  visceral  disease^  must 
always  be  carefully  sought  for.  I  know  of  one  case  where  an 
examination  of  the  heart  only  a  few  hours  before  a  proposed 
ovariotomy  led  to  a  reinvestigation  of  the  case,  and  a  perfect 
assurance  of  its  ascitic  nature.  General  dropsy,  of  course,  and 
oedema  of  the  lower  extremities  most  frequently,  are  more  common 
in  conjunction  with  ascites  than  with  ovarian  tumour.  The  shtpe 
of  the  abdom£n  is  flattened  in  ascites,  in  ovarian  tumour  it  is  pro- 
tuberant ;  but  this  landmark  is  partly  lost  when  either  disease 

Digitized  by  VjOOQIC 


AND  OYABIAN  TUM0UB8.  487 

has  attained  to  its  utmost  lilhits.  The  protoberaat  umbilical  is 
more  common  in  the  fonner  affection,  while  the  &lse  ribs  more 
readily  bulge  outwards  and  give  a  peculiar  form  to  the  thorax 
when  preset  by  a  very  larse  ovarian  cystoma  than  when  pressed 
by  ascitic  fluid,  which  has  less  resistance  elsewhere*  The  aortic 
pulsation  is  more  readily  felt  through  a  tense  ovarian  cystoma  than 
through  a  tense  ascitic  abdomen.  If  the  phenomenon  is  present 
without  much  pressure  of  the  hand,  it  speaks  strongly  in  &vour 
of  the  former,  but  it  also  points  to  the  necessity  for  looking  for 
some  tertium  ^tiui  The  phenomenon  of  abdomirud  baUottementj 
i.  e.,  the  sensation  which  is  given  to  the  fingers  when,  pressed  sud- 
denly and  firmly  upon  a  fluid  sac,  they  encounter  a  floating  and 
apparently  solid  mass  which  gently  rebounds,  is  often  encountered 
with  ovarian  cysts  containing  others  much  smaller  and  more 
tense,  but  it  is  also  found  in  ascites  when  that  is  caused  or  accom- 
panied by  solid  tumours  of  any  kind  which  are  not  fixed.  I  have 
seen  it  thus  cause  mistakes  in  diaenoeis  rather  than  render  assist- 
ance. A  single  and  small  included  mass  thus  felt  in  a  very 
large  fluid  cavity  is,  ceteris  paribuSj  rather  in  favor  of  ascites. 
Examination  'per  vaginam  or  per  rectum  throws  very  great 
light  on  any  cases  ot  doubt  In  the  case  of  an  ovarian 
tumour  of  any  size,  the  uterus  is  nearly  always  reflected  in 
some  direction,  chiefly  towards  the  pubes,  and  often  pretty 
firmly  pressed  there,  while  in  simple  ascites  it  retains  its 
normal  position  as  a  rule,  and  can  be  felt  by  the  sound  to  be 
suspended  there  as  lightly  as  in  the  normal  condition.  A  ver^ 
large  unilocular  or  almost  unilocular  cvst  may  hardly  be  pjercepti- 
ble  as  bulging  downwards  through  the  pelvic  brim,  or,  if  it  is, 
there  will  probably  be  true  fluctuation  between  the  examining  fln- 
ger  and  the  hand  on  the  abdomen.  Ascites  may  give  the  same 
positive  or  negative  signs.  If,  however,  there  is  a  bulging  mass 
m  Douglas's  pouch,  which,  though  not  hard,  is  yet  evidently  less 
fluid  than  the  abdominal  swelling,  we  have  verv  strong  evidence 
indeed  in  favour  of  ovarian  cysts  of  multilocular  character.  A 
pretty  bard  mass  felt  here  may  still  be  the  lower  end  of  an  ovarian 
cystoma,  but  it  may  also  be  pelvic  cancer  or  uterine  fibroid,  or 
sarcoma  of  the  ovary,  or  other  matters  accompanying,  and  proba- 
bly the  cause  of,  the  ascites.  One  diagnostic  point  of  very  great 
although  not  of  absolute  importance,  still  remains,  viz.,  the 
evidence  furnished  by  the  fluid  drawn  off  from  a  doubtfol  case  by 
aspiration  or  tapping.  Can  an  absolute  diagnosis  be  made  in  this 
wa^,  supposing  always  that  no  admixture  of  ascitic  and  ovarian 
fluids  has  taken  place  ?  The  discovery  of  true  columnar  epith- 
elium in  the  fluid  would,  I  think,  be  certain  evidence  in  favour  of 
tumour,  but  not  so  the  negative  evidence  derivable  from  its  non- 
discovery.    The  ovarian  corpuscles  oi  Drysdale,  before  referred 
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to  (p.  406X  ^^d  often  more  easy  of  discovery  than  columnar  epi- 
thelium, are  said  to  have  been  found  in  ascitic  fluid,  although  cer- 
tainly the;f  are  very  rare,  while  they  are  equally  conmion  in 
ovarian  fluids.  The  physi<^  and  chemical  dif&rences  of  the  two 
fluids  are  marked  when  typieaUy  preienL  Spontaneous  coagulation 
is  not  confined  to  nor  is  it  always  present  in  either,  but  is  very 
rare  in  the  ovarian  cases  and  moderately  common  in  the  ascitic ; 
when  prompt  and  complete  it  is,  however,  almost  invariably  due 
to  neither,  but  to  a  uterine  fibrocvst  Very  pale  watery  fluid  is 
found  in  unilocular  cysts,  especially  those  of  the  broad  lig^ents. 
Any  great  amount  of  viscidity  is  almost  entirely  ovarian,  but 
slight  degrees  are  not  diagnostic  If  the  specific  gravity  is  over 
10l8,  it  is  most  likely  an  ovarian  fluid,  but  Garri^ues  has  found  it 
102  >  in  ascites  ;  below  1010  a  cyst  of  the  broad  ligam^it,  or  an 
exceptional  cyst  in  a  cystoma  is  probable.  Both  ovarian  and  as- 
citic fluids  coagulate  on  boiliuff,  and  the  further  test  for  paralbu- 
min in  the  former  is  discredited.  On  the  whole  the  physical 
appearance  when  well  marked,  or  the  disco verv  of  columnar 
epithelium  and  perhaps  of  Brysdale's  cells,  can  alone  be  greatly 
depended  on. 

The  coexistence  of  ascites  with  solid  ovarian  tumours  is  rather 
the  rule  than  the  exception,  but  it  may  also  coexist  with  ordinary 
cystomata,  thus  rendering  doubtful  the  evidence  obtainable  from 
percussion  and  also  from  aspiration ;  and  the  bursting  of  small 
cysts,  or  their  opening  by  tapping,  may  commingle  the  two  fluids. 
Such  cases  should  be  home  in  mind  as  possible,  but  operation 
under  mistake  will  in  such  a  case  be  more  advantageous  than  the 
contrary  procedure.  I  have  purposely  omitted^to  mention  several 
di^nostic  points  insisted  on  by  writers  of  eminence,  but  which 
are  not  accepted  by  others  of  eG[ual  weight.  The  difficulties  in 
certain  oases  are  great  enough  without  encumbering  the  tyro  with 
many  facts  on  which  he  is  told  he  must  not  rely. 

There  is  one  other  source  of  difficulty  in  the  differ^itiation 
between  ascites  and  ovarian  tumour  which  is  fortunately  a  rare 
one ;  I  allude  to  the  presence  of  gases  in  an  ovarian  cyst.  This, 
if  extensive,  would  completely  invalidate  ail  our  rules  as  to  phy- 
sical examination.  I  am  not  aware,  however,  that  it  has  ever  oc- 
curred except  in  a  case  that  had  been  diagnosed  previously  to  the 
formation  of  gas,  the  complete  change  in  all  the  formerly  observed 
signs  leading  to  escape  from  error.  Air  admitted  on  tapping  may 
produce  this  result,  or  some  accidental  communication  wiui  hollow 
viscera,  but  septic  putrefaction  after  tapping  or  aspiration  is  cer- 
tainly the  usual  cause. 

Fibroid  Tumours  of  the  Uterus,— In  their  verv  early  stage 
these  may  be  mistaken  for  ovarian  growths,  but  the  diffi^renti- 
ation  of  these  in tra-pel  vie  growths  has  been  sufficiently  insisted  on 
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already.  Larger  fibroids  of  the  uteras  have,  hoivever,  been  not 
infrequently  mietaken  for  ovarian  tumours,  although  their  physi* 
eal  properties  are  very  different  from  those  of  the  cystic  forms. 
But  a  large  fibroid  may  at  times  have  a  certain  amount  of  soft- 
ness, owing  to  its  lax  fibre  or  to  serous  infiltration,  and  a  cystoma 
with  much  connective  tissue  and  excessively  small  cysts  may  ap- 
pear almost  as  hard  and  unfluctuating  as  a  fibroid.  K  such  a 
nbroid  happened  to  be  sub-peritoneal,  pedunculated,  ard  unaccom- 
panied by  others,  there  may  be  no  clue  to  diagnosis  from  any 
effect  on  the  functions  or  physical  characters  of  the  uterus,  and 
judgment  may  have  to  be  suspended.  Such  a  hard  tumour,  if 
growing  very  slowly  or  not  at  all,  and  giving  rise  to  few  or  no 
mconvenient  symptoms,  would  almost  certainly  be  a  fibroid,  how- 
ever, and  in  deciding  on  treatment  this  view  should  be  mantained, 
i.  e.y  it  should  be  left  untouched  until  further  developments  led  to 
a  reconsideration  of  the  matter. 

The  great  majoritv  of  fibroids,  however,  so  involve  the  uterus^ 
or  are  accoippanied  by  others  which  do  so,  as  to  lead  to  changes 
in  the  function  of  that  organ,  and  to  notable  alterations  in  its 
form  or  position  which  render  the  diagnosis  from  ovarian  growths 
comparatively  easy.  It  is  in  the  fortunately  somewhat  rare  oc- 
currence of  fJbrchcysiie  tumours  (p.  284),  that  we  meet  with  the 
greatest  difficulty,  the  evidence  derivable  from  the  absence  of  fluc- 
tuation being  there  unavailable.  The  rarity  of  this  cystic  degen- 
eration of  fibroids,  although  thev  seem  to  be  more  common  in 
America,  renders  their  occasional  occurrence  the  more  puzzling. 
There  are  certain  signs  and  symptoms  common  to  fibroids  and 
fibrocysts,  but  differential  from  ovarian  tumours,  which  may  be 
best  given  in  tabular  form,  followed  by  those  peculiar  to  fibro- 
cysts alone. 

Universal  hardness  without  any  localised  fluctuation  charac- 
terises the  pure  fibroid  and  a  very  few  ovarian  cystomata,  and 
localised  fluctuation  with  a  considerable  general  hardness  charac- 
terises fibro-oystoma  and  not  a  few  ovarian  cystomata. 

Tabue  of  Dif f  bbstial  Chabactbrs  op  TJterinb  Fibroids  or 
Fibbo-Cysiio  Tumors,  from  Ovarian  Cystomata. 

A.  UTSinra  FiBBoms.  B.  Oyabun  Cyvsoultu 

t.  The    af^   of    the  patient  osoaUy  1.  The  age  is  not  limited. 
COTreQKmdB  to  the  chlld-bearfaig  period 
of  life. 

%,  The  tamonr  is  generally   tolerably  2.  The  tumour  Ib  usually  quite  lateral, 

eentral,  but  not  always.  at  any  rate  in  the  earlier  staffes. 

8.  The  rate   of  growth  is    generally  3.  The   growth  is  utuaUy  rapid,  the 

■low*  more  polydstic  or  peeudo-Bolld  the  more 

ao. 
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4.  Menstruation  Is  generally  pn^^ise,  4.  Menstmation  is  normal  or  deileieiit, 
often   dangerously  so.     Metrorrhagia  is  sometimes  irregalar,  rarely  If  ever  profoae, 
ft«qaent.      Amenorrhoba     hardly     ever  unless  from  nterlne  complications, 
exists.                    * 

5.  The  nterlne  cavity  is  generally  elon-  5.  The  aterine  cavity  is  nonnal  in 
g^ted,  often  much  so.  length,  or  nearly  so. 

6.  The  uterus  is  evidently  part  of  the  O*  The  uterus  is  generally  separable 
tumour,  and  moves  with  It.  bi-manually  or  by  sound. 

7.  The  cervix  uteri  may  be  normal,  but  7.  The  cervix  uteri  is  normal,  unless 
often   appears    as   a    short    button-like  itself  diseased. 

appendix  to  the  hard  mass,  or  it  may  be 
completely  stretched  out  as  in  late  preg- 
nancy. 

8.  The  uterus  forms  part  of  the  lower  8.  The  uterus  is  usually  pushed  out  of 
segment  of  the  tumour,  and  the  position  place,  laterally,  anteriorly,  or  posteriorly, 
of^its  true  fundus  is  often  indistfnguish-  or  it  may  be  drawn  up  or  pushed  down, 
able.  In  any  case  it  is  nearly  always  possible 

to  trace  its  body  and  fundus. 

9.  Pressure  signs  on  the  bladder,  rec-  9.  These  signs  are  less  common  or  ob- 
tum,  Ac,^  are  common.                                    trusive. 

10.  The  general  health  is  commonly  10.  The  general  health  is  also  otUpa 
scarcely  affected,  except  by  menorrhi^o^.      unaffected,   but  emaciation,   and   other 

untoward  symptoms  mentioned  above 
follow  in  the  wake  of  laige  or  r^>idlj 
growing  tumours. 

11.  Aspiration  if  employed  would  give  11.  Aspiration  nearly  always  yields 
negative  results.  some  fluid 

The  fibroc^st  exhibits  the  above  named  phenomena  with  one 
or  two  very  important  differences,  all  of  which  tend  to  assimilate 
its  signs  to  those  of  an  ovarian  tumour,  and  to  render  its  diagnosis 
therefrom  more  difficult. 

1.  While  the  rate  of  growth  is  usually  slow  at  first,  as  with  a 
simple  fibroid,  it  becomes  more  rapid  after  cavities  have  formed, 
and  may  then  be  as  rapid  as  that  of  any  ovarian  tumour. 

2.  Fluctuation  is  felt  in  certain  spots,  and  these  may  in  time 
occupv  much  of  the  whole  tumour  space.  Tapping  or  aspiration 
will  also  show  the  existence  of  fluid. 

8.  The  fibro-cystic  wall  is  generally  more  livid  than  the  surfiice 
of  a  fibroid  or  ovarian  tumour.  But  this  sign  is  only  of  service 
after  the  abdomen  is  opened. 

It  becomes,  then,  a  very  important  question  whether  the  nature 
of  the  fluid  obtained  from  a  fibrocyst  by  aspiration  by  aspiration 
is  sufficient  to  distinguish  it  from  that  which  is  ovarian.  From 
all  that  has  yet  been  written  on  the  subject,  the  fluid  of  fibrocysts 
is  established  as  being  clear,  yellowish,  or  dark  brown.  Most 
frequently  it  coagulates  spontaneously  and  very  quickly,  and  as 
this  rarely  if  ever  occurs  in  ovarian  fluids,  its  occurence  would  be 
very  strongly  in  fevour  of  fibrocysts ;  but  the  absence  of  the 
phenomenon  is  not  of  equal  value.  There  are  no  microscopic 
appearances  in  the  fluid  of  a  fibrocyst  of  differential  value,  but 
the  presence  of  columnar  epithelium  would  be  of  absolute  value 
a^inst  its  diagnosis,  as  no  such  structure  is  possible  under  the 
circumstances. 
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iPteghaney* — ^The  diagnosis  of  early  normal  pt^^ancy  from 
t>varian  tnmoar,  shonld  not  present  any  considerable  difficulty. 
True,  the  uterine  cavity  forms  a  kind  of  cyst  ascertainable  by 
bi-manual  examination  if  not  otherwise.    But  the  same  manipula- 
tion will  unmistakably  show  its  reIal:iou  to,  and  connection  with, 
the  cervix  uteri,  even  although  that  structure  may  not  have  yet 
undergone  any  of  its  normal  changes.      Some  at  least  of  the 
oidinary  signs  and  symptoms  of  early  prengnancy  {see  Appendix) 
will  also  be  preaent,  and  when  there  is  the  fitintest  doubt  in  the 
matter,  it  is  imperatively  necessary  to  ^ve  pregnancy  the  benefit 
of  it.    This  is  especially  required  in  the  case  of  the  unmarried, 
where  mistake  is  more  likely  to  occur.    No  operative  proceedings 
would  be  called  for  under  even  doubtful  circumstances  until  the 
tumour  had  arrived  at  such  a  size  as  would  involve  absolutelv 
characteristic  signs  in  the  event  of  pre^ancy.    After  the  fourth 
or  fifth  month,  although  calamitous  mistakes  have  been  made, 
they  must  invariably  have  been  due  to  want  of  sufficiently  careful 
observations  rather  than  to  the  absence  of  the  means  of  differen- 
tiation.   In  every  case,  when  the  uterus  is  not  clearly  to  be  felt  of 
normal  size  ana  distinct  from  the  now  considerable  tumour, 
every  sign  of  normal  pregnancy  must  be  borne  in  mind,  and 
its  presence  or  absence  clearly  ascertained.    If  this  be  done 
I  am  convinced  that  mistake  is  impossible,  at    any    rate  in 
the  direction  which  is  most    dan^rous    the   patient, — where 
pregnanoy  is  supposed  ro  be  ovarian    tumour.     To    mistake 
ovarian  tumour  for  pregnancy  would  certainly  bring  discredit 
on  the  practitioner,  but   a    very    short   time    will    suffice  to 
expose  the  error.    The  symptoms  of  pregnancy  due  merely  to 
surrounding  pressure  or  to  various  sympathies  in  other  parts 
of  the  system,  although  carefully  to  be  noted,  are  never  to  be  re- 
lied upon,  except  as  imposing  additional  caution;    they  may 
almost  all  be  absent  in  pregnancy  or  present  with  uterine  or  ovar- 
ian tumours.    I  allude  to  such  matters  as  morning  sickness  or 
other  digestive  or  respiratory  or  nervous  disorders,  swelling  of  the 
breasts,  darkening  of  the  areola  (see  Appendix),  swelling  of  the 
legs  or  vulva,  congestion  of  the  vagina,  Ac    Among  the  local 
physical  signs,  some  are  of  considerable  although  not  of  conclu- 
sive importance,  others  are  perfectly  differential.    In  such  an  im- 
portant matter  of  differentiation,  it  is* advisable  to  give  no  positive 
and  final  opinion,  and  certainly  to  adopt  no  operative  proceedings, 
.  until  the  certain  signs  are  clearly  discovered  or  positively  nega- 
tived by  time,  if  in  no  other  way. 

Omitting  then,  many  of  the  minor  points,  which  are  void  of  any 
positive  diagnostic  force  in  themselves,  we  may  mention  the  points 
of  difference  which  must  be  insisted  upon  betw^n  a  gravid  uterus 
of  at  least  five  or  six  months  and  an  ovarian  tumour. 
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Having  discaaeed  tbe  most  common  sourceB  of  error,  we  muBt 
now  mention  (in  many  instances  very  summarily)  tiiose  which 
are  of  less  frequent  occurrence,  or  less  likely  to  cause  mistakes. 
PoUowinff^the  order  of  the  table  on  p.  420,  we  find — 

Spina  fiiflda. — ^This,  without  a  distinctive  history  and  exter- 
nal manifestations^  is  so  rare  that  it  may  be  dismissed  with  the 
remark  that  its  fluid,  according  to  Qarrigues  has  no  albumin  nor 
histological  elements. 

HaBinatocele  {see  Chap.  XIX). — ^I  am  not  aware  of  any  mistake 
in  this  direction  of  late  year.^,  since  the  pathology  of  hssmatocele 
has  been  clearly  worked  out.  With  any  large  accumulation  of 
blood  in  the  peritoneum  or  pelvic  cellular  tissue,  there  is  a  history 
of  sudden  supervention  with  shock.  In  a  recent  case,  while  the 
blood  is  still  fluid,  mistake  ia  impossible.  Subsequently  coagu- 
lation takes  place,  the  mass  is  encysted  by  lymph,  and  becomes 
hard  and  fixed,  and,  if  extra-celluar,  it  inter-penetrates  the  tissues 
of  the  pelvis  below.  With  a  badly  detailedhistory  it  may  easily 
be  mistaken  for  pelvic  lymph,  cancer  or  some  other  affections,  but 
hardly  for  a  smooth,  movable,  or  freely  fluctuating  ovarian  tu- 
mour.    Aspiration  would  detect  only  blood  or  bloody  serum. 

Pelvic  Lymph,  the  product  of  pelvic  peritonitis  or  cellulitis. 
This  also  yet  remains  to  be  described  (Chap.  XIX.^.  It  will  be 
seen  that  we  have  here  also  a  very  distinguishing  history  of  acute 
or  sub-acute  inflammation,  following  delivery  or  some  other  trau- 
matic or  septic  cause  followed  by  exudations,  which,  although 
more  or  less  fluid  at  first,  speedily  become  solid,  and  relations  of 
which  to  surrounding  parts  will  be  afterwards  fully  described 
A  careful  study  of  the  circumstances  of  the  exudations  should 
prevent  mistake,  but  occasionally  both  hsematoceleand  inflamma- 
tory exudations  degenerate  into — 

Pelvic  Abscess. — We  have  here  a  collection  of  fluid,  often 
occupying  much  the  same  situation  as  an  ovarian  cystoma,  and 
more  or  less  encysted.  We  still,  however,  have  the  history  of  the 
case  to  guide  us,  and  we  have  the  temperature,  pulse,  acute  pain, 
and  other  signs  which  point  to  inflammation  or  suppuration.  The 
discovery  of  pus  by  aspiration  would  differentiate  an  ordinary 
ovarian  tumour  at  once.  A  perfect  history  of  hematocele 
or  pelvic  inflammation,  and  the  absence  of  a  previously  diag- 
nosed cyst,  without  inflammatory  symptoms,  would  negative 
the  diagnosis  of  ovarian  tumour,  but  without  this  source  of  en- 
lightenment we  might  possibly  have  to  deal  with  an  ovarian  tu- 
mour which  had  undergone  suppuration  within  its  walls.  It  would, 
under  these  circumstances,  be  our  duty,  by  careful  bi-manaul  ex- 
amination, to  try  and  solve  the  the  diflicult  problem  whether  the 
case  should  be  treated  as  a  pelvic  abscess  by  vaginal  tapping  or 
incision,  or  as  a  suppurating  ovarian  cyst  by  afaaominal  section. 
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The  history,  the  apparently  clear  and  free  margin  of  the  upper 
part  of  tiie  mass  in  the  case  of  a  tumour,  the  involvement  of  tJie 
pelvic  structures  below  in  the  case  of  abscess,  woald  enable  an  ex- 
pert to  come  to  a  fairly  probable  solution  of  the  difficulty. 

Pelvic  or  Peritoneal  Cancer. — ^Pelvic  cancer  is  for  the  most 
part  secondary  to  disease  of  the  uterus  or  other  viscera,  and  its 
diagnosis  is  therefore  comparatively  simple.  But  when  primary 
masses  are  met -with  at  the  pelvic  brim,  and  when  they  are  ac- 
companied, as  l!hey  almost  universally  are,  by  ascites,  some  of  the 
features  of  a  cystoma,  with  its  more  solid  portions  dipping  into 
the  pelvis,  are  presented.  We  must  rely  on  the  ordinary  physical 
tests  to  prove  the  intra-peritoneal  situation  of  the  fluid,  and  that 
beinj^  ascertained,  the  diagnosis  of  cancer  as  its  cause  will  depend 
on  the  hard  nodulation  of  the  mass,  on  the  rapidly  increasing 
asthenia,  and  on  the  evident  infiltration  of  surrounding  parts. 
I^owlis  (op.  citJ)  has  described  certain  microscopic  appearances 
which  he  considers  as  proving  that  ascitic  fluids  are  connected 
with  malignant  growths  or  peritoneal  cam^^r,  but  as  Knowsley 
Thornton  and  Keith  have  each  found  them  in  connection  with  non- 
malignant  growths,  they  need  not  be  here  further  insisted  upon* 

Molar  nregnancy. — ^The  diflferentiation  of  this  condition  is 
rather  from  normal  pregnancy  than  from  ovarian  tumour.  There 
will  always  be  sufficient  of  the  ordinary  signs  of  pregnancy  to 
delay  any  attempts  at  ovariotomy,  and  the  practitioner  must  de- 
pend on  his  femiliarity  with  obstetrics  for  other  indications  for 
treatment. 

Hydranmion,  or  undue  accumulation  6f  the  amniotic  fluid, 
causes  a  pregnant  uterus,  when  examined  only  through  the  abdo- 
men, to  resemble  very  closelv  a  large  unilocular  cyst,  but  if  the 
history  of  the  case  is  carefully  weighed,  it  is  only  in  its  too  rapid 
increase,  and  in  the  undue  preponderance  of  its  fluid  contents, 
that  the  uterine  swelling  differs  from  what  is  normal  in  preg- 
nancy. The  physical  characters  of  the  lower  segment  or  the 
uterus  are  those  of  advanced  pregnancy,  and  the  whole  history 
points  in  the  same  direction. 

HsBmatometnu — Congenital  accumulation  of  blood  in  the 
uterus,  from  atresia  of  any  portion  of  the  genital  canal  (p.  147), 
can  only  be  mistaken  for  ovarian  tumour  by  one  who  ignores  the 
history  of  amenorrhoea,  with  its  accompanying  and  characteristic 
pain,  and  gradual  distention  of  the  uterus,  and  who  declines  to 
avail  himself  of  the  evidence  furnished  by  internal  examination. 
The  history  of  morbid  parturition  or  traumatic  accidents,  followed 
by  atresia  and  suppressed  menstruation,  is  with  equal  ease  made 
clear  by  a  careful  utero-yaginal  examination ;  indeed,  it  is  mainly 
in  deference  to  the  fashion  observed  by  other  writers  that  I  have 
included  in  our  list  either  h»matometra  or 
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Hydrometra,  or 

Physometra). 

ntwine  Cancer. — ^Tbe  symptoms  and  signs  of  this  affection, 
when  affecting  the  body,  have  oeen  already  mentioned.  I  cannot 
see  how  they  can  lead  to  error  in  differentiation  so  &r  as  ovarian 
tumour  is  concerned,  unless  through  the  coexistence  of  ascites. 
Pain,  hsBmorrhage,  foetid  discharges,  and  other  symptoms  are 
foreign  to  ordinary  ovarian  growths,  and  the  ascitic  accompani- 
ment has  its  own  differential  physical  signs. 

Fat  in  the  Abdominal  Walls.— This  occurs  to  a  very  great, 
sometimes  an  enormous,  extent,  mainly  about  the  time  of  the  ap- 
proaching menopause,  and  has  been  mistaken  for  ovarian  tumour, 
pregnancy,  fibroid  tumour,  and  other  affections.  Johanna  South- 
cott^s  was  a  case  in  point.  Although  the  deposit  is  generally  uni- 
form, it  is  sometimes  much  lobulated.  I  have  haa  several  such 
cases  sent  to  me  for  operation,  but  the  previous  examination  has 
never  been  at  all  careful.  The  whole  mass  can  be  lifted  up  and 
felt  to  be  in  the  walls,  which  when  grasped  are  evidently  several 
inches  in  thickness.  Not  a  single  percussion  sign  oi  ovarian 
tumour  is  clearly,  marked,  and  if  the  percussion  is  firm  and  strong, 
these  may  be  demonstrated  to  be  absent.  Vaginal  examination 
shows  only  normal  conditions. 

Hypertrophy  of  the  other  structures  of  the  abdominal  wall 
is  much  more  rare,  but  is  open  to  the  same  tests.  In  a  case  of  the 
sort,  anffithesia  is  always  aavisable,  as  much  of  the  apparent  hy- 
pertrophy may  be  merely  spasm.  A  case  of  true  elephantiasis  of 
the  walls  is  related  by  Atlee. 

(Edema  of  the  walls  often  coexists  with  ovarian  tumour,  and 
should  always  lead  to  careful  examination  for  underlying  abnor- 
mal matters.  The  pitting  on  pressure  is  characteristic  of  the  con- 
dition itself,  and  a  careful  examination  of  the  patient's  heart, 
liver,  kidneys,  &c.,  will  reveal  the  cause  when  subjacent  tumour 
cannot  be  detected. 

Abscess  of  the  wall  itself  is  a  rare  occurrence.  If  large,  it 
would  show  an  isolated  fluctuating  tumour  which  might  be  difii- 
cult  to  diagnose  if  we  had  no  history  of  previous  locaJ  inflamma- 
tion. To  the  practised  hand,  however,  even  then  the  tumour 
would  seem  to  be  so  superficial,  so  immovable  in  any  way,  and  so 
unconnected  with  pelvic  signs  or  symptoms,  that  aspiration  would 
be  called  for  and  would  solve  the  Question. 

Cysts  of  the  abdominal  wall,  fortunately  almost  unique, 
would,  from  the  absence  of  inflammmatory  symptoms,  be  more 
liable  to  create  error.  Strong  suspicion  would  be  aroused  by  the 
physical  characteristics  which  are  common  to  them  and  to  abscess, 
and  aspiration  would  show  a  thin  serous  fluid  with  none  of  the 
characters  of  ovarian  fluids,  or  even  of  those  of  the  broad  liga- 
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Solid  growths  in  the  wall  should  be  more  easy  to  recognise 
than  cysts.  They  can  be  lifted  up  and  isolated  from  all  their  sur- 
roundings, and,  if  growing  at  all  rapidly,  would  demand  an  inci- 
sion for  their  removal  or  diagnosis,  which  might  in  cases  of  doubt 
be  termed  and  prepared  for  as  an  exploratory  abdominal  section. 
The  exploring  ne^le  might  furnish  evidence  of  malignant 
structures. 

Phantom  Tumonr. — ^This  curious  condition  is  not  very  rare, 
especially  about  the  menopause  or  in  recently  married  women, 
and  is  closely  allied  to  what  is  known  as  spurious  pregnancy.  In 
both  cases  we  have  a  spasmodic  contraction  of  the  abdominal 
muscles,  which  at  the  first  glance  closely  resembles  an  abdominal 
tumour  or  a  pregnant  uterus.  There  is  nearly  always  a  certain 
amount  of  tympanites  accompanying  it,  but  there  may  also  be 
large  accumulations  of  fat.  The  patient  is  always  of  hysterical 
temperament,  but  there  is  often  great  doubt  as  to  how  far  she  is 
aware  of  the  mimicry  she  is  enacting.  As  obstetricians  are  all 
aware,  she  may  also  simulate  many  of  the  other  signs  of  preg- 
nancy. I  have  known  the  foetal  movements  admirably  imitat^ 
in  a  case  where  I  feel  sure  the  deception  was  not  intentional.  Mis- 
take in  such  a  ease  for  either  ovarian  tumour  or  pregnancy  is  in- 
excusable. The  percussion  signs  are  absolutely  wanting,  as  are 
those  furnished  by  vaginal  examination.  In  the  slighter  cases 
the  tumour  will  disappear  under  steady  pressure  if  the  patient's 
attention  be  otherwise  engaged,  or  if  she  be  made  to  perform  deep 
and  prolonged  expirations.  Ansesthesia  settles  all  possible  doubt, 
and  enables  us  bi-manually  to  ascertain  the  normal  condition  of 
parts. 

Renal  Cysts. — If  seen  at  all  early,  a  renal  cyst  should  hardlv 
be  mistaken  for  an  ovarian  tumour,  however  unilocular.  It  will 
be  found  to  occupy  the  lumbar  region,  and  although  gradually  ex- 
tending downwards  and  forwards  it  will  generally  push  the  intes- 
tines in  Iront  of  it.  Its  growth  is  generally  very  slow,  and  care- 
ful inquiry  and  investigation  may  show  previous  or  existing  renal 
disease.  There  mav  or  may  not  be  occasional  very  abundant  dis- 
charges of  urine,  followed  by  diminution  or  temporary  disappear- 
ance of  the  tumour.  The  increase  is  evidently  from  above  down- 
wards, and  there  is  an  absence  of  intra  pelvic  signs  of  any  kind. 
In  any  case  where  these  physical  conditions  are  present,  recourse 
snould  be  had  to  aspiration.  If  urea  or  uric  acid  be  present  in  the 
limpid  fluid,  as  it  frequently  is,  the  diagnosis  is  perfect.  The  long 
columnar  epithelial  cells  of  ovarian  tumours  would  certainly  be 
absent,  but,  in  the  absence  of  distinct  urinary  constituents,  the 
physical  examination,  after  drawing  off  a  considerable  quantity 
or  the  whole  of  the  fluid,  and  careful  watching  of  the  mode  of 
refilling,  are  to  be  mainly  depended  on  for  diagnosis.    I  cannot 
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help  thinking  that  some  of  the  difficulties  in  the  way  of  diagnos- 
ing tumours  of  pelvic  origin  from  those  which  originate  else- 
where, mentioned  in  various  excellent  treatises,  are  partly  due  to 
the  fact  that  they  are  written  by  surgeons,  who,  nowever  able 
otherwise,  were  not  so  familiar  with  bi-manual  pelvic  examina- 
tions as  a  little  more  extended  gynsBCological  practice  would  have 
rendered  them. 

Splenic  Cysts. — These  are  so  rare  that  there  is  little  known 
accurately  as  to  their  contents.  Their  mode  of  growth  down- 
wards ouffht  to  prevent  mistakes.  They  would  probably  be  ac- 
companied by  hsemic  changes. 

Hepatic  cysts,  with  the  exception  of  hydatids,  could  hardly 
&il  to  escape  notice  long  before  tneir  size  and  descent  in  the  ab- 
domen simulated  ovarian  tumour. 

Pancreatic  cysts  are  referred  to  as  containing  fluid  very  like 
that  of  ovarian  multiple  cystomata,  columnar  epithelium  inctaded, 
but  I  know  of  no  record^  case  where  the  physical  signs  led  to  a 
di^nosis  of  ovarian  tumour. 

Braritoneal  cysts,  including  those  of  the  omentum,  are  again 
ver^  rare,  unless  cysts  of  the  broad  ligament  or  encysted  ascites 
be  mcluded.  The  physical  signs  of  one  in  the  lower  part  of  the 
abdomen  would  be  such  that  diagnosis  would  be  almost  impossi- 
ble from  an  ovarian  cystoma  with  a  long  pedicle.  Even  tapping 
would  only  show  negatively  the  absence  of  the  more  viscid  kinds 
of  ovarian  fluid  and  of  columnar  epithelium.  A  mistaken  diag- 
nosis would  here  be  highly  excusaole,  and  might  lead  to  success- 
ful extirpation. 

Hydatids. — I  have  placed  these  in  a  separate  class,  for  although 
they  may  occasionally  be  met  with  in  any  part  of  the  abdomen, 
and  their  physical  si^s  are  those  of  multilocular  cystoma,  they 
have  certain  peculiarities  which  will  generally  lead  to  an  accurate 
diagnosis  of  their  existence.  The  liver  being  by  far  the  most 
common  primary  seat,  the  tumour  will,  if  seen  early  enough,  be 
traceable  downwards  and  not  upwards  in  its  growth.  Some 
writers  lay  great  stress  upon  what  was  termed  by  Piorri  the  hy- 
datid fremitus ;  but  Cobbold  asserts  that  this  scarcely  differs  from 
the  ordinary  impulse  communicated  by  fluid  matter  within  any 
form  of  tumour,  and  Sir  W.  Jenner  has  onlv  once  in  alL  his  vast 
experience  met  with  it.  If  any  of  the  acephalocystic  vesicles  are 
discharged  per  rectum  or  otherwise,  the  diagnosis  is  rendered  clear. 
Without  tapping  I  do  not  see  how  a  hydatid  mass  growing  from 
the  pelvis  or  lower  abdomen  is  to  be  differentiated,  but  if  there 
are  corresponding  masses  elsewhere,  or  especially  under  the  liver, 
aspiration  should  certainly  be  employed.  This  will  reveal  the  clear 
watery  contents,  of  low  specific  gravity — 1011,  and  containing 
much  chloride  of  sodium — and  a  careful  search  will  generally  de- 
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tect  the  characteristic  hooklets  of  the  Echinococcus.  A  mistake 
in  diagnosis  has  not  infrequently  proved  valuable  to  the  patient 
by  leading  to  the  extirpation  of  portions  of  the  hydatid  mass, 
followed  oy  the  disappearance  of  the  rest. 

Solid  or  Malignant  Tumours  of  the  Kidney,  Liver,  and 
Spleen  have  figured  much  more  seldom  as  causes  of  error  than 
cysts,  of  these  organs.  Until  they  have  attained  an  enormous  size,they 
can  never  reach  sufficiently  into  the  cavity  of  the  pelvis  to  give 
rise  to  mistake,  and  a  solid  ovarian  tumour  of  such  size  would 
certainly  be  malignant,  and  would  attract  attention  long  before  it 
had  reached  the  level  of  these  organs.  That  strange  phenomenon, 
a  loose  kidney,  has  led  to  mistake.  It  is,  however,  a  less  common 
affection  than  the  experience  of  enthusastic  hospital  internes 
would  lead  us  to  believe,  and  it  is  probable  that  an  ovarian  or 
uterine  fibroid  mass  with  a  long  pedicle  has  been  more  often  mis- 
taken for  a  kidney  than  the  reverse.  The  great  freedom  of  motion 
of  a  loose  kidney,  its  resemblance  to  the  shape  of  the  normal 
organ,  the  slowness  or  total  absence  of  growth,  and  the  non-dis- 
covery of  the  organ  in  its  nomal  situation,  warrant  the  asumption 
of  floating^  kidney,  and  will,  at  any  rate,  stay  the  hand  from  oper- 
ation until  time  allows  of  further  developments  or  shows  their 
absence.  I  have  twice  met  with  floating  Kidney  in  combination 
with  renal  cyst.  Very  puzzling  cases  they  were,  but  it  is  impos- 
sible, in  a  general  word,  to  detail  such  exceptional  combinations. 

Solid  Tumours  of  the  Peritoneum,  of  its  Glands,  and 
especially  of  the  Omentum,  are  by  no  means  of  infrequent  oc- 
currence. They  are  usually  malignant,  but  in,  the  omentum 
especially  a  great  variety  of  growths  has  been  found.  I  have  seen, 
in  one  case  that  was  operated  on  for  ovarian  tumour,  an  omental 
cyst,  a  fatty  tumor,  and  a  large  bony  mass  in  juxtaposition.  When 
well  isolated  and  unaccompanied  by  ascites,  such  masses  can  gen- 
erally be  diagnosied  by  tneir  situation  and  want  of  connection 
with  the  pelvis,  but  ascites  is  most  frequently  present  and  inflam- 
matory adhesions  may  cause  it  to  be  encysted.  Aspiration  may 
or  may  not  reveal  the  true  nature  of  the  fluid,  and  the  matting  of 
intestines,  lymph,  and  tumor  may  cause  strange  anomalies  in  the 
percussion  of  the  solid  parts.  Mistakes  have  occurred  in  the  best 
of  hands  apd  will  occur  again.  There  is  one  comforting  point, 
viz.,  that  in  such  case  an  exploratory  incision  is  the  surest  method 
of  diagnosis,  and  affords  the  only  chance  of  remedy. 

Distended  Stomach  and  Tympanites.— Mistake^  can  only 
arise  here  from  want  of  the  commonest  precautions  in  the  way  ot 
percussion.  •  The  appearance  of  a  tumour  is  often  caused  in  this 
way,  if  the  abdominal  walls  are  feeble,  but  here  the  resemblance 
entirely  ceases. 

FsBcal  Accumulation, — ^This  may  occur  to  an  enormous  extent 
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in  the  female  rectum,  sigmoid  flexure,  and  colon,  and  the  doaghj 
mass  thus  produced  and  felt  above  the  pelvic  brim  may  not  be 
very  unlike  a  pelvic  growth.  But  the  history  of  prolonged  con- 
stipation^  somenmes  combined  with  a  little  constant  macoas 
diarrhoea,  will  put  us  on  our  guard.  The  first  vaginal  examina- 
tion will  detect  the  solid  yet  pitting  mass  above  and  behind,  and 
reetual  examination  will  complete  the  diagnosis,  and  lead  to  its 
confirmation  by  the  action  of  aperients  and  enemata. 

Distended  Bladder — Mistake  here  is  also  inexcuseable.  The 
history  of  retention,  perhaps  of  accompanying  retroverted  gravid 
uterus,  the  local  distress  and  constitutional  symptoms  in  a  cnronia 
case,  the  central  tender  tumour,  the  soft  bulging  of  the  anterior 
vaginal  wall, — all  point  to  the  necessity  for  the  catheter,  care  be- 
ing taken  to  use  a  long  flexible  one. 

Hydronephrosis  and  Distended  Ureter.— The  physical  char- 
acters  of  a  hydronephrosis  resembles  those  of  a  renal  cyat,  and  in 
most,  although  not  in  all  cases,  we  have  the  history  or  urinary 
trouble  and  the  presence  of  purulent,  bloody,  or  albu^ninous  urine 
to  hdp  our  diagnosis.  If  the  ureter  be  greatly  distended,  the 
elongated  form  of  the  tumor  may  assist  in  mfFerentation. 

Distended  Fallopian  Tubes. — The  conditions  which  lead  to 
distention  of  the  Fallopian  tubes — to  hydro-salpinx,  pyo-salpinx, 
or  heemato-salpinx — have  yet  to  be  described  (Chap.  XV  ni.).  If 
the  collections  so  caused  are  large,  they  may  be  difficult  to  distin- 
guish from  cysts  of  the  broad  liagments,  or  even  from  ovarian 
tumours.  As  they  frequently  discharge  their  contents  periodically 
into  the  the  uterus,  (his  occurrence  would  aid  materially  in  diag- 
nosis. No  complete  account  of  the  microsopic  appearance  of  their 
contained  fluids  is  known  to  me,  but,  in  common  with  ovarian 
tumours,  they  may  contain  columnar  epitelium.  This  may,  how- 
ever, be  ciliated,  while  that  of  ovarian  cystomata  is  never  so  dis- 
tinguished. 

Extra-uterine  Pregnancy. — ^This  fortunately  rare  condition 
has  been  mistaken  for  ovarian  tumour  much  less  frequently  than 
might  be  supposed.  In  its  earlier  stages  it  is  seldom  diagnoeed 
from  normal  pregnancy,  and  unfortunately  the  great  majority  of 
cases  terminate  by  rupture  before  the  question  of  diflferentation 
from  other  tumors  is  likely  to  arise.  It  is  when  the  foetus  has 
died  and  become  mummified  or  encysted  that  mistake  is  most 
likely  to  arise.  The  history  of  the  case  is  mainly  to  be  relied  on, 
— ahistory  of  lapsed  pregnancy,  with  more  or  less  constitutional 
disturbance.  The  form  of  the  mass  is  little  to  be  relied  on,  for 
every  case,  and  they  have  been  several,  in  which  I  have  been  con- 
sulted about  a  supposed  encysted  foetus,  has  turned  out  to  be 
something  else.  I  showed  one  such  to  many  experts,  the 
deceased    Dr.    M'Clintock    among    th^    number,   ^t    the    time 
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of  the  meeting  of  the  British  Medical  Association  in 
Manchester,  in  1877,  with  what  appeared  to  be  a  per- 
fectly typical  history,  and  the  only  difference  of  opinion 
was  as  to  the  exact  position  of  the  child.  Yet  it  turned  out  to  be 
a  case  of  pelvic-abdominal  cancer.  The  stationary  condition  of  the 
tumour,  combined  with  the  history,  is  our  surest  reliance,  and  the 
diagnosis  of  every  such  case  should  from  time  to  time  be  revised 
{see  further,  however.  Chap.  XVIII.). 

Spinal  Abscess. — Lumbar  and  psoas  abscess  will  sometimea 
give  rise  to  irregular  fluid  enlargements,  which,  by  their  fluctua- 
tion, might  simulate  a  cyst.  But,  with  anything  like  the  ordina- 
ry history  to  guide  us,  and  with  a  careful  local  examination,  mis- 
take should  be  impossible. 

This  long  list  might  have  been  extended,  but  I  am  satisfied  that 
many  of  the  mistakes  described  by  special  writers  have  been  made 
only  by  mere  tyros,  or  before  the  nature  of  ovarian  growths  or  of 
the  conditions  mistaken  for  them  were  understood  as  they  now 
are  by  almost  every  efficient  practitioner.  The  specialist  or  con- 
sulting physician  must  often  decide  this  grave  question  of  diagno- 
sis at  a  single  interview,  but  the  family  practitioner  need  never  do 
this.  I  would  strongly  advise  him  to  direct  his  attention  at  first 
mainly,  if  not  solely,  to  the  four  important  sources  of  error  first 
described.  Above  all  things,  let  him  first  eliminate  normal  preg- 
nancy. Then  let  him  turn  liis  attention  to  the  differentiation  of 
uterine  tumour  and  ascites,  and  afterwards  try  to  ascertain  the 
probability  or  otherwise  of  the  tumour  growing  from  the  broad 
ligaments  rather  than  the  ovary.  \Let  him  then,  book  or  list  in 
hand,  or  previously  well  conned,  go  over  the  other  sources  of  er^ 
ror.  Most  of  them  he  will  easily  eliminate.  The  most  deceptive 
are  omental  tumours  or  fibrocysts  of  the  uterus,  and  these  will 
only  be  probable  in  a  certain  small  number  of  cases ;  but  if  at  all 
probable,  they  demand  the  aid  of  the  expert.  Indeed,  I  have 
very  grave  doubts  whether  any  one  who  has  seen  but  a  very  lim- 
ited number  of  cases  is  justified  in  finally  recommending  opera- 
tion without  a  consultation  of  the  kind,  if  it  is  at  all  within 
reach.  We  must  pass  on  now  to  the  tr^tn^ent  of  tb^  oy^ri^  tt\r 
mours.  • 
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CHAPTER  XVIL 

DisBASss   OF   THE   OvART— <kw<tntt6<i— Ovariaii  Tnmours.    Treatment,  by 
Exploration,  Tapping,  Drainage,  or  Remoyal.    Oyaritomy  and  Oopho- 
rectomy. 

Internal  remedies  are  utterly  powerless  in  the  removal  of  ova- 
rian tumours,  and  it  would  be  a  waste  of  time  to  recapitulate 
those  which  have  been  occasionally  tried,  or  even  vaunted  as  sac- 
cessfjil.  By  attention  to  the  state  of  the  skin,  bowels,  Ac,  the  pa- 
tient's health  may  be  kept  at  a  higher  standard  than  otherwise 
would  be  the  case,  and  for  a  longer  time,  and  much  general  discom- 
fort may  be  avoided ;  but  having  said  this,  we  have  said  all. 

The  treatment,  unless  the  growth  of  the  tumour  is  almost  ab- 
solutely stationary,  and  even  then,  according  to  most  authorities, 
must  be  of  a  surgical  character.  Many  pans,  which  now  appear 
more  or  less  barbarous,  were  in  vogue  before  the  discovery  of 
ovariotomy,  and  some  of  these  continue  to  be  mentioned  in  the 
regular  text-books,  and,  with  more  reason,  in  special  monographs. 
I  will  endeavor  to  confine  myself  to  those  whicn  are  really  in  use, 
under  varying  circumstances,  and  by  the  leading  authorities,— 
They  will  resolve  themselves  into  three — (1)  tapping  in  some 
form,  (2)  drainage,  and  (3)  removal. 

And  first,  a  word  or  two  about  the  slightest  form  of  tapping, 
which  is  employed  only  for  the  purpose  of  diagnosis,  the  instru- 
ment used  being  of  minute  calibre,  and  only  a  small  quantity  of 
the  fluid  contents  being  necessarily  drawn  off.  This  is  generally 
known  as — 

Exploration. 

The  exploring  needle  with  grooved  surface  is  of  no  value 
here.  The  hollow  needle  of  the  subcutaneous  syringe  is  more 
suitable,  combined  with  such  aspiration  as  the  syringe,  or  one 
of  a  somewhat  larger  size  (fig.  51),  will  afford.  Used  with  ex- 
treme antiseptic  precautions,  I  have  no  doubt  of  the  almost  per- 
fect safety  of  this  means  of  diagnosis.  The  li^ht  which  it 
throws  on  the  case  may  often  be  very  slight,  but  in  some  c^wes, 
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as  for  ipstance  in  the  differentiation  of  paralent  accumula- 
tioDS,  or  hydatids,  it  may  be  invaluable,  and  I  do  not  think  that 
its  use  should  be  neglected  in  any  case  which  presents  evident  cir- 
cumstances of  doubt.  It  may  prevent  a  mistaken  attempt  at 
ovariotomy,  or  obviate  the  necessity  for  exhaustive  tapping  or  ex- 
ploratory incision,  either  of  which  is  fraught  with  a  certain 
amount  of  danger  to  life.  A  raference  to  the  foregoing  catalogue 
of  possible  sources  of  error  will  show  the  numerous  instances  in 
which  it  is  of  service. 

•  Tapping. 

By  this  we  mean  the  removal  of  the  whole,  or  as  much  as 
possible,  of  the  fluid  contained  in  the  cavity  which  is  tapped. 
It  may  be  performed  either  for  diagnosis,  or  in  the  hope  of  cure, 
or  as  as  a  palliative  remedy.  It  cannot  possibly  be  said  to  be  an 
operation  without  danger,  but  I  think  the  danger  has  been  some- 
what exaggerated,  and  it  certainly  can  be  minimised  by  antiseptic 
precautions.  The  one  unavoidable  danger  is  that  of  perforating 
a  vessel  in  the  walls  or  substance  6f  the  tumour,  and  so  giving 
rise  to  serious  internal  haemorrhage.  By  using  an  instrument 
with  a  very  sharp  point  and  not  too  sharp  edges,  and  by  intro- 
ducing it  slowly,  this  danger  can  be  minimised,  although  not 
entirely  obviated.  It  must  serve  as  a  warning  against  unneces- 
sary tapping. 

Por  purely  diaavosHc  purposes^  the  use  of  tapping  might  be 
much  limited.  Mere  exploration  will,  in  all  probability,  suffice, 
and  if  this  be  employed  in  the  first  instance,  it  may  help  to 
diminish  the  danger  of  any  subsequent  tapping,  by  showing  that 
a  very  small  trocar  will  suffice  owing  to  the  thinness  and  fluidity 
of  the  tumour's  contents.  If  exploration  has  given  sufficient 
positive  or  negative  evidence  to  complete  our  diagnosis  satisfac- 
torily, tapping  for  further  diagnostic  purposes  only  should  cer- 
tainly be  avoided.  Of  late  years  certain  operators — Lawson  Tait, 
Bantock,  and  otheV^ — have  almost  entirely  discarded  tapping  for 
diagnostic  purposes,  and  prefer  to  rely  on  abdominal  incision,  all 
being  in  readiness  to  proceed  with  ovariotomy  if  that  should 
prove  to  be  feasible,  f  doubt  not  that  with  care,  and  with  very 
careful  dissection,  an  abdominal  incision  of  2  or  3  inches  may  be 
made  with  almost  as  great  safety  as  tapping,  and  that  much  more 
exact  information  is  thus  obtained,  but  the  profession  is  not  en- 
tirely composed  of  skilled  ovariotomists,  and  it  is  not  every  prac- 
titioner who  is  prepared  to  meet  even  the  difficulties  which  may 
arise  from  an  adherent  peritoneum,  or  to  fulfil  the  other  operative 
conditions  which  an  incision  may  involve.  Diseased  kidneys, 
hydatid  masses,  and  other  unsnspected  abnormalities  have  ^beeuip 
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safely  removed  in  this  way,  but  only  by  experts.  A  scratch  upon 
the  exposed  surface  of  such  a  mass  may  leave  no  option. 

When  fluid,  which  may  be  ascitic,  or  renal,  or  ovarian,  or  of 
other  kinds,  is  tapped  for  the  purpose  of  diagnosis,  it  should  be 
done  by  a  trocar  of  not  more  than  No.  2  catheter  size.  If 
a  pointed  tube  be  used,  its  point  should  be  capable  of  being  with- 
drawn into  the  tube.  Either  instrument  should  be  furnished  with 
a  stop-cock.  The  abdominal  surface  should  be  antiseptically 
washed,  and  the  instrument  should  be  thoroughly  soaked  in  strong 
antiseptic  solution.  If  dullness  extends  well  across  the  middle 
line,  the  linea  alba  should  be  punctured,  if  not,  the  most  central 
spot  of  the  dulness  should  be  chosen,  avoiding  any  evident  ab- 
dominal vessels.  If  the  fluid  is  so  viscid  that  it  cannot  escape  at 
all  through  such  a  tube,  the  tapping  must  be  abandoned  after  aspir- 
ating if  possible,  a  few  drops.  If  it  runs,  but  with  difficulty, 
the  aspirator  (fig.  52)  must  be  employed ;  it  it  runs  freely,  an 
india-rubber  tube  should  be  attached  to  the  instrument,  and  the 
fluid  should  be  allowed  slowly  to  descend  by  svphon  action  into 
a  vessel  below  the  level  of  the  bed.  Above  all  things,  air  must 
not  be  allowed  to  enter  the  abdominal  cavity. 

As  a  means  ofcure^  tapping  can  never  be  supposed  for  a  moment 
to  succeed  in  tne  case  of  distinctly  multilocular  cysts.  This  is 
admitted  on  all  hands.  The  frequent  tapping  of  such  a  tumour 
by  a  large  trocar  belongs  to  a  past  age,  ana  is  a  cruel  proceeding 
when  done,  as  it  yet  too  frequently  is,  by  a  practitioner  who 
simply  acknowledges  thereby  his  inability  to  remove  it  and  his 
unwillingness  to  ask  any^  one  else  to  do  so.  How  far  tapping 
may  be  successful  in  a  unilocular  cyst,  or  in  one  which  is  almost 
unilocular,  is  a  matter  about  which  there  is  a  strange  difference 
of  opinion  among  those  best  able  to  judge.  Some  tell  us  that 
such  cysts  invariably  refill  if  they  are  long  enough  under  obser- 
vation, admitting,  however,  the  possibility  of  several  years  of 
perfect  comfort  and  quiescence.  Others  admit  that^  cysts  of  the 
broad  ligament  may  be  so  cured,  but  not  ovarian  cysts.  Others, 
again,  will  not  admit  this  even  with  regard  to  the  former.  But 
any  apparently  unilocular  cyst  may  be  a  cyst  of  the  broad  liga- 
ment, our  powers  of  differentation  being  limited.  Therefore, 
even  if  we  admit  that  it  is  only  such  cysts  which  are  thus  ever 
curable,  we  have  not  here  a  positive  contra-indicatiop  in  cysts 
of  doubtful  origin.  Twice  I  nave  removed  the  fluid  from  such 
cysts,  With  the  general  characters  of  ovarian  fluid,  the  patients 
remaining  perfectly  well,  and  continuing  so  during  the  two  or 
three  years  that  they  were  under  observation,  while  I  feel  certain 
that  a  retut-n  would  have  brought  them  back  to  me.  In  one  case, 
also,  I  tapped  a  cyst  which  from  its  contents  was  proably  jpar- 
ovarian.     After  a  large  quantity  of  fluid   had  pass^^^h^^ow 
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ceased,  but  there  still  remained  a  tolerably  large  cyst  A  week 
afterwards  there  was  no  evidence  of  cyst,  but  clear  signs 
of  intra-peritoneal  fluid  were  present.  This  in  its  turn 
disappeared,  leaving  no  trace  of  any  disease.  The  patient  re- 
mained well  for  many  months,  until  I  lost  sight  of  her.  The 
cannula  had  evidently  slipped  out  of  the  cyst,  and  the  contents, 
aseptic  of  course,  had  escaped  into  and  been  absorbed  by  the  peri- 
toneum without  febrile  symptoms.  I  cannot  therefore  recommend 
the  entire  abandoment  of  tapping  as  a  possibly  curative  remedy 
in  such  cases  as  I  have  named.  It  is  all  very  well  for  the  surgeon  . 
who  is  accustomed  to  such  matters  to  talk  glibly  about  the  splen- 
did statistics  of  ovariotomy,  the  only  other  resource ;  but  I  fear 
that  most  of  us  fail  to  recognise  the  prolonged  mental  agony  of 
many  a  patient  who  is  preparing  for  a  major  surgical  operation, 
an  agony  little  short  of  that  of  a  condemned  criminal.  Yet  this 
ought  to  be  taken  into  account  when  rejecting  the  alternative  of 
tapping  in  such  cases,  for  no  amount^of  word-painting,  or  of  statis- 
tical references,  will  ever  persuade  patients  to  look  upon  the  two 
operations  with  the  same  equanimity.  I  think  that  when  the 
^  tumour  evidently  contains  tnin  watery  fluid,,  and  when  there  is 
no  evidence  of  more  than  one  cyst,  the  comparative  risk,  and  the 
faint  possibilities  of  cure,  or  the  probabilities  of  prolonged  alle- 
viation, should  be  honourably  placed  before  her,  together  with  the 
"  pros  and  cons  "  in  favour  of  ovariotomy,  and  that  she  should 
have  the  option.  In  such  a  case  I  myself  would  select  to  take 
my  chance  of  one  tapping.  Much  discussion  has  recentljr  taken 
place  as  to  the  relative  danger  of  ovariotomies  when  tapping  has 
previously  been  performed,  and  when  it  has  not.  I  can  only  give 
the  result  which  a  careful  consideration  of  the  views  of  the  con- 
tending parties  has  had  on  my  own  mind.  It  has  certainly  re- 
moved the  impresnion  which,  following  Wells,  I  formerly  held, 
that  one  or  more  previous  tappings  are  a  positive  advantage,  ren- 
dering the  system,  and  especially  the  peritoneum,  more  tolerant 
of  subsequent  ovariotomy,  without  overbalancing  risks.  But  it 
has  not  convinced  me  that,  in  such  cases  as  we  have  defined,  tap- 
ping is  not  a  fairly  justifiable  and  even  rational  attempt  at  per- 
manent cure  or  prolonged  removal  of  the  disease.  The  subject  is 
most  ably  discussed,  although  with  a  different  conclusion,  by 
Bantock  {A  Pteafor  Early  (hariotomy^  London,  1881). 

Having  limited  tapping,  as  a  curative  means,  to  such  cases,  it 
is  not  necessary  to  give  instructions  as  to  the  dangerous  procedure 
of  tapping  secondary  cysts  through  that  first  opened.  It  is  in- 
finitely safer  to  leave  them  alone  and  reserve  the  case  tor  ovari- 
otomy. The  best  position  for  tapping  is  with  the  dorsal  decubi- 
tus. The  bladder  must  be  carefully  emptied  beforehand.  Only 
when  a  very'large  trocar  is  used,  and  th^t  should  ^^glybltttT^^le 
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be  the  dase,  is  it  necessary  to  make  a  preliminary  incision  through 
the  skin  and  subjacent  fat.  So  &r,  tapping  by  the  abdomcni 
alone  has  been  considered.  Tapping  through  the  vaginal  walls  is 
a  far  more  hazardous  proceeding.  There  is  much  greater  danger 
of  the  entry  of  air  and  septic  material,  and  consequently  of  sep- 
ticaemia, if  the  tumour  turn  out  to  be  multilocular  we  almost 
invariably  perforate  its  densest  portion ;  the  difficuHy  is  much 
greater,  and  the  intestines  are  more  apt  to  be  wounded.  It  should 
Be  reserved  for  the  case  of  a  small  intra-pelvic  cyst  which,  for 
some  reason,  has  become  intolerable,  the  true  nature  of  which  is 
perhaps  not  so  clearly  diagnosable  as  to  warrant  abdominal  sec* 
tion,  or  which  is  opposing  the  progress  of  labour. 

Tapping  as  a  mere  pcUliative  may  oe  employed  under  the  follow- 
ing circumstances : — 

1.  The  season  of  the  year,  or  various  social  circumstances,  may 
render  the  inevitable  ovariotomy  inexpedient  at  the  moment,  and 
temporary  relief  may  be  absolutely  necessary.  In  such  cases  one 
or  even  two  large  cysts  may  be  carefully  emptied  by  separate  tap* 
pings. 

2.  Pregnancy  may  coexist,  in  which  case  we  have  a  choice  of 
courses — ^the  induction  of  abortion  or  premature  labour,  ovari- 
otomy regardless  of  the  pregnancy,  tapping,  or  waiting  to  the  full 
term.  The  size,  consistency,  or  rapidity  of  growth  of  the  tu- 
mour, or  the  urgency  of  the  pressure  symptoms  will  decide  the 
question.  In  a  multipara,  or  a  patient  in  whom  there  is  nothing 
to  indicate  a  probably  severe  labour,  the  last  course  seems  the 
most  advisable  in  the  case  of  an  ordinary  slow-growing  cystoma. 
I  had  a  patient  who  had  two  fine  children  between  the  times  of 
diagnosis  and  successful  ovariotomy.  But  if  the  suffering  be 
great  towards  the  latter  half  of  pregnancy,  and  if  a  large  cyst 
can  be  clearly  diagnosed,  its  contents,  previously  ascertained  by 
exploration  to  be  moderately  thin,  may  pe  evacuated  by  tapping, 
and  that  even  more  than  once.  Between  the  induction  of  premsr 
ture  labour  and  immediate  ovariotomy  there  is  a  very  decided 
choice  of  evils.  If  pregnancy  coexist  with  a  growing  multilocu- 
lar 3ystoma,  and  the  viable  period  be  reached,  I  should  have  no 
hesitation  in  recommending  the  former  course,  and  even  if  the 
pregnancy  is  at  an  earlier  date,  my  experience  of  the  compara- 
tive safety  of  skillfully-managed  induced  labour  would  lead  me 
rather  to  side  on  this  point  with  the  obstetrician  Barnes  than 
with  the  ovariotomist  Wells,  and  to  run  the  risk  of,  first  an 
induced  labour,  and  subsequently  an  ovariotomy,  rather  than  that 
of,  first  an  ovariotomy,  and  subsequently  a  labour,  either  as  an 
immediate  consequence,  or  with  scarcely  repaired  abdominal 
structures. 

3.  The  tumour,  although  undoubtedly  ovarian^  ?S^(fl^^^* 
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such  characters  of  maligDancy  or  adhesion  as  to  forbid  ovari- 
otomy or  any  attempt  thereat,  and  temporary  relief  may  be 
gained  by  tapping.  Few  such  cases  occur  now-a-days.  A  bold 
and  experienced  ovariotomist,  knowing  the  fate  of  his  patient 
otherwise,  will  seldom  be  deterred  by  unseen  though  probable  ad- 
hesions, unless  influenced  by  the  unworthy  motive  of  accumula- 
ting favourable  statistics.  In  the  infancy  of  the  operation,  when 
its  adoption  trembled  in  the  balance,  this  motive  had  it)  legiti- 
mate place,  but  now-a^days  the  medical  public  estimates  more 
highly  an  operator  who  will  not  decline  the  most  favourable  case, 
if  there  is  a  chance  of  saving  an  otherwise  lost  life,  than  one 
who  has  a  long  list  of  carefully  selected  cabcs  aud  therefore  of 
successful  results.  Even  to  the  most  selfish  statistic-maker  there 
is  always  the  resource  of  separately  classifying  his  ^^  uncompleted 
operations  "  or  exploratory  incisions. 

The  following  up  of  tapping  by  the  injection  of  iodine,  as  in 
hydrocele,  is  now,  I  think,  a  thing  of  the  past.  I  saw  two  or 
three  such  cases  under  Simpson  (1855  to  1857),  but  the  results 
were  such  as  to  lead  me  to  do  as  is  done  by  most  recent  writers, 
and  ignore  the  procedure  entirely. 

Drainage. 

1  do  not  think  that  any  one  is  now  found  to  advocate  the  treat- 
ment, in  the  first  instance,  of  a  supposed  ovarian  cystoma,  whether 
unilocular  or  multilocular,  by  the  insertion  of  a  drainage  tube  of 
any  kind,  after  tapping.  Whether  this  is  done  per  vaginam  or  per 
aJbdorninem^  it  involves  many  months  of  suppurative  discbarge, 
and  of  corresponding  septic  risks,  and  is  not  to  be  compared  with 
ovariotomy  as  a  safe  proceeding,  while  successful  cure  thus  is  ex- 
ceedingly exceptional.  It  should  therefore  be  reserved  for  those 
cases  where  ovariotomy  has  been  attempted,  and  where,  owing  to 
the  adhesions  met  with,  the  removal  of  the  tumour  has  &en 
found  to  be  impossible.  When  this  is  the  case,  and  when  the  tu- 
mour has  not  been  too  much  broken  up  before  the  impossibility 
of  removal  is  discovered,  our  only  resource  is  to  fix  together  the 
margins  of  the  opening  in  the  tumour  and  those  of  the  abdomi- 
nal wound,  including  Soth  lavers  of  peritoneum  and  the  skin  in 
the  sutures ;  and  to  insert  a  drainage  tube  as  far  as  possible  into 
the  substance  of  the  tumour.  I  have  met  with  two  such  cases, 
and  both  recovered  entirely,  after  a  prolonged  period  of  hectic 
and  purulent  discharge. 

Ovaxiotomy. 

The  operation  which  is  now  universally  recognised  under  this 
term  is  of  such  importance  that  it  will  require  us  to  go  somewhat 
more  into  detail  than  with  some  other  important  gynaecological 
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operatioDs.  Let  the  young  surgeon,  however,  who  is  tempted,  as 
so  many  now  are,  to  try  nis  hand  at  an  apparently  favourable 
case,  remember  that  removal  of  an  ovarian  tumour  resembles 
much  its  diagnosis,  as  regards  facility  of  performance.  In  some 
cases  it  would  be  almost  disgraceful  to  fail,  but  few  cases  are  ex 
empt  from  difficulties  which  can  only  be  overcome  by  the  largest 
experience,  if  at  all.  The  second  operation  I  performed  seemed 
to  be  a  typically  simple  and  straightforward  one,  yet  the  patient 
died  on  the  table,  from  venous  haemorrhage  in  the  pelvis,  the  re- 
sult, not  of  adhesions,  but  of  a  morbid  softness  ana  friability  of 
every  structure  concerned.  B[ad  it  been  my  first,  I  do  not  think 
I  should  ever  have  tried  again.  First  performed  successfully  in 
1869  by  Ephraim  M'Dowell,  of  Kentucky,  who  had  imbibed  his 
ideas  .partly  from  the  teaching  of  John  Bell,  of  Edinburgh,  ovar- 
iotomy has  been  gradually  improved  by  successive  operators,  until 
it  would  now  be,  m  skilled  hands,  amon^  the  safest  of  all  capital 
operations*  if  we  could  only  assure  ourselves  of  certainty  in  diag- 
nosis. The  history  of  the  subject  is  given  in  every  special  mono- 
graph, and  I  shall  not  enter  upon  it  further  than  by  pointing  to 
Sir  8p>encer  Wells  as  undoubtedly  the  leading  introducer  of  the 
operation  into  general  notice,  its  consistent  advocate,  and  its  fore- 
most improver  (see  an  interesting  address  by  him,  reported  in  the 
Lancet  and  Brit  Med.  Jour.y  TSov.  1884).  It  would  be  invidious 
to  attempt  to  introduce  other  names,  although  perhaps  few  would 
deny  to  Charles  Clay  of  Manchester,  and  Thomas  Keith  of  Edin- 
burgh the  right  to  exceptional  mention. 

.  Probably  the  most  satisfactory  plan  will  be  to  describe  the  ope- 
ration under  ordinary  and  favorable  circumstances,  and  then  after- 
wards, under  separate  headings,  to  refer  to  exceptionally  difficult 
or  debatable  points.  No  reroreuce  is  here  made  to  operations 
through  the  vagina,  nor  to  excision  of  the  ovaries  for  other  pur- 
poses than  the  removal  of  a  very  distinct  tumour.  I  am  suppos- 
ing a  case  in  private  rather  than  in  hospital  practice.  The  gen- 
eral health  of  the  patient  having  been  looked  to  as  far  as  possible, 
and  great  attention  having  been  paid  to  all  preparatory  arrange- 
ments (vide  Chap.  III.),  an  experienced  nurse  will  be  placed  in 
charge  of  her  at  least  two  days  before  the  operation.  It  will  be 
her  duty — 

1.  To  see  that  the  patient's  food  the  day  before  is  light  and 
nourishing,  and  that  her  breakfast  on  the  morning  of  operatiou 
consists  only  of  a  little  good  beef-tea,  or  cocoa  and  toast  This 
should  be  three  or  four  hours  before  the  operation. 

2.  She  must  administer  an  enema  in  the  morning,  and,  if  the 
patient  is  fairly  strong,  a  mild  aperient,  early  the  day  before. 

8.  She  must  provide  unlimitea  supplies  oi  hot  and  cold  water, 
and  of  1  in  20  and  1  in  40  carbolic  acid  solution. 
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4.  Siie  mast  see  that  the  patient  is  clad  in  a  warm  flannel  under- 
garment, long  woollen  8tockinfi:8,  her  ordinary  night  dress  being 
slit  down  the  front,  above  which  she  may  wear  a  loose  woollen 
jacket. 

5.  She  must  have  the  chamber  at  a  temperature  of  66°  to  68°, 
but  not  higher,  as  used  to  be  prescribed. 

6.  She  should  shave  the  upper  part  of  the  pubes  if  the  hair  ap- 
proaches the  line  of  incision. 

7.  She  must  use  the  <»theter  not  more  than  half  an  hour  before 
operation. 

8.  She  must  have  charge  of  the  sponges,  a  dozen  at  least,  of 
various  sizes,  all  new,  and  carefully  bleached  with  dilute  hydro- 
choloric  acid,  washed  free  of  Any  particles  of  sand,  and  well 
carbolised.  She  should  be  responsible  for  recounting  them  and 
reporting  to  the  operator  before  the  stitching  is  completed. 

9.  She  should  take  the  evening  and  morning  temperatures 
before  operation,  and  subsequently  as  ordered. 

The  room  should  be  thoroughly  disinfected,  aa  much  as  if  it 
had  recently  contained  a  case  of  zymotic  disease.  Its  furniture 
should  be  of  the  simplest  description,  consisting  of — 

1.  Two  iron  bedsteads  and  fittings.  One  of  them  is  better  not 
introduced  until  the  third  or  fourth  day.  or  for  a  week,  at  least, 
if  two  nurses  are  available. 

2.  One  arm-chair. 

3.  A  common  strong  dressing-table,  30  to  32  inches  high,  for 
the  operation,  another  for  the  sponges,  basins,  solutions,  lint, 
strapping,  &c.,  and  a  smaller  one  for  the  operator's  instruments. 

5.  A  lar^e  slop-pail,  a  few  basins,  a  thermometer,  and  a  ^ood 
many  towels.  A  piece  of  old  drugget  or  some  sawdust  should  be 
temporarily  placed  under  the  operating-table.  An  adjoing  dress- 
ing-room, cleared  out  for  the  use  of  the  nurse,  is  an  advantage. 

Operation  in  a  common  surgical  theatre  is  denounced  by  almost 
ev^ry  writer  on  the  subject.  No  doubt,  the  now  almost  universal 
prevalence  of  antiseptic  surgery  diminishes  the  risk,  and  in  almost 
every  general  hospital  there  are  some  surgeons  who,  from  convic- 
tion "or  from  carelessness,  do  not  obey  the  rule. 

The  operating-table  is  placed  with  the  foot  near  the  window, 
and  as  the  operator  stands  at  the  centre  of  its  right  side,  to  the 
right  of  the  patient,  his  small  table  of  instuments  is  placed  to  his 
right,  and  the  sponge  table  well  behind  and  to  his  left,  tJbe 
nurse  being  in  charge  of  it.  No  one  else  should  interfere  with 
either,  unless  by  request.  Anaesthesia  is  now  proceeded  with,  the 
administrator  standing  at  the  head  of  the  couch,  and  devoting  his 
sole  attention  to  his  duties.  One  other  assistant  stands  opposite 
to  the  operator,  and  he  should  be  specially  acquainted  witn  the 
steps  of  the  operation,  but  should  only  sponge,  twist  vessels,  or 
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otherwise  interfere,  as  the  operator  may  direct.  On  this  detail 
different  operators  will  vary  in  opinion.  Another  assistant  to  the 
operator's  left  is  useful,  especially  if  the jcase  prove  a  difficult  one. 
He  should  be  intently  on  the  watch  for  orders,  but  do  nothing 
without.  If  the  spray  is  used,  the  apparatus  must  be  placed  to 
the  left  of  the  first  assistant,  and  the  spray  must  be  thrown  well 
across  the  wound  diagonally,  not  blown  into  the  operator's  face, 
nor  directly  into  the  wound. 

Any  other  authorised  bystanders  than  the  one  ivho  manages 
the  spray  should  stand  well  behind  the  first  assistant,  and  will  see 
better  and  be  less  obstructive  if  furnished  with  a  form  to  stand 
upon.  Any  extra  nurses  or  probationers  should  remain  beside 
the  head  nurse,  and  one  of  these  may  profitably  devote  herself  en- 
tirely to  washing  the  sponges. 
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Fio.  189.— Stanley's  Director. 

Aneesthesia  is  carried  to  its  fullest  degree,  and  in  hospital 
practice  this  may  be  done  in  the  general  ward,*  the  patient  being 
afterwards  wheeled  in  on  a  high  couch,  which  is  immediately 
removed.  A  folded  blanket  and  waterproof  are  placed  below  her, 
another  blanket  over  her  lower  extremities.  The  night-dress  is 
now  folded  aside  so  as  to  expose  the  abdomen.  Any  brief  final 
clinical  observations  now  being  made,  the  abdomen  is  well  washed 
with  antiseptic  solution,  especially  the  unbilicus  and  the  apron  is 
placed  m  sitit.    This  is  a  sheet  of  thin  waterproofing,  in  which  an 


Fig.  lOO.^WeU'a Torsion  Forceps. 

orifice,  exposing  the  necessary  surface  only,  is  made,  8  or  10  inches 
long,  and  8  or  4  wide,  accoraing  to  the  size  and  solidity  of  the 
tumour,  or  the  obesity  of  the  patient.  The  edges  of  the  opening 
are  smeared  underneath   with  adhesive  plaster,  and  the  folds 
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should  deeoend  on  each  side,  wel]  below  the  level  of  the  table,  up 
to  the  breast,  and  down  to  the  knees.  It  is  important  that  the 
adhesive  material  should  be  of  good  quality. 

For  the  abdominal  indsian  we  require  two  or  three  scalpels,  a 
pMr  of  dissecting  forceps,  a  flat  director,  grooved  not  c^uite  to  the 
point  (fig.  189),  naif  a  dozen,  at  least,  of  WelFs  torsion  forceps 
(fiff.  190),  counted  before  and  after  the  operation,  and  some  car- 
boTic  j^lycerine  (1  in  8).  The  last  is  occasionally  applied  with  the 
tip  of  the  fiinger,  and  serves  as  a  hemostatic  and  an  antiseptic 
agent  The  torsion  forceps  are  fixed  on  to  any  bleeding  point, 
and  left  dependent  until  the  peritoneum  is  reached.  They  may 
then  be  used,  if  necessary,  for  as  common  artery  torsion  forceps, 
or  they  may  be  removed  at  an  earlier  stage  if  the  number  is 
proving  dencient.  Their  temporary  hold  usually  suffices  to 
ensnre  the  permanent  arrest  of  bleeding. 

The  abominal  incision,  unless  under  very  exceptional  circum- 
stances is  made  along,  the  linea  alba,  so  as  to  pass  between  the 
recti  muscles,  butr  no  great  necessity  exists  for  avoiding  the  ed^e 
of  one  of  these,  if  it  is  stretched  over  the  middle  line.  The  skm, 
subcntaneouB  areola  tissue,  and  fat,  the  thick  aponeurosis  of  the 
muscles,  the  transversalis  fascia,  and  the  layer  of  granular  sub- 
peritoneal fat,  are  successively  and  slowly  divide  by  careful 
sweeps  of  the  knife,  but  there  are  ffresit  varieties  in  these  struc- 
tures,  and  the  operator  should  not  lose  his  head  if  his  anatomy 
occasionally  fiEtils  him  for  the  moment.  The  recognition  of  the 
peritoneum  when  arrived  at  is  the  important  point.  I  have  seen 
it  stripped  from  the  abdominal  wall  to  a  terrible  extent,  by  an 
otherwise  expert  surgeon,  under  the  impression  that  it  was  tiiie 
wall  of  the  tumour ;  but  no  one  who  has  seen  the  bluish- white, 

S listening  wall  of  an  ovarian  tumour  should  mistake  it  for  the 
ull,  dark  blue  of  the  outside  of  the  perineum.  As  a  rule,  the 
motion  of  the  tumour  on  respiration  can  be  seen  below,  and  the 
presence  of  a  little  intra-peritoneal  fluid  may  cause  the  thin  mem- 
brane to  bulge  outwards.  It  must  be  carefully  raised  with  the 
point  of  the  oissecting  forceps,  cut  across,  and  divided  lengthways 
on  the  director.  Feeling  sure  that  the  peritoneum  is  reached,  or 
that  it  has  been  punctured,  the  rest  of  the  wound  should  be  dis- 
sected down  to  the  same  level ;  every  bleeding  point  should  be 
twisted,  the  pendent  torsion-forceps  removed,  and  the  wound  well 
carbolised  again.  The  peritoneal  opening  is  then  enlarged  suffi- 
ciently to  admit  the  flnger,  which  guides  the  blunt-pointed  direo> 
tor  along  its  internal  wall,  so  as  to  allow  of  a  free  opening  along 
the  whole  length  of  the  wound.  The  incision  should  terminate 
below,  about  two  inches  from  the  pubic  symphysis,  thus  avoiding 
the  peritoneal  reflexion  to  the  bladder.  Its  length  upwards  from 
that  point  should  be  at  least  8  inches,  even  when  the  tumour  is  , 
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knoWn  to  t>e  Very  fluid,  or  when  donbta  exist  ad  to  the  diagtiosis, 
find  iHiea  tbe  operation  may  be  ootraidered  as  expknratory  or  diag- 
nostic When  the  tntnottr  is  semi-8o!id,  the  incision  should  be 
made  d  inches  long  at  leadt^  and  this  length  may  have  to  be  con- 
siderably increased.  On  this  point  there  #ill  be  ftirther  room  for 
dkcnttlion.  The  incision  being  now  completed,  the  next  point 
should  be  the  completion  of  the  diagno^s.  The  diagnosis  slK>ald, 
moreover,  now  include  not  only  the  iiact  that  We  have  an  ovarian 
tumour  to  deal  with,  but  a.  considerable  knowledge  of  its  attadi- 
mentld  and  adhesions.  For  this  purpose  a  clean  metallic  bougie  or 
sound  may  be  passed  over' the  surface  of  the  tumour  in  all  mreo- 
tions  where  it  will  ^without  obstacle,  but  the  forefinger  is  die 
best  of  all  sounds.  With  this  the  ope^tor  can  generMly  readi 
down  in  ftont  tb  the  tower  end  of  the  globular  mass,  and  can  even 
ascertain  something  of  its  attachments  or  pedicle,  and  feel  the 
uterus  and  trace  itb  fundus.  Any  slight  adhesions  to  the  abdomi* 
nal  wall  or  omentum,  which  are  feit  as  threiid-like  l^tnds,  are 
easily  torn  off  the  tumour  at  this  time,  two,  three  or  more  fineers 
bein^  used  if  necessary,  but  those  which  are  firm  and  unyielding 
should  l>e  left  until  the  cyet  is  partially  drawn  out  from  the 
abdomen. 

The  next  step  is  lessening  the  bulk  of  the  tumour  by  tapping.  A 
trocar,  as  large  in  calibre  as  a  No.  12  catheter,  and  at  least  6 
inches  long,  may  be  used  for  this  purpose.  Others  of  a  more 
complicated  character  will  be  described  mrther  on.  It  is  plunged 
into  what  appears  to  be  the  most  fluid  portion  of  the  tumour,  and 
before  the  trocar  is  removed  a  basin  is  placed  under  the  cannula, 
others  being  at  hand,  to  be  exchan^  rapidly  when  full ;  or,  if 
the  fluid  runs  freely,  it  may  at  once  be  conveyed  to  the  pail  by  a 
piece  of  tubing  furnished  with  a  nozde  which  slips  easily  into  the 
cannula.  The  pressure  of  the  abdominal  walls  is  at  first  sufficient, 
but  is  afterwards  aided  by  the  second  assistant,  who  will,  taking 
care  not  to  impede  the  operator,  place  a  hand  on  each  side  of  the 
abdomen,  and  gently  but  steadily  bear  up  the  tumour  towards 
the  wound.  This  also  tends  to  prevent  any  of  the  fiuid  escaping 
into  the  abdominal  cavity,  a  thing  to  be  entirely  avoided  if  possi- 
ble, althou^  it  is  astonishing  how  little  efibct  it  may  have  on 
recovery.  T  hhve  seen  the  whole  pelvis  and  lower  abdomen 
thickly  coated  with  grumous,  gluey  material,  which  sponging 
quite  ti^iled  to  remove,  and  yet  with  sdtrcelv  any  rise  in  temperar 
ture  after  the  operation.  Still  the  risk  of  septicaemia  must  be 
increased.  As  the  cyst  gradually  collapses  it  is  dmwn  well  on  to 
the  trocar  and  slowly  extracted  by  the  operator.  If  the  first  cyst 
is  not  large,  other  cysts  will  have  to  be  tapped ;  and  as  we  can 
now  deaerty  see  what  ier  being  done,  this  tiiay  be  a<2icomplished 
through  the  intervening  septa.    Some  slight  dlfi%rpnoe^fbe|i  a 


Of  OTABIOTOICT.  451 

veiy  great  od«,  in  the  cbaraeter  of  th«  fluid,  will  show  what  has 
been  done.  Often,  aad  especially  if  the  tize  and  thapo  of  the 
whole  mase  are  not  clearly  kn'dwn,  it  is  better  to  tap  fresh  ojets 
from  withbfit  at  they  appear  at  the  wonnd«  Two  or  three  trooani 
ahould  tbereft>r^  be  at  nand^ 

The  urithdrawml  of  the  hLtMmt  now  coDtinoes*  The  operator  mmvj 
in  a  rimple  case^  have  adffieieiit  parchaee  to  draw  forth  the  whole 
maas,  slowly  aod  withoot  force,  through  a  very  small  oi)enin|^. 
This  is  mum  facilitated^  however,  by  seizing  a  good-sised  flaocid 
portion  witi)  a  Kelaton's  fiNnceps  (figt  191),  altfaoogh  it  is  wiser  not 
to  take  hold  solely  by  it^  bat  to  inelnde  some  more  of  the  tomonr 
in  the  grasp  of  the  fingers.  With  his  left  hand  the  operator 
from  time  to  time  explwes  the  sar£»ee  of  the  tnmoar  to  mark 
his  progress^  and  to  arrest,  by  a  sort  of  shelling  out,  the  expul- 
sion of  tense  minor  c^iEfts  from  within  the  abdomen,  while  in  the 
interval  of  snch  niantnalations  the  first  assistant  doses  the  npper 
portion  of  the  woond  ny  pinching  its  edges  together,  and  prevents 
the  escape  of  the  intestines  or  omentum.  All  this  ap|)lies  to  oases 
where  there  are  very  distinct  cysts  with  perfectly  nuid  contents ; 
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bnt  where  the  tumour  is  one  dense  mass  of  septa,  with  only 
minute  cysts,  or  large  ones  containing  gluey  mattter,  tapping  does 
not  avail.  TImm  is  nothing  for  it  then  but  to  enlarge  the  open- 
ing in  the  tumour  sufficiently  to  allow  the  insinuation  of  the 
hand  into  its  interior,  and  so  to  remove  handful  after  handful  of 
the  contents,  a  process  by  no  means  pleasant-looking  to  the  unin- 
itiated. In  such  caseS)  also,  it  will  sometimes  be  necessary,  in 
order  to  avoid  undue  dragging  on  the  external  wound,  to  enlarge 
it  np  to  <»  beyond  the  umbilicus,  passing  to  one  side  of  this.  The 

Serator  most  look  inside  and  ascertain  tnat  there  is  no  intestine 
herentto  the  abdominal  wall,  which  he  lifts  on  his  fingers  while 
he  divides  it 

While  the  cyst  is  being  withdrawn,  ^firmer  adheiicns  must  be 
deak  with  if  they  exist,  and  they  gradually  come  into  prominence. 
Sren  tolerably  stout  and  firm  ones  will  often  yield  at  the  pointi>f.^Tp 
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attachment  to  the  tofnour,  if  peeled  carefully  downwards  hj  tlie 
finger,  bat  such  mast  be  caretally  examined  before  thej  are  al- 
lowed to  disappear  in  the  abdomen,  and  if  they  bleed,  most  be 
either  toached  with  the  cautery,  or,  still  better,  tied  with  a  firm 
silk  or  gut  ligature,  the  ends  being  cut  short  A  few  of  these 
ligatures,  more  or  less,  seem  to  make  no  difference  to  the  recovery, 
and  all  adhesions  of  omentum  or  bandsof  lymph,  which  are  really 
vascular  and  strong,  are  better  tied  at  once  and  then  divided  a 
little  beyond  the  ligature.  Close  adhesions  to  bowel  or  solid  vis- 
cera are  more  serious  matters.  If  careful  digital  separation  is 
possible,  it  is  the  most  satisfactory,  any  raw  surmce  left  on  the  vis- 
cus  beine  touched  with  strong  solution  of  perchloride  of  iron. 
If  the  scalpel  or  even  its  handle  is  required,  it  is  better  to  leave  a 
thin  section  of  the  tumour-wall  than  to  risk  iniuring  the 
viscera,  and  the  cautery,  Paquelin's  being  the  preferable  one,  may 
be  required  also.  Posterior  adhesions,  and  those  deep  in  the  p4^- 
vis,  are  only  discovered  towards  the  close,  and  require  the  utmoet 
caution.  Tney  are  dealt  with  on  the  same  principles,  and  in  order 
to  see  them  clearly,  the  first  assistant  must  keep  the  intestines 
from  roUine  downwards  by  means  of  a  flat  sponge,  or  small  pieces 
of  linen  well  soaked  in  antiseptic  solution.  One  or  two  clean, 
bright,  copper  spatnlse  occupy  less  room  than  his  hands. 

The  tumour  having  been  freed  from  adhesions,  and  lifted  out- 
side the  wound,  will  remain  attached  by  its  pedicle.  The  second 
assistant  should  hold  it  up  in  such  a  way  as  to  make  no  traction 
on  this,  and  yet  to  make  it  sufKciently  tight  to  allow  the  opera- 
tor to  examine  and  tear  it. 

TTie  Treatment  of  the  Pedicle. — ^The  history  of  the  treatment  of 
the  pedicle  is  almost  the  history  of  ovariotomy,  and  as  it  cannot 
be  said  that  any  one  plan  is  yet  universally  adopted,  or  is  suitable 
for  every  cas^,  i  shall  afterwards  shortly  refer  to  others  than  that 


Fig.  19d.^Well6'6  Blunt  Pedicle  Needle. 

which  I  almost  always  adopt,  and  which  is  described  here.  If  the 
pedicle  is  anything  like  the  ordinary  length  or  thickness,  the 
operator  seizes  it  with  his  left  forefinger  and  thumb,  and  com- 
presses it  so  as  to  ascertain  that  he  has  nold  of  a  thin  portion,  free 
from  any  thick  vascular  or  ligamentous  bands.  If  it  be  long 
enough  ne  can  also  ascertain  this  by  sight.  In  his  right  hand  he 
holds  a  long  blunt  needle  (fig.  192),  through  the  eyelits  of  which 
is  passed  a  long  ligature  of  the  stoutest  possible  pure  silk,  well 
carbolised,  the  silk  forming  a  loop  betwe^i  the  two  eyelets* 
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Guided  by  the  left  hand,  he  pushes  this  through  ike  central  tliin 
portion  of  the  pedicle.  In  the  case  of  a  very  short  pedicle,  a 
curved  needle  is  advisable,  and  it  will  serve  equally  as  well  for  a 
long  one.  The  centre  of  the  ligature  is  thus  pushed  through, 
seized,  and  held,  while  the  needle  is  withdrawn.  The  ligature  is 
then  cut  across,  and  we  have  thus  two  ligatures,  side  by  side,  and 
projecting  at  least  6  or  8  inches  on  each  side  of  the  pedicle.  The 
two  halves  are  now  tied  as  firmly  as  possible,  tying  the  two  por- 
tions of  the  pedicle,  previouslv  crossing  one  limture  cmce  over  the 
other,  to  ensue  the  union  of  tne  two  knots.  It  is  a  safe  precau- 
tion, although  seldom  quite  necessary,  to  tie  another  single  liea- 
ture  round  the  whole  pedicle,  on  the  proximal  side  of  the  double 
one.  The  dependent  ends  are  held  up  out  of  the  way  and  the 
pedicle  is  cut  across  with  scissors,  at  least  half  an  inch  on  the  dis- 
tal side  of  the  knots.  The  tumour  is  removed  and  the  pedicle  is 
sponged,  carefully  inspected,  and  then  smeared  with  carbolic 
^yoerine.  With  a  true  ovarian  tumour  the  greater  part  of  the 
Fallopian  tube  will  be  removed  with  the  tumour.  A  careful  ex 
amination  of  the  other  ovary  is  now  made,  and  if  it  is  found  to 
be  diseased,  it  is  ligatured  and  removed  in  a  similar  way. 

Next  comes  the  toilet  of  the  pelvis  and  dbdomen^  together  with  a 
carefol  search  for  any  bleeding  points  left  bv  torn  adhesion.  If 
the  cyst  has  been  almost  or  quite  unilocular,  has  been  shelled  out 
through  a  small  opening,  with  scarcely  any  adhesions,  and  with 
little  or  no  exposure  of  the  intestines,  it  will  suffice  to  use  a 
succession  of  small  sponges  carried  by  a  secure  sponge  holder  into 
the  more  dependent  parts  of  the  pelvis,  especially  Douglas's 
pouch,  until  they  return  almost  pure  and  dry.  £ut  if  the  contrary 
condition  has  been  the  case,  it  is  better  to  carefully  inspect  the 
cavity  wherever  bleeding  adhesions  are  possible,  to  tie  or  cauterise 
them  if  there  are  any,  and  not  to  close  tne  wound  until  the  absence 
of  hsemorhage  or  of  its  products  in  the  pelvis  can  be  positively 
affirmed.  The  intestines  are  meanwhile  carefully  repressed  by 
the  first  assistant  The  pedicle  is  now  examined  again,  the  ends 
of  its  lificaturee  are  cut  ofi',  half  an  inch  from  its  surface,  and  it  is 
dropped  into  its  normal  site.  A  flat  sponge,  the  full  length  of 
Uie  incision,  is  now  laid  over  the  intestinal  contents  and  allowed 
to  remain  until  the  external  sutures  are  placed  but  not  tightened ; 
it  is  then  carefully  withdrawn  between  two  of  them,  and  the 
sponges  are  finally  counted.  It  is  well  also  at  this  time  to  make 
sure  that  all  the  smaller  instruments  used  are  safe. 

For  the  stUures  I  greatly  prefer  silver,  although  some  operators, 
Wells  among  the  number,  still  use  silk.  They  may  be  inserted 
in  various  ways,  according  to  the  fancy  of  the  operator,  but  I 
think  that  accuracy  is  secured  better  and  more  easily  by  the 
straight  perineal  suture  needle  (fig.  42).    The  most  important 
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point  VI  to  86(Hire  ooaptation  of  tba  peritoneal  edges.  The  needle 
10  plunged  mto  the  akin  aboat  a  third  of  an  ioeh  from  its  edge, 
made  to  emerge  a  little  farther  from  the  out  edge  of  the  perito- 
neom,  then  passed  similarly  upwards  on  the  opposite  side*  The 
opc^tor  or  bis  assistant  tlir^s  the  point  with  a  pieoe  oit  wire,  8 
inches  long  or  thereabouts,  which  is  rapidly  Mid  easily  drawn 
back ;  the  two  extreme  ends  are  loosely  twisted  together  and  the 
process  ie  repeated  untU  the  whole  wound  is  sutured,  at  interFab 
of  about  half  an  iceh.  After  removal  of  the  4P<mi^  as  above 
mentioned,  the  raw  edges  are  once  more  smeared  lightly  with 
carbolic  glycerine,  and  the  sutures  are  twisted  and  ci^  short,  as 
in  other  suturing  with  silver  wire.  As  each  is  drawn  tight,  not 
too  tight,  the  wound  is  litted  up  by  it,  and,  with  a  probe  or 
director,  the  absence  of  intestines  or  omentum  is  well  assured,  the 
peritoneal  edges  are  pressed  into  the  wound,  and  the  edges  of  skm 
are  pJac^  in  apposition  but  not  inverted. 

In  dremng  the  wound  the  whole  Listerian  system  may  be  used, 
but  I  have  long  adopted  a  somewhat  more  simple  plan,  althoagh 
equally  based  on  antiseptic  principles,  and  have  been  thoroughly 
satisfied  with  it.  The  suture  ends  being  laid  flat,  I  lay  upon  the 
wound  a  piece  of  lint  at  least  an  inch  longer.  This  is  previously 
completely  saturated  with  carbolic  glycerine,  and  is  several  plies 
thicK.  Several  more  plies,  iA  Wger  size,  are  placed  above  this 
and  covered  by  a  still  larger  piece  of  waterproof  doth.  Then  four 
or  five  broad  straps  of  plaster  cover  the  abdomen  from  side  to 
side  and  entirely  exclude  tbe  air  from  the  dressings.  If  necessi- 
tated by  great  shrinking  of  the  abdomen,  a  thick  la^w  of  antisep- 
tic cotton  is  placed  above  this,  and  then  an  ordinary  obstetric 
binder,  or  a  many-tailed  one,  of  flannel,  is  applied.  This  dreasiDg 
may  be  safely  left  untouched,  except  the  binder,  for  ten  days, 
unless  some  unfortunate  circumstance,  such  as  |reat  rise  in  tem- 
perature, arise,  necessitating  an  examination  oi^  or  int^erenoe 
with,  the  wound.  This  will  have  healed  entirely  by  first  inten- 
tion, any  little  clots  about  the  ligatures  will  be  abeoluWy  asoeptic, 
and  on '  removing  the  stitches  the  same  dressing  is  quickly 
reapplied. 

A  certain  amount  of  shock  immediately  follows  the  operation 
in^  most  instances,  temperature  tialling  to  97,  96,  or  lower,  but 
this  slowly  passes  off*  if  the  patient  is  covered  with  warm  blankets, 
and  hoi  bottles  or  tins  are  applied  to  the  feet,  limbs,  and  body. 
This  should  be  done  in  every  case  until  the  temperature  rises 
above  the  normal.  The  after-treatment  consists  in  the  regular 
use  of  the  catheter,  and  occasional  subcutaneous  injectioDS  of 
morphia,  to  produce  rest  and  lock  the  bowels.  The  food  for  a 
day  or  two  should  be  almost  nU  ;  a  few  teaspoonfuls  of  iced  milk 
or  !3mnd's  essence  of  beef  are  suflicient  at  first,  and  after  a  day  or 
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two  a  larger  amoont  of  light  DonrUhing  slops  is  gradually  allowed 
StimnlaDts  are  seMoio  required,  uoleeB  tbe  first  sbock  is  of  ooo- 
siderable  duration  or  great  extent,  when  the  sabcataneous  iiyeo- 
tion  of  20  minims  of  salphario  ether  will  be  found  very  effeotive. 
The  bowels  are  kept  looked  for  at  least  a  week  or  ten  days,  and 
then  very  carefully  relieved  by  an  ii]^ection  (k  olive  oil.  Sick- 
neee  coming  on  immediately  after  operation,  and  oontinuing  at 
intervals  for  a  day  or  two,  has  not  the  same  evil  import  as  the 
symptom  oecuring  after  the  first  or  second  day.  Ice,  iced  soda 
water,  or  a  little  champagne,  may  be  given  with  advantage,  and  I 
have  seen,  where  these  had  failed,  a  small  cup  of  hot  tea  arrest  it 
at  once.  The  temperature  and  pulse  must  be  carefully  watched, 
and  any  sudden  and  great  rise,  with  or  without  rigor,  will  excite 
suspicions  of  s^ic  changes  in  the  intra*abdominal  serous  fluid,  to 
be  mot  with  by^  the  use  of  the  ice  bag  to  head  or  limbs  and  by 
full  doses  of  quinine.  In  marked  and  severe  septic  inflammation 
of  this  kind,  immediate  relief  has  been  given  by  cmening  the 
wound  at  its  lower  end  or  by  tapping  Douglas's  pouch  through 
the  vagina,  but  the  use  of  a  drainage  tube  wul  obviate  the 
neoessity  for  this  serious  proceeding.  The  advantages  will  be 
discussed  later  on. 

After  this  sketch  of  th^e  pperation,  it  remains  to  mention  cer- 
tain  points  wherein  practice  varies,  different  methods  or  means 
are  employed,  or  liie  circumstances  of  tbe  case  vaiy  from  those 
oommonly  met  with. 

2%«  ifse  of  the  Spray. — ^I  have  no  intention  of  reintroducing  . 
here  the  q^uestion  of  Listerism  or  antiseptic  surgery.  I  firmly 
believe  in  its  principles  and  adopt  its  practice,  as  is  everywhere 
apparent.  But  many  who  do  this  have  come  to  the  conclusion 
that  the  use  of  tbe  spray  has  certain  disadvantages  in  ovariotomy. 
They  allege  that  subsequent  hyperpyrexia  is  often  due  to  the 
large  amount  of  carbolic  acid  introduced  into  the  abdomen,  and 
that  dangerous  cooliqg  of  the  intestines  and  peritoneum  during 
the  operation  is  apt  to  be  caused  by  the  condensed  steam.  My 
experience  as  to  the  hyperpyrexia  has  been  exactly  the  opposite 
of  this,  and  the  cooling  can  be  greatly  prevented  by  having  the 
apparatus  not  too  far  QflF,  ^nd  by  directing  the  steam  across,  not 
into,  the  wound.  I  cannot^  feel  justified,  therefore,  in  refusing  to 
a  patient,  in  hospital  practice  la^t  any  rate,  t^is  means  of  driving 
off  or  neutralising  any  vitiation  of  the  atmosphere.  On  the 
other  hand,  in  home  practice,  and  with  every  precaution  described 
above,  I  feel  that  the  necessity  for  the  spray  is  minimised,  and  its 
slight  disadvantages  are  less  counterrolanced  by  gaiub.  With 
plenty  of  intelli^nt  assistance,  however,  I  cannot  see  that  it  is 
oontra-indicated  m  any  way. 

Ancuthesia. — Setting  aside  the  discussion  whether,  on  general 
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principles,  we  should  abandon  chloroform  and  return  to  ether,— 
and  I  have  not  seen  it  necessary  to  do  so,  except  in  particular  in- 
diriduals, — ^I  believe  that  Sir  Spencer  Wells  is  rieht  in  con8ide^ 
ing  that  bichloride  of  methylino,  given  with  Junker's  apparatus, 
is  the  most  suitable  ansasthetic  for  ovariotomy.  I  have  seen  it 
followed  by  severe  sickness,  but  it  is  less  often  so  than  chloroform. 
The  ansasthesia  should  be  deep  at  first,  and  afterwards  skilfdlly 
kept  up  just  to  the  verge  of  apparent  insensibility  to  pain,  and  it 
may  be  pushed  a  little  deeper  just  before  the  insertion  of  the 
superficial  stitches  {see  p.  68). 

jHie  Abdominal  Incision. — Much  discussion  took  place  at  one 
time  as  to  the  relative  mortality  of  long  and  of  short  incisions. 
I  think  all  are  agreed  now  that  any  proved  difference  depends, 
not  so  much  upon  the  size  of  the  incision,  as  upon  the  relatively 
lar^,  more  solid,  or  more  adherent  tumours  for  which  the  lar^r 
incisions  are  required.  Ra&er  than  exercise  any  forcible  traction 
through  the  wound,  or  treat  strong  adhesions  in  the  dark,  it  is 
advisaole  to  enlarge  the  incision,  even  to  the  length  of  10  or  12 
inches.  It  is  well  to  enter  the  peritoneum  at  first  about  the  centre 
ol  the  incision.    The  finger  can  then  be  inserted  downwards,  and 


Fie.  198.— Well's  Troemr  (M). 

mi^ht  thus  detect  a  source  of  dan^r  which  has  lately  been 
noticed  in  one  or  two  instances,  viz.,  tne  adhesion  of  the  bladder 
to  the  front  of  the  tumour.  When  there  is  great  difiiculty  in  sepa- 
rating peritoneum  and  tumour  in  front,  owing  to  adhesions,  it  is 
better  to  dissect  upwards  outside  the  peritoneum  until  a  point  is 
reached  where  it  can  be  lifted  by  the  forceps  from  the  subjacent 
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Tapping  the  OysL-^I  have  deeoribed  otsXy  a  simple  trocar  for 
this  purpose,  because  I  believe  that,  used  with  neatness  and  prao* 
tioe,  It  can  perform  the  work  with  perfect  efficiency.  A  much 
larger  one  than  No.  12  catheter  is  not  of  much  service.  Fluids 
that  will  not  flow  through  it  will  hardly  be  persuaded  to  do  so 
through  a  larger  instrument  But  the  instrument  of  Wells  (fig. 
198),  and  there  are  several  slight  modifications  of  it,  is  very 
cleanly.  Its  point  is  withdrawn  by  a  not  very  elaborate 
mechanism,  and  by  its  spring  booklets  it  can  soon  be  securely 
attached  to  the  flaccid  cyst  wall  An  inexperienced  operator  is 
apt,  however,  to  tear  a  thin  cyst  by  very  slight  traction  on  the  in- 
viting hold  of  it  he  has  thus  obtained.  A  piston  trocar,  such  as 
that  originally  used  by  Wells  (fig.  194),  and  furnished  with  a  rub- 
ber tube,  avoids  the  necessity  for  changing  vessels,  and,  on  the 
whole,  I  prefer  it.  Either  of  these  instruments  conveys  the  fluid 
directly  into  the  large  pail  which  stands  below  the  table. 

The  Pedicle. — There  has  been  more  variation  in  the  treatment 
of  the  pedicle  than  in  most  other  respects.  Most  of  the  earlier 
cases  were  treated  as  a  ligatured  vessel  then  was.  A  strong  liga- 
ture, often  of  whip-cord,  was  tied  around  it ;  the  tumour  was  cut 
off,  and  the  ends  of  the  ligature  were  left  hanging  out  of  the 
wound.  It  is  astonishing  what  success  was  obtain^,  in  spite  of 
this  septic  communication  with  the  outer  world,  and  of  the  sec- 
ondary nsemorrhage  which  its  removal  or  attempted  removal  occa- 
sionally involved.    The  extra-peritoneal  treatment  was  an  enor- 
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Fig.  194.— Pl«ton  Trocar. 

roons  advance  on  this.  The  pedicle  was  brought  to  the  opening  ot 
the  wound  and  transfixed,  or  otherwise  secured  outside,  while  the 
wound  was  tightly  closed  around  it,  and  antisepticity  of  the  pro- 
jecting portion  was  secured  by  tanning  it  with  perchlorideof  iron. 
Well's  clamp  (fig.  195),  with  minor  modifications  by  others,  was 
the  perfection  of  an  instrument  for  this  purpose.  The  removable 
handles  powerfully  compressed  the  clamp,  which  was  then  se-  ' 
cured  in  position  by  the  screw.  After  a  certain  time  separation 
took  place,  and  the  clamp  was  removed,  leaving  an  extra- 
abdominal^  cicatrix,  which  generally  healed  speedily.  But  the  ex- 
tra abdominal  clamp  has  in  turned  yielded  to  improved  intra-ab* 
dominal  methods  of  treatn^ent     It  slipped   occasionally,  some 
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time  after  the  operation ;  it  waA  apt  to  make  aerions  traetioo  on 
the  pelvic  organs;  it  gave  rise  to  adbeeions  whioh  impeded  the 
uterine  fanotions^  to  hernia  ^hrongh  the  abdominal  walla,  to  ulcer- 
ation of  formidable  extent,  to  ezceaaive  vomiting  after  operation, 
and  it  opened  a  door,  although  a  less  wide  one  than  formerly,  to 
septic  poisoning  from  without  Of  course,  these  untoward  results 
occurred  only  occasionally,  but  they  did  occur;  and  the  tendency 
to  each  of  them  was  diminished,  ii  not  lU^rogated,  by  the  use  of 
the  shortcut  ligature  left  entirely  within  the  abdomen.  It  was 
soon  found  that  pure  silk  ligatures  thus  used  gave  rise  to  little 
or  no  further  trouble,  that  proper  i^plloation  prevented  all  fear 


Fio.  105.— WeU'i  GUinp. 

of  their  slipping,  and  there  was  sufficient  minor  circulation  left  in 
the  stump  to  prevent  its  acting  as  a  foreign  body  or  a  sloogh. 
Granulations  freely  sprout  through  the  meshes  of  tne  silk,  and  in 
time  it  becomes  disintegrated  and  lost,  I  will  not  say  absorbed. 
The  greatest  difficulty  lay  with  short  and  very  broad  pedicles,  but 
these  also  were  difficult  or  impossible  to  treat  with  the  clamp. 
They  can  be  tied  in  more  than  two  portions.  The  ecraseur  or  the 
actual  cautery  may  also  be  considered  as  a  fairly  safe  means  of 
divldipg  the  pedicle,  which  than  is  left  free  within  the  abdominal 
cavity ;  but  much  as  I  value  these  instruments  for  the  treatment 
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of  maDj  afiocUoPB,  mf^  ab  I  oonsicUr  A^si  for  the  bloodless  divi- 
sion  of  many  gtrqctoree,  aod  much  aa  I  admire  the  woaderfullj 
good  resBltp  of  Baker  Btowb  and  Keitht  I  oonfeaa  that  I  dare  not 
tFUttt  to  these  alone  where  failure  is  so  irretrievablei  and  when  wc 
have  wch  an  efficient  means  of  treatment  m  the  intra-abdominal 
shortcut  eiU:  lintnre.  There  is  one  other  method  of  treating  the 
pedicle  to  which  we  may  have  reooorset  when,  to 
use  a  Bihemicism,  there  is  not  one.  If  the  tnmonr 
is  found  to  he  firmly  imbedded  in  the  broad  liga^ 
ment,  and  with  nothing  thatiseapableof  being  ligar 
tared,  it^may  be  enucleated ;  that  is  to  say^  we  may 
separate  the  peritoneal  covering  which  exists  at  its 
lower  end,  and  scrape  or  tear  out  the  tamonrfrom 
within  it.  Great  patience  and  watchfulness  as  to 
bleeding  points  are  required ;  and  when  the  tumour 
is  thus  finally  enucleated^  the  cut  or  torn  peritoneal 
edges  thus  left  ehould  be  turned  inwards  upon  them- 
selves, and  united  by  gal  sutures.  I  have  only  had 
one  experience  (^  the  Kind,  and  desisted  early  from 
the  attempt  at  enucleation,  treating  the  case  success- 
fully by  stitching  the  edees  of  the  lower  part  of  the 
cyst  to  the  abdominal  wall,  and  completeing  the  cure 
by  antiseptic  drainage.  I  may  quote  the  words  of 
Lawson  Tait ; — **  I  have  three  times  employed  this 
method  (enucleation)  with  eminently  satisfactory  re- 
sults ;  but  I  am  bound  to  say  that,  without  a^  good 
deal  of  experience  in  the  separation  of  adhesions,  I 
would  have  stopped  in  the  middle  of  the  process  and  left  it  in- 
complete, on  account  of  its  its  difficulties." 

Ihrainage  of  the  Peritoneum* — Marion  Sims  especially,  but  not 
alone  has  shown  that  death  occurs  in  the  majority  of  abdominal 
wounds  or  operations,  from  the  septic  effects  of  sero^anffuineous 
fluid  in  the  lower  part^of  the  peritoneum,  and  that  if  thfs  can  be 
washed  out  or  otherwise  removed,  recovery  is  possible,  even  in 
the  most  serious  cases.  Twice  I  saved  cases,  evidently  moribund 
by  aspirating  Douglas's  pouch,  and  so  removing  the  source  of 
danger.  But  this  is  but  a  clumsy  and  hazardous  proceeding. 
We  oueht  to  be  able  to  suck  up  any  such  fluids  through  the  a& 
domin^  incision,  and  this  is  provided  for  if  we  insert  a  drainaM 
tube  into  the  lower  angle,  and  leave  it  protruding  through  the 
abdominal  opening,  well  guarded  antisepticaUy.  If  we  nee  a 
glass  tube  (fig.  196),  as  recommended  by  Eeith,  we  may  thus 
pump  out  with  a  fine  svringe,  whenever  there  is  a  rise  of  tem- 
perature, every  drop  of  fluid  from  the  peritoneum,  or  even  wash 
It  out  with  antiseptic  fluids.  The  idea  is  charming,  and  we  thus 
render  the  penetrilia  of  the  pelvie  almost  as  open  to  treatment 
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as  tbe  surface  of  an  external  wound.  But  we  thereby  run  some 
risks.  In  the  great  majority  of  our  cases  we  have  no  such  sep- 
tic poisoning,  and  we  certainly  make  an  opening  for  it  in  the  huiaa 
of  a  careless  or  sleepy  nurse  or  assistant  We  greatly  reduce  the 
advantages  of  the  intra-peritoneal  treatment  of  the  pedicle. 
I  stoutly  held  out  against  mis  drainage  plan  until  I  lost  two  con- 
secutive cases  of  very  simple  operations  on  fine  healthy  young 
women.  Then  I  adopted  it.  in  the  first  case  we  pumped  out 
quantities  of  sero-sanguinous  fluid  twice  a  day,  but  we  could  not 
get  a  rise  in  tem(»erature  or  a  single  bad  symptom  to  justify  us  in 
doing  so.  In  the  next  case  I  put  in  an  india-rubber  cork  in  the 
tube,  and  left  it  alon^  till  the  end  of  five  days,  when  I  took  it  out 
with  every  antiseptic  precaution.  Then  the  temperature  rose  to 
105,  and  I'wished  I  had  left  it  Icmeer,  or  not  meddled  with  it  for 
a  longer  period,  but  the  patient  did  well.  I  treated  four  caaes 
subsequently  with  the  well-corked  tube,  and  those  in  a  general 
hospital  when  erysiyelas  was  somewhat  rife.  The  taking  oi  it  out 
involved  in  each  case  a  slight  rise  in  temperature, 
but  not  more  than  the  removal  of  the  stitches  or  the 
first  opening  of  the  bowels  often  does.  I  took  caie 
to  leave  all  fluids  behind,  and  not  to  remove  the 
cork  before  the  tube.  The  result  of  all  this  is  to 
convince  me  that  if  the  operation  has  been  done 
antiseptically,  in  a  healthy  surrounding,  and  with 
the  fair  certainty  of  a-septic  accompaniments,  we 
run  less  risk  by  omitting  the  drainage  tube.  If 
these  conditions  are  evidently  absent,  the  operation 
should  not  be  done  at  all,  but  if  there  is  a  ooubt  on 
the  point,  as  there  must  often  be  in  hospital  prac- 
tice, it  is  better  to  use  the  drainage  tube,  to  cork  it 
up  well,  and,  if  all  goes  well,  to  get  rid  of  it  within 
five  or  six  days,  as  carefully  as  possible.  In  one  of 
the  cases  above  referred  to,  a  wide  sinus  was  left 
for  nearly  three  weeks,  the  depth  or  dimensions  of 
which  I  never  cared  to  inquire  into  too  minutely.  ^^  loSfadis. 
I  think  I  shall  use  the  well-corked  tube  in  an^  ^rabb^Drmin. 
future  hospital  cases,  or  when  I  know  that  the  pen-  «««  vi^^^i 
toneum  cannot  be  thoroughly  cleansed,  and  do  ^he  sameniL 
without  it  in  all  others.  In  the  case  of  spray,  one  terw. 
makes  this  rule  of  thumb  sort  of  a  distinction  for 
less  valid  reasons,  but  in  the  case  of  the  drainage  tube  we  have  to 
some  extent  to  make  a  choice  of  evils,  and  the  relative  propor- 
tions of  these  may  depend  on  the  surrounding  circumstances.  It 
is  necessary  to  make  very  sure  that  the  tube  is  secured  so  firmly 
that  is  cannot  slip ;  and  I  have  found  a  thick  india-rubber  one 
(fig.  197),  with  a  phlange  like  that  of  a  tracheotomy  tube,  very 
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serviceable ;  it  can,  if  made  very  lon^,  be  cut  down  to  the  exact 
reqaiflite  length  at  the  time  of  opeiating. 

The  Causes  of  Death  after  ovariotomy  are  chiefly  shock, 
hsemorrhage,  and  septisesemia.  How  fieir  peritonitis,  not  due  to 
sepeis,  may  •sometimes  be  a  cause,  it  is  difficult,  is  not  impossible, 
to  say.  Wounds  of  surrounding  ON;an8 — ^the  bladder,  intestines, 
ureter,  &c — ^figure  occasionally,  although  it  is  to  be  hoped  very 
rarelY.  Strangulation  oi  intestines  in  we  wound,  by  the  pedicle, 
or  otherwise,  may  be  considered  as  among  the  preventible  causes. 
Death  may  also  occur,  as  after  other  operations,  from  various 
constitutional  affections  of  the  throracic  organs,  kidney,  liver,  tc. 
Gradually  increasing  knowledge  of  the  best  methods  of  operating 
is  rapidly  diminishmg  the  mortality  in  every  direction,  but  un- 
doubtedly the  greatest  danger  lies  in  the  vicious  forms  of  septic 
poisoning.  To  extreme  care  in  cleansing  the  peritoneum,  to  the 
careful  prevention  of  haemorrhage  from  wihesions,  to  the  utmost 
attention  to  the  a-eeptic  condition  of  operator,  assistants,  bystand- 
ers, ward  surrouudinffs,  instruments,  and  appliances,  and  to  the 
proper  estimation  of  the  value  of  drainage,  we  look  for  still 
inrther  advances. 

The  general  indioationa  for  the  open|iti0ii  are  simple  enough. 
Given  an  ovarian  tumour  which  is  increasing  in  size,  or  interfering 
with  the  health,  usefulness,  or  comfort  of  the  patient,  it  should  be 
removed,  unless,  according  to  views  enunciated  above,  a  prelimi- 
nary tapping  is  advisable,  or  unless  there  is  some  definite  contra- 
indication. 

The  oontra-indieationB  are  becomiuj^  daily  fewer  and  fewer. 
A  non-increasing  tumour,  with  only  trivial  discomfort  to  the 
patient,  should,  I  think,  be  left  alone,  although  I  am  not  unaware 
of  a  possibility  of  the  simplest  cyst  developing  papillomatous, 
sarcomatous,  or  other  malignant  contents.  I  cannot,  however, 
help  thinking  that  in  this  event  it  would  warn  us  to  interfere  by 
departing  from  the  innocuous  conditions  premised.  Evidence  of 
hsemorrhage  or  cyst,  or  of  suppuration  within  it,  or  of  strangula- 
tion of  its  pedicle,  or  of  dangerous  inflammation  about  it,  are 
indications  for  immediate  operation  rather  than  delay.  Supposed 
malignancy  of  a  cystic  tumour  pleads  also  in  favour  of  removal, 
unless  malignant  deposits  are  tound  elsewhere.  The  chance  of 
saving  a  life  should  outweigh  the  chance  of  damaging  a  table  of 
statistics,  and,  m  respect  to  immediate  danger,  the  operation  is 
not  in  the  same  category  as  excision  of  the  cancerous  uterus. 
Adhesions,  however  extensive  they  are  supposed  to  be,  will  not 
deter  from  careful  exploratory  excision.  Coexisting  ascites,  which 
may  foirly  be  supposed  to  be  due  to  the  presence  of  the  tumour, 
is  no  barrier  to  operation.  The  more  debilitated  the  patient,  the 
greater  the  incentive  to  try  and  save  life  by  operation ;  but  the 
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higfaMt  pfactioal  ^11  is  neoe&akrj  to  d^de  how  far  the  health 
may  be  improved  during  a  fibort  delay,  with  euitable  general 
treatment  The  whole  ^ngt^  of  oircniutmces  whicdi  were  for- 
merly described  ad  *^  likely  to  bt^ng  the  opemtion  into  discredit,'' 
may  now  be  left  out  of  consideration^  from  that  point  of  view 
merely.  Bnt  general  cancer  or  tobercnloeAs,  and  omanic  diseases 
of  other  ormns,  Which  are  certain  to  be  aggravated  by  any  opera- 
taiodf  are  the  only  true  contra-indications  to  one  who  kno^e  that 
he  can  cope  with  any  reasonabie  local  difficiiltie& 

OophdW6tomy. 

I  am  well  aw^re  of  all  the  difflctilties  that  aHue  when  we  at- 
tempt to  define  what  we  mean  by  *^  oophorectomy  "  in  contradis- 
tinction to  **  ovariotomy."  The  latter  is  etymofo^cally  a  mon- 
grel term,  the  former  indndes  the  latter.  I  lefcve  flie  student  to 
study  for  himself  the  discussion  as  to  the  termfc  *^  normal 
ovanotomy,"  "  Battey's  operation,"  »*  Tait's  operation,"  And  the 
like— bnt  I  accept  for  the  present  a  term  Which  almost  every  one 
understands  to  mean  the  removal  of  the  ovaries^  ndft  oti  account 
of  ovarian  tumour,  but  for  Other  reneons. 

The  preliminary  management  and  the  fitist  steps  of  the  opera- 
tion are  the  same  as  those  of  ovariotomy.  Too  small  an  incision 
is  a  mistake,  for  although  the  substauce  to  be  attracted  are  often 
small,  there  is  sometimes  great  difibulty  in  separating  them  from 
their  attachments,  or  even  in  fiudine  them.  About  4  inches  will 
generally  suffice.  The  division  of  the  peritoMtim  mu^t  be  very 
carefully  made,  fbr  intestines  lie  immediately  behind  it,  except  in 
operations  necessitated  by  large  uterine  fibroids.    The  fundus 


Fift.  ite.^Wellt's  Pedicle  Forceps,  carved. 


Uteri  is  the  first  part  searched  for,  and,  guided  by  this,  we  pass 
the  finger  along  the  broad  lisament  and  find  the  ovwry.  The 
uterus,  with  its  (tttnexesj  may  be  carefully  elevated  on  the  sound 

Digitized  by  VjOOQ  IC 


VAeiHAL  OTIRIOTOMT.  468 

by  an  asBistant.  A  forceps,  Bimilar  to,  but  twice  the  size  of,  the 
Wells  torsion  forceps,  is  of  ^reat  use  (fig.  198)  to  Rrasp  the  pedi- 
cle while  it  is  perforated  ana  tied  witn  silk  as  above  directed,  and 
in  ovariotomy  this  instrument  serves  a  ereat  many  useful  pur 
poses,  which  each  operator  will  discover  for  himself.  It  is  advis- 
able, in  nearly  every  case,  to  remove  both  ovaries,  as  the  cessation 
of  ovulation  and  m^dsttuation  is  th^  esUBelitial  object  of  the 
treatment  The  experience  of  Lawson  Tait  is  conclusive,  that 
this  is  more  immediately  and  certainly  accomplished  by  removing 
the  Fallopian  tubes  at  the  same  time,  even  when  they  are  not 
found,  as  they  very  frequently  are,  to  be  themselves  diseased.  It 
will  depend  on  the  relation  of  the  ^arts  whether  this  is  done  by 
the  same  ligature  as  that  which  isolates  the  ovary,  or  by  a 
separate  one.  Whei%  iio  ddhesiotts^  the  !!^alt  of  ovaratis,  salpin- 
gitis, or  surrounding  peritonitis,  exist,  the  operation  is  generally 
esfly  enough^  but  in  the  contrary  state  of  matters  the  greatest' 
difficulty  and  dMiger  from  h«morfhage  may  arise,  requiring  the 
utmost  skill  of  tm  coolest  and  most  practical  surgeon. 

Vaginal  Ovariotomy  at  Oophorectomy. 

Removal  of  the  ovary  by  the  vagina  on  account  of  even  mode- 
rate-sized ovarian  tumours  seems  to  me  to  present  so  many 
elements  of  difficulty  and  danger,  in  eircess  of  it»  removal  by  the 
abdomen,  tiiat  I  do  not  feel  it  necessary  to  do  more  than  to  refer 
the  student  to  the  special  works  on  diseases  of  the  ovary  before 
referred  to.  As  regards  oophorectomy,  to  preserve  our  distinction 
between  the  two,  I  look  upon  the  operation  as  increased  in  diffi- 
culty and  generally  in  danger  by  the  vaginal  method,  although  I 
do  not  forget  that  Battev  performed  his  earlier  operations,  at  any 
rate,  in  this  manner.  The  patient  having  been  placed  in  lithot- 
omy position,  and  the  vagina  having  been  rendeml  a  septic  as  far 
as  possible,  the  cervix  uteri  is  drawn  down  by  vulsellum,  while 
with  the  aid  of  the  duck-bill  speculum  the  vaginal  wall  is  incised 
behind  it  in  the  middle  line,  so  as  to  admit  one  or  two  finders  into 
the  peritoneal  cavity.  Thesd  dtttg  down  the  ovary  if  they  can 
find  it,  and  if  it  is  not  too  adherent,  and  bring  it  through  the 
opening,  and  thus  enable  us  to  ligature  its  attachments  and  remove 
it.  The  other  ovary  is  similarly  treated.  If  one  Were  called  on 
to  "  spav ''  a  healthy  woman,  or  one  who  had  merely  some  ner- 
vous or  hysterical  affection,  this  method  would  doubtless  suffice, 
and  a  drainage  tube  With  antiseptic  irrigation  would  ensure  &ir 
safety  after  the  operation,  but  how  an  adherent  ovary,  or  one  re- 
moved far  ftom  its  normal  site  by  uterine  tumour,  chii  be  thus 
safely  treated,  I  am  at  a  loss  to  see,  and  the  simultaneous  removal 
of  the  Fallopian  tube  in  this  way  presents  still  greater  difficulties.. 
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CHAPTER  XVIII. 

DifiBASBS  OF  THB  FALLOPIAN  TUBB8.  Congenital  Abnormalities,  Morbid 
Growths.  Undue  Patency.  Constriction.  Inflammation,  Acute  and 
Chronic.  Abscess  (Pyo-salpinx).  Tubal  Dropsy  (Hydro-salpinx).  Hb- 
mato-salpinx. 

BzTRA-UTSRnrB  Pbbgnanct. 

The  Fakllopian  Tubes. 

The  diaeasefl  of  these  organs  have  assumed  considerably  greater 
importance  during  the  last  few  years.  It  has  long  been  known 
that  they  are  liabte  to  inflammation,  to  abscess,  and  to  enlargement 
from  other  causes,  but  these  conditions  were  considered  to  be  rare, 
and  almost  impossible  of  dia^osis  from  other  much  more  con^- 
mon  affections,  from  ovarian  inflammation,  pelvic  cellulitis,  pelvic 
abscess,  &c.  The  progress  of  ovariotomy  and  oophorectomy  has 
revealed  the  fact  that  affections  of  the  tubes  are  more  common 
than  was  hitherto  supposed.  Attention  being  more  attracted  to 
them  their  diagnosis  has  become  somewhat  more  easy,  in  this,  if 
in  no  other  way,  viz.,  that  instead  of  considering  them  as  rarities 
which  must  just  be  borne  in  mind  as  possible  sources  of  error,  we 
may  take  them  into  consideration,  in  a  lar^e  number  of  cases,  aa 
our  starting  point  for  framing  a  diagnosis  by  exclusion.  The 
functional  activity  of  the  tutes  as  sources  of  some  of  the  flow 
during  menstruation,  demonstrated  by  Bemutz  and  Goupil,  and  in- 
sisted on  with  characteristic  persistency  by  Taite,  has  accounted 
for  some  of  the  cases  of  tubal  distention  following  occlusion,  and 
has  caused  these  organs  to  be  regarded  with  greater  interest  by  the 
operator  who  looks  upon  the  arrest  of  the  menstrual  function  as  a 
primary  object  or  a  desirable  sequel  of  his  operation. 

The  tubes  (fig.  199)  vary  in  length  from  4  to  6  inches,  the  right 
beiuK  frequently  the  longer.  They  run  along  the  upper  margin  of 
the  broad  ligaments,  curving  over  the  ovaries  imd  extending 
beyond  them,  one  of  the  fimbnse  of  the  trumpet-shaped  extremitiea 
mantaining  a  permanent  connection  with  those  organs.  Their  cilia- 
ted lining  epithelium  works  towards  the  uterus,  facilitating  the 
passage  of  the  ova  outwards,  and  probably  rotarding  the  ingress  of 
the  spermatic  fluid.  If  it  were  a  proved  fact  that  uie  in- 
herent locomotor  powers  of  the  spermatozoa  could  not  over- 
come this  resistance  of  the  Fallopian  cilia,  we  should  be  com- 
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pelled  to  admit  that  all  previous  views  as  to  the  fertilisation  of 
the  ovum  taking  place  nommally  within  the  tubes  were  incorrect, 
and  that  extra-uterine  fcetation  could  only  occur  as  a  result  of 
destruction  of  the  Fallopian  cilia  by  inflammation  or  otherwise. 
As  far  as  I  can  gather  from  Tait's  most  recent  work  this  is  his 
view,  and  there  is  much  to  support  it 

The  Fallopian  tubes,  when  healthy,  are  scarcely  to  be  made  out 
by  bimanual  examination ;  but  when  moderately  enlarged  by  dis- 
ease, their  peculiar  twisted  shape  can  often  be  tairly  defined  in 
this  way.  They  give  the  impression  of  a  knuckle  of  small  in- 
testine or  of  a  bent  sausage,  but  when  largely  distended  they  may 
become  as  globular  as  any  other  tumour  met  with  in  the  same 
neighbourhood. 

&mgeiiital  AbnormalitieB  of  the  Tubes,  of  auy  clinical  im- 


FiG.  199.— The  Left  Broad  Ligament,  Fallopian  Tube,  Ovary,  and  Parovariam,  seen 

from  behind  (Henle). 

portance  are  usually  coexistent  with  similar  abnormalities  of  the 
ovaries.  A  duplex  trumpet-shaped  extremity  has  been  noted, 
but  I  know  of  no  instance  of  a  double  tube  from  one  horn  of  the 
uterus.  Absence  of  the  tube  is  found  in  unilateral  development 
of  the  ovary  and  uterus,  but  a  perfect  tube  has  been  found  when 
the  ovary  was  quite  rudimentary.  Occlusion  of  the  tubes  at 
either  end  may  possibly  be  congenital  in  some  instances,  but  it 
is  certainly  the  result  of  disease  in  the  majority. 

Morbid  Growths  of  the  Tubes,  of  almost  all  kinds,  are  re- 
corded in  the  annals  of  pathological  anatomy.  There  is  no  organ 
of  the  body  in  which  such  is  not  the  case.  Cancer,  sarcoma, 
tubercle,  myomata,  lipomatay  calcareous  deposits,  and  the  like, 
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have  all  been  found  in  the  dissecting  room,  but  clinically  they 
cannot  at  present  be  separated  from  similar  growths  of  the  sur- 
rounding parts  except  by  abdominal  inciBion  and  removal. 

Undue  Patency  of  tiie  Tubes  has  been  strongly  insisted  on 
as  a  frequent  occurrence  by  Matthews  Buncan  {Dismses  of  Wamen^ 
1883).  In  an  article  in  the  Brit  Med.  Jour.j  of  March  12, 1881, 
he  has  furnished  clear  proof  from  various  sources  that  this  may 
exist,  occasionally  at  any  rate.  The  knowledge  of  this  fact  should 
tnake  us  additionally  careful  in  the  use  of  intra>uterine  or  forcible 
Vaginal  injections.  It  will  also  account  for  a  limited  number  of 
cases  of  pelvic  he^matocele,  and,  even  although  the  normal  ciliary 
action  of^  the  Fallopian  mucous  lining  usually  prevented  the  in- 
gress of  spermatozoa,  it  might  account  for  certain  cases  of  Fallo- 
pian impregnation  and  extra-uterine  pregnancy.  As  an  excuse 
for  the  passage  of  the  uterine  sound  beyond  the  limits  of  the 
uterus  it  may  serve,  and  sometimes  no  doubt  correctly,  but  I 
trust  that  the  practitioner  may  not  have  an  occasion  to  avail  him- 
self of  it.  In  two  deaths  which  I  have  known,  soon  after  this 
accident,  but  in  no  way  connected  with  it,  there  were  no  such 
dilatations  found  on  post-mortem  examination. 

Constriction  and  Ooclusion  of  the  Tubes,  at  either  or  both 
extremities,  is  of  not  infrequent  occurrence,  giving  rise  to  dilata- 
tion. Although  such  constrictions  ma^  be  of  congenital  origin, 
they  are  most  frequently  due  to  some  form  of  inflammation,  and 
occasionally  to  pressure  of  neighbouring  abnormalities  of  the 
uterus  or  ovary.  Their  consideration  therefore,  involves  that  of 
their  most  frequent  cause — inflammation — and,  together  with  the 
retention  of  fluids, — of  pus,  serum,  or  blood, — ^to  which  they  give 
rise,  will  be  most  fitly  discussed  after  speaking  of  inflammation 
of  the  tubes.  Partial  constriction  or  stenosis  is  doubtless  an  oc- 
casional cause  of  dysmenorrhoea,  and  perhaps  of  sterility,  but 
complete  constriction  or  atresia  is  more  particularly  referred  to 
here. 

Inflammation  of  the  Tubes  (Salpingitis).— Acute  inflammsr 
tion  of  the  tubes  is  usually  a  rapid  and  dangerous  affection.  It 
occasionally  constitutes  a  stage  in  ttie  wide-spreading  septic  inflam- 
mation which  follows  upon  delivery,  but  under  these  circum- 
stances it  can  hardly  be  differentiated  from  the  metritis  or  peri- 
tonitis which  follow  or  precede  it.  The  most  striking  cases  are 
those  which  sometimes  suddenly  arise  during  the  progress  of 
acute  or  chronic  gonorrhoea,  and  even  in  these  it  is  the  communi- 
cation of  the  affection  to  the  peritoneum,  with  violent  peritonitis, 
and  possibly  rapid  death,  which  often  flrst  excites  attention. 
The  ordinanr  treatment  of  peritonitis  is  called  for,  but  the 
question  will  arise  whether,  during  an  acute  attack  with 
impending   death,  the   patient    may    not  be    saved    by    the 
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beroic  tteatmetit  of  opeDing  the  abdomen  and  removW  the 
inflamed  tube.  It  is  a  fact  that  abdominal  section  is  not  onfy  per* 
misaible,  but  is  imperatively  called  for,  in  acute  peritonitis  or 
lethal  tendency,  in  the  presence  of  an  ovarian  tumour.  Whether 
it  is  the  relief  of  tension  thus  produced,  or,  as  I  suspect,  the 
antiseptic  clatnsing  of  the  neritoneum,  which  is  perfectly  brouight 
about  by  the  Listerian  methods,  or  less  perfectly,  but  still  oncn 
efficiently,  by  other  precautions,  I  know  not,  but  the  fact  is  cer* 
tain  that  peritonitis  under  this  treatment  almost  invariably 
subsides^  and  that  the  patient  is  apparently  placed  in  the  same 
position  as  if  no  intercurrent  inflammation  had  existed.  Acute 
salpingitis,  however,  is  so  sudden  in  its  origin,  and  violent  in  its 
progress,  and  often  so  difficult  to  differentiate,  that  it  will  onlv 
venr  rarely  happen  that  a  surgeon,  with  sufficient  diagnostic  skill, 
ana  experience  m  abdominal  surgery,  is  at  hand  to  undertake 
this  treatment  early  enough  to  be  of  service*  It  cannot  be 
recommended  as  an  ordinary  proceeding — the  risks  of  mal- 
diagnosis  and  insufficient  operative  skill  forbid  it. 

Suonio  Salpin^tis  is  not  very  uncommon.  The  pathological 
anatomists  have,  however,  yet  to  tell  us  how  often  it  is  merely 
an  accompaniement  of  chronic  endo-metritis,  and  the  clinical 
physician  cannot  yet  inform  us  how  we  are  to  distinguish  its 
symptoms  from  those  of  chronic  ovaritis  cr  metritis,  until  it  has 
caused  ver^  serious  [organic  changes  in  the  tubes.  In  chronic 
endo-metritis,  the  occurrence  of  sudden  and  occasional  discharges 
of  pus  from  the  uterus  may  afford  probable  evidence  of  salpingitis 
if  the  cervix  uteri  is  freely  patent,  but  this  evidence  will  not 
extend  beyond  the  range  of  probability  unless  we  can  detect 
bi-manually  a  swelling  on  one  or  both  sides  of  the  uterus,  which 
disappears  after  each  such  discharge.  If  we  are  led  by  this 
circumstance  to  the  conclusion  that  chronic  salpingitis  exists,  the 
urgency  of  the  symptoms  will  alone  determine  whether  we  should 
continue  to  trust  to  the  ordinary  treatment  of  chronic  endo* 
metritis,  or  should  act  as  we  shall  see  we  are  occasionally  called 
upon  to  in  cases  of  definite  pvo-salpinx  with  occlusion  of  the 
tubes.  The  result  of  chronic  salpingitis  may,  in  certain  ca&es,  be 
merelv  the  prolongation  of  the  duration  of  chronic  endo-metritis. 
In  others  it  may  be  the  means  of  exciting,  at  any  moment, 
dangerous  inflammation  of  the  peritoneum  or  ovary.  In  a  third 
class  of  cases,  by  obstructing  the  tube,  it  may  lay  the  seeds  of 
future  dysmenorrhoea  or  of  hsematocele.  I  have  no  experience  of 
attempted  catheterisation  or  dilatation  of  the  tube  in  such  cases, 
but,  considering  the  degenerated  condition  of  the  walls,  I  should 
regard  it  as  peculiarly  dangerous,  even  when  practicable.  When 
the  tubes  remain  patent,  their  lining  membrane  mav  be  altered, 
and  its  ciliary  action  destroyed,  and  this  could  hardly  occur 
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witlicmt  some  bearing  on  the  egress  of  the  ovam  or  on  the  ingreM 
of  the  spermatic  fluid,  to  which  reference  will  a^ain  be  made. 
Bat  one  of  the  more  common  results  of  chronic  s^pingitis  is  to 
cause  obstruction  of  the  tube  at  more  than  one  point,  its  outer 
extremity  and  fimbrise  may  become  adherent  to  the  neighbouring 
structures,  while  its  inner  extremity,  or  intermediate  part,  is 
sealed,  and  thus  an  accumulation  of  pus,  blood,  mucus,  or  serum 
may  be  produced,  leading  to  the  conditions  of  pyo-salpinx^ 
hsematOHsalpinx,  or  hydro-salpinx. 

Pyo-Balpinz  (encysted  abscess  of  the  tube).  This  affection  no 
doubt  exists  in  many  instance  of  supposed  ovaritb  with  suppura- 
tion, and,  as  has  already  been  said,  there  is  often  much  difficulty 
in  differentiating  it  from  that,  or  from  abscess  due  to  pelvic 
cellutitis.  iNTevertheless,  the  symptoms  and  signs  are  clear 
enough — upon  paper.  We  have  constant  wearing  pain  in 
one  or  both  groins,  increased  by  every  movement,  by  coitus,  and, 
during  the  menstrual  period.  We  have  various  disorders  of  the 
menstrual  function, — entire  suppression  in  some  cases,  irr^ularity, 
pain,  or  profuse  increase  in  others.  In  the  latter  case,  one  tube 
may  remain  patent,  but  not  necessarily  so.  Coexistent  with 
these  symptoms  we  have,  on  one  or  both  sides  of  the  uterus,  at  a 
greater  or  less  distance  fix)m  it,  a  distinct,  soft, obscurely  fluctuat- 
ing swelling,  ascertainable  bi-manually.  There  is  great  tender- 
ness in  the  same  region,  and  the  swelling  may  oe  flxed  or 
somewhat  moveable,  according  to  the  presence  or  absence  of 
adhesions.  It  seldom  attains  a  very  great  size  until  after 
a  considerable  period,  and  has  the  laterally  elongated  direction 
and  sausaffe-like  shape  above  mentioned.  Such  siens  and  symp- 
toms clearly  made  out,  point  to  the  existence  of  tuhal  distention, 
but  not  necessarily  by  pus.  To  complete  the  diagnosis  of  pyo- 
salpinx,  we  require  a  history  of  acute  inflammation,  although, 
like  all  similar  histories,  it  is  often  difficult  to  elicit'  "Die 
inflammation  may  be  ascribed  to  a  chill,  or  to  sudden  arrest  of 
menstruation,  but  more  frequently  have  arisen  during  the  post- 
puerperal  state,  or  during  an  attack  of  gonorrhoea.  Accompanving 
the  affection,  frequent  rises  of  temperature  and  sudden  chills 
confirm  the  diagnosis  of  the  purulent  character  of  the  swelling. 
Occasionally  a  sudden  catastrophe  arises,  from  bursting  of  the  swell- 
ing into  the  peritoneal  cavity,  and  a  few  hours  may  bring  about  a 
fatal  collapse.  Or  the  inner  obstruction  may  give  way,  per- 
mitting the  discharge  of  pus  into  the  uterus,  ana  this  may  happ^i 
once  and  again,  and  even  result  in  permanent  cure.  The  purulent 
character  of  this  disharge,  and  the  temporary  subsidence  of  the 
swelling,  then  render  the  diagnosis  almost  complete. 

Treatment. — ^That  such  purulent  collections  occasionally  make 
their  way  into  the  vagina  or  rectum,  and  so  eventuate  in  perma- 
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nent  cure,  exactly  like  a  pelvic  abscess,  I  have  no  mauDer  of  doubt ; 
and  that,  where  they  have  so  far  advanced  in  this  direction  as  to 
{voint  into  either  cavity,  they  mav  be  saoceesfuUy  treated  by  aspira- 
tion) and  irrigation  with  carbolised  or  iodised  solution  and  drain- 
age tubcyjl  aoQ  also  convinced.  But  the  question  arises — ^Is  this 
treatment  always  safe  in  a  purulent  tubal  collection,  which  may 
be  loosely  connected,  if  at  all,  by  adhesions  to  the  intervening 
structures  ?  There  is  undoubtedly  grave  risk  in  such  treatment, — 
almost,  if  not  quite,  as  great  as  that  involved  in  opening  the  peri- 
toneum from  above.  Yet  the  constant  pain  demands  relief  in 
some  way,  and  surgery  can  alone  afford  it,  while  the  patient  is 
living  in  constant  danger  of  internal  rupture.  Exploration  by  a 
very  fine  perforated  needle  and  syringe  is  not  liable  to  produce 
dangerous  results  if  antiseptically  used,  and  should  not  be  despised 
as  a  means  of  diagnosis  in  an  affection  which  always  presents  a 
certain  amount  of  obscurity. 

But  when  the  diagnosis  is  clearly  established,  and  when  fixation 
of  the  tumour  to  tibe  pelvic  roof,  with  evident  tendency  to  point 
into  the  vaffina  or  rectum,  are  not  clearly  established,  abdominal 
section  would  seem  to  be  the  safest  resource.  Considerable  surgi- 
cal skill  and  experience  are  demanded  in  most  cases,  to  isolate  tne 
swelling  without  rupturing  it,  and  to  decide  what  is  next  to  be 
done.  If  it  can  be  separated,  ligatured,  and  removed,  alon^  with 
the  corresponding  ovary,  which  is  useless  or  harmful  if  left,  and 
often,  from  adhesions,  more  easy  to  remove  than  to  leave,  this 
should  be  done.  If  numerous  adhesions  prevent  this,  and  still 
more,  if  the  abscess  has  been  burst  during  the  operation,  the  peri- 
toneum must  be  thoroughly  cleansed,  the  torn  or  intentionally- 
made  opening  in  the  cyst  must  be  carefully  stitched  to  the  ex- 
ternal wound,  and  the  cavity  must  be  healed  up  by  antiseptic 
drainage.  Tait  and  others  have  successfully  treated  many  cases 
in  this  way,  and  it  seems  to  me  to  be  a  more  rational  and  im- 
peratively-demanded operation  than  the  search  for  hypothetical 
diseased  ovaries,  and  their  removal  for  still  more  hypothetical 
associated  nervous  affections.  Bearing  in  mind,  however,  the 
great  difficulties  so  often,  if  not  always,  resulting  from  adhesions, 
the  operation  cannot  be  placed  on  the  same  footing,  either  as 
regards  safety  or  assured  advisability,  as  the  removal  of  the  ova- 
ries and  tubes  in  the  case  of  uterine  fibroid  disease. 

Hydro-salpinz  (tubal  dropsy).  By  this  term  we  indicate 
occlusion  of  the  Fallopian  tube,  as  described  above,  and  distension 
of  its  cavity  by  serous  or  muco-serous  fluid  secreted  from  its  walls 
(fig.  200).  If  this  accumulation  has  occurred  to  a  considerable 
extent,  it  will  closely  simulate  a  cyst  of  the  ovary  or  of  the  broad 
lija^aments ;  and,  even  if  aspiration  be  employed  as  a  means  of 
diaem>8is,  there  is  no  special  character  of  the  fluid  by  ^ich  the 
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diagnoflis  can  be  made  quite  certain.  This  is,  however,  of  the  less 
importance,  seeing  that  large  tumours  of  the  kind  are  of  rare 
occurrence,  and  they  call  for  the  same  treatment,  by  aspiration  or 
removal,  as  those  for  which  they  may  thus  be  mistaken.  Small 
accumulations  give  rise  to  precisely  the  same  physical  signs  as 
those  afibrded  by  pyo-salpmx,  but  there  is  an  absence  of  the 
marked  and  continuous  inflammatory  symptoms,  although  the 
characteristic  pain  and  the  menstrual  disorders  are  sometimes 
equally  present.  There  is  the  same  occasional  tendency  to  perio- 
dic discharge  into  the  uterus  as  in  pyo-salpinx,  and  its  bearing  on 
diagnosis  is  equally  strong.  A  cure  may  be  affected  b^  tapping 
per  vaginam^  or  by  abdominal  incision,  and  the  same  considerations 
would  influence  us  in  adopting  either  alternative  plan,  as  in  pyo 
salpinx.  In  both  affections  recovery  occasionally  occurs  after  a 
spontaneous  discharge  of  the  encysted  fluid  by  the  uterus. 

HsDmato-salpinz,  or  accumulation  of  blood  in  the  tubes,  may 
be  independent  of  occlusion  of  their  inner  extremity,  when  it  is 
associated  with  hsematometra  from  atresia  of  the  uterus  or  va^na. 
In  such  instances  the  treatment  is  that  of  the  atresia  of  the  passage 
(p.  146).  Knowing,  as  we  now  do,  that  the  tubes  partake  in  the 
congestion  and  sanguineus  discharge  of  menstruation,  although 
it  is  still  doubtful  whehter  this  is  by  any  means  constant,  it  is  not 
surprising  that  a  tubal  dilatation  should  sometimes  contain  blood. 


Fio.  200.— Tubal  Dropsy  (Bolyin  et  Dugte). 


instead  of  serum,  mucus,  or  pus.  The  infrequency  of  this  seems 
to  me,  however,  to  point  to  the  fact  that  tubal  menstural  discharge 
may  not  be  so  constant  a  phenomenon  as  uterine.  The  presence 
of  blood  in  a  constricted  tube  will  give  rise  to  a  swelling  of 
somewhat  more  solid  character  than  when  pus  or  serum  are  pre- 
sent.   Hence  these  tumours  have  been  mistaken  for  solid  out- 

Digitized  by  VjOOQIC 


ECTRA-UTBRINB   PBMNAirCT.  471 

I 

ftrowths  from  the  uteras.  If,  however,  the  tubal  character  of  the 
disease  is  tairlj  certain,  it  is  amenable  to  the  same  methods  of 
treatment  as  other  tubal  distentions,  but  aspiration  will  be  less 
likely  to  be  successful. 

Lawson  Tait  gives  the  following  as  his  statistics  of  removal  of 
these  three  forms  of  dilated  Fallopian  tube  by  abdominal  incision 
{Diseases  of  the  Ovaries^  1888,  p.  882).  He  has  thus  removed 
twenty  specimens  of  pyo-salpinx  between  1879  and  August,  1882 
All  these  patients  have  recovered.  He  has,  in  the  same  period, 
removed  twenty-four  specimens  of  hydro-salpinx ;  all  these  pa- 
tients have  also  recovered.  He  mentions  one  case  of  successful 
opening  of  a  hsdmato-salpinx,  and  subsequent  treatment  by  drain- 
age through  the  abdominal  wound  {op.  citj  p.  71),  but  he  gives  no 
list  of  removals.  We  are  oound,  1  think,  either  to  dispute  the 
accuracy  of  the  statistics,  which  I  certainly  am  not  prepared  to 
do,  or  to  admit  that  so  skilful  a  diagnostician  and  operator  as  the 
writer  possesses  an  almost  certain  means  of  cure  for  a  most  in- 
tractable and  dangeroos  malady.  Yet  I  am  nevertheless  bound 
to  say  that  fiital  cases  of  this  operation  are,  I  believe,  at  present 
occurring  in  the  hands  of  rash  imitators,  wiio  are  never  likely  to 
have  the  opportunity  of  acquiring  similar  skill.  It  is  impossible 
to  exaggerate  its  aificulties  when  the  dilated  tube  has  to  be 
separated  from  numerous  adhesions. 

Extra-Uterine  Pregnancy. 

A  full  notice  of  this,  hanpily,  rare  affection  is  more  suited  to 
the  pages  of  a  work  on  Obstetrics  than  to  one  on  Gynaecology. 
Yet  It  cannot  be  altogether  omitted  here,  for,  rare  as  it  is,  it  must 
always  be  present  to  the  mind  of  the  physician  who  is  call^  upon 
to  diagnose  pelvic  or  abdominal  growths,  and  its  frequent  relation 
to  the  Fallopian  tubes  points  to  this  as  the  most  fitting  place  for 
its  introduction.  The  student  will  find  a  very  excellent  descrip- 
tion of  this  abnormal  condition,  with  a  complete  tabulation  of 
cases,  in  a  work  by  Dr.  Parry  of  Philadelphia  {Extra- Uterine 
Pregnancy^  Loudon,  1876). 

Uausation  and  Varieties. — It  is  hardlv  necessary  for  our  purpose 
to  discuss  the  views  enumerated  by  rarry  and  others  as  to  the 
causation  of  extra  uterine  fcBtation.  Those  who  believe,  as  the 
majority  still,  I  think,  do,  that  the  spermatozoa  freely  enter  the 
Fallopian  tubes  in  ordinary  impregnation,  and  there  effect  the 
commencement  of  individual  life  in  the  ovum,  will  look  upon 
constriction  of  the  tubes  from  inflammation  in  or  around  them  as 
the  most  common  cause,  by  preventing  the  descent  of  the  impreg- 
nated ovam  beyond  a  certain  point,  and  will  also  admit  that  im- 
pregnation may  be  produced  before  the  ovum  enters  the  tubes  ^^^ 
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all,  while  its  subsequent  entry  is  prevented  by  various  < 
spasms  of  the  tubes,  wrong  application  of  their  fimbrisB  to  the 
ovary,  &o.  Those  who,  on  the  other  hand,  consider  that  the 
ciliary  action  of  the  lining  membrane  of  the  tubes  normallv  in- 
vents the  ingress  of  the  spemiatic  fluid,  will  look  rather  to  cnronic 
disease  and  destruction  of  the  cilia,  or  to  undue  potency  of  the 
tubes,  as  the  cause  of  the  abnormal  presence  of  me  spermatoza 
beyond  the  uterus,  and  of  their  untoward  physiological  action  in 
this  wrong  site.  Extrauterine  fodtation  undoubtedly  occurs  most 
freouently  in  not  very  voung  patients,  and  this  points  to  the 
proDability  of  chronic  sfalpingitis  as  having  something  to  do  with 
it ;  but  it  does  not  clear  up  the  Question  as  to  whether  it  acts  by 
producing  constriction  of  the  tuoes  and  retention  of  the  ovum  as 
enforced  oy  Bandl,  or  by  producing  destruction  of  the  cilia,  or 
dilatation  of  the  tubes,  with  admission  of  the  fertilising  element, 
as  enforced  by  Tait  and  partially  believed  by  Parry. 

Classification. — Most  elaborate  classifications  of  extra-uterine 
foBtations,  according  to  their  exact  site,  have  been  made  by 
various  writers.  They  interest  the  embryologist  or  pathologist 
much  more  than  the  practical  gynaecologist  Eor  the  most  port, 
the  latter  finds  the  ovum  arrested  and  developing  itself  in  the 
Fallopian  tube.  Occasionally  he  notes  this  occurring  so  close  to 
the  uterine  end  that  the  cavity  hollowed  out  for  itself  by  the 
foetus  is  partly  uterine  and  interstitial.  More  rarely,  the  develop- 
ment of  the  ovum  really  goes  on  in  the  horn  of  a  bifid  uterus ; 
practicallv,  it  is  still  extraruterine,  unless  the  abnormal  horn  is 
sufficiently  developed  to  allow  of  a  natural  termination  of  the 
pregnancy.  Now  and  again  the  growth  takes  place  in  such  inti- 
mate connection  with  the  ovary  that  it  is  difficult  or  impossible 
to  say  whether  it  commenced  there  or  at  the  extreme  end  of  the 
tube.  Once  more,  the  ovum  is  sometimes  found  developing  itself 
within  the  peritoneal  cavity,  or  between  the  layers  of  the  broad 
ligament.  In  such  cases  it  cannot  be  denied  that  the  ovum  may 
have  dropped  or  pushed  its  way  into  these  situations  after  impreg- 
nation, and  without  entering  the  tube  at  all,  but  there  is  most  fre- 
quently a  clinical  history  to  show  that  at  some  early  period  a 
rupture  of  the  orignal  sac,  in  the  tube  or  elsewhere,  took  place, 
ending,  not  in  death  from  haemorrhage  or  peritonitis,  as  is  too 
frequently  does,  but  in  a  resumption  of  growth  in  the  new  situa- 
tion. From  the  above  description  of  observed  facts,  the  student 
may  form  for  himself  a  classincation  into  tubal,  ovarian,  intersti- 
tial, tuboovarian,  tubo-interstitial,  intra-peritoneal,  extra-peri- 
toneal, or  any  other  intermediate  types  of  extra-uterine  fcetation. 
The  most  common  form  is  undoubtedly  tubal. 

General  Considerations. — The  outer  covering  of  an  extra-uterine 
foBtation  is  formed  by  the  structures  within  which  Xhe  ovupi  i^ 
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lodged,  by  the  tube  in  the  majority  of  inBtanoee,  perhspe  by  the 
interstitial  subetanoe  of  the  aterus  in  a  few,  or  by  rapid  develcm- 
ment  of  the  ovarian  stroma  in  some,  and  certainly  by  gradually 
increasing  inflammatory  lymph  in  others*  The  tnoal  wall, 
although  the  most  common,  is  the  frailest  envelope.  It  would 
doubtless  be  an  advantsjze  in  such  cases  if  muscular  hyper- 
trophy of  the  wall,  described  by  Simpson  as  a  rare  occurrence, 
existed,  but  this  covering  usually  gives  way  about  the  second 
or  third  m<mth,  causing  fatal  hsBmatocele,  or  very  rarely  permit- 
ting further  development  of  the  foetus,  after  recovery  from  the 
shock  and  hssmorrhage.  When  the  adhesions  and  accumulations 
of  lymph  have  once  commenced  around  the  embryo,  they  are  cap- 
able of  further  stretching  and  of  gradual  increase  in  strength,  and 
pregnancy  may  thus  go  to  the  full  time,  with  further  resultis 
afterwards  to  be  mentioned.  The  human  foetus,  however,  requires 
the  placenta  for  its  oxidation  and  nutrition.  How  is  the  material 
element  of  that  structure  obtained  in  such  cases  ?  Whenever  the 
implantation  of  the  embryo  occurs  on  a  livine  structure,  vascular 
growth  and  proliferation  follow,  and  the  tubal  wall,  or  the  inter- 
stitial structures  of  the  uterus  or  ovary,  or  the  peritoneal  covering 
of  the  uterus,  intestine,  pelvic  fieisciad,  or  broad  ligament,  each 
answers  to  the  stimulus,  and  endatvours,  in  a  more  or  less  satis- 
factory manner,  to  supply  the  want.  In  normal  pregnancy,  pro- 
vision is  made  in  the  uterus  for  the  sealing  up  of  torn  sinuses  or 
vili  after  delivery  ;  but  such  is  not  the  case  at  all,  or  very  feebly 
so,  in  these  other  organ  or  tissues.  Thus  it  happens  very  fre- 
quently that  rupture  of  the  tube,  when  pr^dancy  is  tubal,  is 
caused  by  placental  growth  as  well  as  dv  distention  due  to 
growth  of  tne  foetus ;  or,  whenever  the  placental  implantation 
may  be,  the  corresponding  maternal  growth  is  insufficient,  and  the 
foetus  dies  of  starvation — a  fortunate  issue;  or,  again,  if  attempts 
are  made  at  removing  the  foetus  by  abdominal  section,  and  the 
operator  forgets  that  if  he  scrape  away  the  placenta  there  is  no 
provision  for  sealing  up  the  torn  vessels  of  its  material  portion^ 
the  operator  is  rendered  unsuccessful  by  uncontrollable  haemorr- 
hage. If  the  cord  be  tied  and  cut  short,  and  the  placenta  be  left 
alone,  nature  is  equal  to  the  task  of  gradually  absorbing  or  other 
wise  getting  rid  of  her  now  useless  impromptu  production. 

A  very  important  fact  in  connection  with  extra-uterine  fcetation 
is,  that  the  uterus  so  far  recognizes  the  presence  of  a  growing  em- 
bryo, although  it  is  not  within  its  cavity,  as  to  undergo  some  of 
the  vital  chanffes  which  it  would  do  in  normal  pregnancy.  The 
sympathetic  disorders  of  normal  pregnancy  are  constantly  met 
with,  as  we  have  seen  they  may  all  occasionally  be  in  the  pre- 
sence of  uterine  or  ovarian  tumours,  but  in  extra-uterine  preg- 
nancy the  uterus  may,  and  generally  does,  increase  in  "^^rW^lp 
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show  the  slight  oenrical  changes,  the  anteversion,  and  the  ohmngeA 
in  the  shape  of  the  body  which  characterise  it  daring  the  earner 
months  of  the  noraud  state.  Moreover,  it  nuiyi  &i^d  often  doee, 
develop  a  true'  decidual  mucous  membrane,  which  it  throws  off 
either  at  the  full  time  or  at  some  antecedent  period,  with  aU  tiie 
symptoms  of  an  abortion. 

SymptoTns  and  Signs. — It  is  but  very  rarely  that  an  extraraterine 
pregnancy  is  recognized  in  its  eariiest  stages.  There  are  the  osuaI 
symptoms  of  pregnancy,  modified,  it  may  be,  to  some  extent,  bat 
not  suficiently  to  create  alarm.  The  suppression  of  menstruation 
may  be  incomplete,  or  last  for  only  one  or  two  months.  It  is  then 
followed  by  irregular  and  sometimes  smart  hsemorrhages,  and  por- 
tions of  decidua  may  be  found  if  looked  for.  After  this  the  en- 
largement becomes  apparent  as  decidedly  unilateral,  and  is  nearly 
always  accompanied  by  frequent  acute  pains  in  the  groin,  and  by 
symptoms  of  intercurrent  inflammation.  There  is  also,  for  the 
most  part,  great  pressure  on  the  rectum  and  bladder,  owing  to 
dipping  of  the  tumonr  into  the  pelvis.  These  symptoms  lead  ns 
to  a  careful  physicial  examination,  and  a  tumour  is  discovered  be- 
hind and  to  one  side  of  the  uterus.  As  the  tumoua  grows,  the 
uterus  is  pushed  laterally  in  the  opposite  direction,  if  nothing 
occur  to  terminate  the  pregnancv,  the  fotal  heart  becomes  in  time 
discoverable^ — ballottment  may  be  made  out  as  in  normal  preg- 
nancy, although  seldom  so  clearly,  and  palpation  discovers  the 
foetal  limbs  through  the  abdominal  wall.  These  are  the  symptoms 
in  these  rare  cases  which  go  on  to,  or  nearly  to,  the  full  time  of 
.pregnancy.  Most  commonly,  however,  the  abnormality  declares 
itself,  in  another  way,  and  before  any  attempts  at  accurate  diag- 
nosis have  been  made  or  thought  of.  Sudden  violent  pain  occurs, 
which  may  or  may  not  be  apparently  caused  by  some  action  of  the 
patient,  such  as  stooping  or  lifting  a  heavy  weight.  Collapee 
rapidly  follows,  with  all  the  signs  of  internal  hiemorrhage.  We 
have,  in  fact,  a  violent  hsemat^le,  such  as  will  shortly  be  des- 
cribed, and  produced  by  rupture  of  the  sac  and  the  escape  of  its 
contents  into  the  peritoneum.  The  patient  may  be  moribund  when 
first  seen,  or  if  she  recover,  it  is  after  some  such  sequence  of  events 
as  will  be  spoken  of  under  hsematcele,  and  we  may  never  know 
with  absolute  certainty  whether  pregnancy  existed  or  not.  Or, 
more  rarely,  she  may  rally  from  the  shock  and  hamorrhage  only 
to  find,  by  and  by,  that  the  tumour  is  continuing  to  develop  in  its 
new  surroundings.  In  other  ways,  also,  the  abnormal  pregnancy 
may  come  to  an  untimely  and  perhaps  fortunate  conclusion. 
Owing  to  deficiency  in  the  placenta)  supplies,  or  to  various  causes 
which  may  afifectjalso  a  normal  pregnacy,  the  foetus  may  die  at 
any  stage.  Abortion  cannot  follow,  but  the  foetus  remains  en- 
cysted, and  may  so  remain  during  the  mother's  life,  undergoing 
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mammifioatioD  or  convereion  into  adipooere,  while  the  placental 
circalation  dwindles  awaj.  This  favourable  result  is  too  seldom 
met  with,  however,  in  its  entirety.  The  new  foreign  body  ere  long 
exerts  its  influence  as  such.  Suppuration  is  set  up;  the  abscess 
bursts  into  the  rectum,  vagina,  or  elsewhere ;  portions  of  festal 
bones  and  other  structures  are  from  time  to  time  eliminated;  and, 
after  a  prolonged  struggle,  the  patient  succumbs,  or  recovers 
with  broken  health. 

If  pregnancy  goes  on  to  the  full  time,  the  foetus  may  die 
gradu^ly ,  and  without  marked  change  in  the  svmptoms,  or  there 
may  be  an  exact  imitation  of  the  first  stage  of  labour,  which  dies 
away  without  result.  Subsequently  the  rotus  becomes  encysted 
and  mummified,  or  its  sac  suppurates,  as'above*described.  At,  or 
soon  after,  the  time  of  fcetal  death,  however,  there  is  usualhr  a 
considerable  subsidence  in  the  size  of  the  tumour,  even  if  it 
enlarge  again,  and  the  history  of  this  symptom  has  been  looked 
upon  as  one  of  great  importance  in  the  differentiation  of  an 
extnuuterine  pre^ancy  from  other  tumours. 

To  sum  up :  -The  results  of  an  extra-uterine  pregnancy  may 
be— 

1.  Rupture  of  the  sac  from  the  second  to  the  fourth  month. 
This  followed  by  death  from  heemorrhage  or  peritonitis,  is  the 
common  result.  Followed  by  complete  recovery  it  is  unfortun- 
ately rare,  but  it  may  be  followed  oy  temporary  recovery,  and 
continued  growth  of  the  fostus,  with  subsequent  developments. 

2.  Death  of  the  foetus  at  an  earlier  or  later  stage.  This  is 
sometimes,  though  unhappily^  rare,  followed  by  permanent 
encystment,  with  mummification  of  the  foetus,  and  practical 
recovery.  Generally,  suppuration  occurs  sooner  or  later,  with 
very  doubtful  result  to  the  patient.  If  she  escape  the  constant 
danger  from  hectic,  septicaemia,  or  perforation  of  important 
viscera,  she  recovers. 

3.  Rarest  of  all.  Successful  removal  of  a  viable  child  per 
abdominem. 


BlPFBRSNTIAL  DIAGNOSIS. 

The  following  conditions  have  been,  and  are  liable  to  be,  mis- 
taken for  extra-uterine  pregnancy : — 


1 .  Nomal  pregnancy. 

2.  Do.  do.        with  retroTertion 
or  retroflexion. 

8.  PreiniADcy  in  one  wing  or  horn  of  a 

blfld  atenu.  

4.  Orarlan  tumour.  '    10.  Cancer  of  pelTla  or  peritoneum 

ft.  Cjret  of  broad^igamente. 


6.  Fallopian  distention. 

7.  Uterine  outgrowths. 

8.  Pelvic  hematocele. 

9.  PelTlc  inflammatoiy  exudations    or 
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1.  Normal  Pregnancy.-^K  careful  stadj  of  the  signs  of  preg- 
paiicy,  and  an  equally  careful  bi-manual  examlDation  of  the 
uterus  and  its  surrouudines,  should  suffice  to  differentiate  this 
from  those  other  cases  of  extra-uterine  foetation  which  reach  a 
stage  of  development  beyond  three  or  four  months,  and  in  these 
tiie  occurence  of  occasiooid  hsdmorrhages,  or  Hie  resumption  of 
natural  menstruation,  while  the  tumour  goes  on  increasing,  or  the 
occurrence  of  freauent  pain,  will  frequently  lead  to  the  necessity 
tor  such  an  examination.  During  the  first  two  or  three  months, 
the  unnatural  situation  of  the  pregnancy  is  seldom  suspected 
until  the  bursting  of  the  tumour  occurs.  The  practitioner  should 
not  place  too  much  stress  on  the  lateral  situation  of  the  swelling, 
especially  to  the  ri^ht  side,  if  its  evidence  in  favour  of  extra- 
uterine pregnancy  is  not  corroborated  in  other  ways.  Preter- 
natural thinness  of  the  uterine  walls  may  at  later  stages  eive 
rise  to  strong  suspicion  of  the  foetus  being  extra-uterine.  Tait 
mentions  several  such  cases,  ahd  I  have  seen  several  myself,  bat 
never  one  in  which  the  absence  of  any  other  strongly  marked 
abnormal  symptoms,  and  the  exercise  of  careful  diagnostic 
manipulation  did  not  prevent  error.  I  have  not  even  been 
driven  to  the  use  of  the  sound,  which  I  should  not,  however, 
hesitate  to  use  if  I  could  not  assure  myself  otherwise. 

2.  Hetroversion  or  Retroflexion  of  the  Gfravid  Utertis. — ^If  we  trust 
to  vaginal  examination  alone, 'this  may  veir  closely  simulate 
extra-uterine  preeuanoy.  But  a  history  of  previous  uterine 
displacement,  or  tne  sudden  devdopment  of  pelvic  pressure  and 
urinary  retention  in  the  course  of  a  normal  pregnancy,  without 
symptoms  of  haemorrhage,  point  more  strongly  to  retroversion. 
Careful  bi-manual  examination  will  assure  us  of  the  continuity  of 
the  uterus,  as  felt  per  vaginam^  with  the  mass  in  Douglas's  pouch, 
and  will  lead  to  the  reposition  of  the  version  or  flexion,  with  or 
without  anaesthesia. 

8.  Pregnancy  in  one  Som  of  a  Bifid  Uterus.— li  this  takes  the 
place  in  an  extremely  undeveloped  horn,  it  is  practically  an 
extra-uterine  foetation,  and  will  be  followed  by  rupture  of  the  sac, 
unless  prevented  by  a  very  earlyabortion.  If,  however,  the  the 
larger  horn  is  occupied,  or  if  they  are  both  fairly  well  developed, 
pregnancy  may  be  terminated  by  normal  labour.  The  discovery 
of  a  double  cervix  would,  of  course,  make  cleitf  Hie  state  of 
matters ;  and  in  ease  where  the  tumour  was  manifestedly  one- 
sided, although  clearly  attached  to  the  uterus,  while  bi-manual 
examination  revealed  a  fundus  uteri  at  its  side,  we  should  be  fully 
justified,  at  the  risk  of  producing  abortion,  in  dilating  the  cervix, 
and  making  an  intra-uterine  exploration  with  the  finger.  With 
regard  to  all  these  cases  of  differentiation  between  normal  and 
ectopic  pregnancy,  I  cannot  do  better  than  quote  the  words  of  T. 
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Gailktrd  Thomae  (op.  cit.) : — ^*'  Very  often  we  hear  of  physiciana 
bcdng  blamed  on  aooount  of  diagnosis  in  those  cases  which 
sadaenly  die  from  ruptnre.  Ever^  medical  man  who  counte- 
nances sach  a  charge  denM>nstrates  his  want  of  experience,  or  his 
want  of  professional  loyalty,  by  so  doing.  Very  often  there  is 
nothing  in  these  terrible  cases  to  excite  suspicion ;  very  generally 
nothing  to  decide  ns  positively,  even  when  suspicion  is  excited." 
My  own  somewhat  extensive  experience  in  doubtful  cases  of  the- 
kind  would  lead  me  to  add — Granted  an  absolutely  certain 
pr^nancy,  with  very  strong  suspicion  of  its  being  extra-uterine, 
the  prorabilities  are  neveraieless  very  greatly  in  favour  of  its 
turning  out  to  be  intra-uterine. 

4.  (MHirian  Ihimours. — If  extn^uterine  pregnancy  wer#  a  com* 
mon  condition,  mbtakes  would  undoubtealy  often  arise  between 
it  and  the  earlier  stages  of  cystic  ovarian  growths,  although  they 
ought  to  be  impossible  when  the  dimensions  of  either  abnormality 
are  great.  The  carefully  investigated  history  of  the  case  is  our 
main  reliance.  In  ovarian  tumour  we  have  no  conclusive  history 
of  pr^nancv,  in  extra-uterine  pregnancy  everything  points 
strongly  in  that  direction.  In  the  former  condition  we  do  not 
hesitate  for  a  moment  to  leave  matters  to  the  arbitrament  of 
tinae,  in  the  latter  we  also  wait,  but  we  do  so  with  incessant 
watchftilness  and  frequent  examinations  for  determining  evidence. 
Until  some  evidence  of  life  in  the  tumour  is  obtained,  the  diag- 
nods  may  remain  uncertain,  but  if  constant  wearing  pain  is  pre- 
sent, and  the  history  points  at  all  strongly  to  pregnancy,  and 
if  we  can  eliminate  tiormal  uterine  pregnancy,  there  can  be  no 
doubt  Uiat  abdominal  section  fumishee  our  surest  means  both  of 
diagnosis  and  treatment.  Fortunately  the  necessity  for  this 
means  of  diagnosis  is  rare.  At  a  case  of  operation  oi  the  kind 
by  Dr.  Atlee  in  1867,  Sir  Spencer  Wells,  Dr.  Nicholayson  of 
Christiania,  Drs.  Burpee  and  Drysdale  of  Philadelphia,  and  Dr. 
Atlee's  elder  brother,  were  present,  and  acknowledged  that  they 
had  never  been  called  on  to  diagnose  a  case  of  the  kind. 

5.  Cysts  of  the  Broad  LiaamerUSy  and 

6.  JDisterUions  of  the  FaUopian  Tube,  of  moderate  size,  present 
so  many  features  in  common  with  ovarian  tumours,  and  so  few 
svmptoms  diagnostic  of  pregnancy  of  any  kind,  that  we  may  place 
tnem  in  the  same  category  as  6varian  tumours,  as  iar  as  regards 
their  difierential  diagnosis  from  extra-uterine  pregnancy.  The 
history  of  suppurative  inflammation  obtainable  in  pyo-salpinx  is 
totally  absent  in  the  early  stages  of  abnormal  foetation. 

The  combinations  of  these  affections  which  may  possibly  exist 
are  utterly  beyond  description  in  a  general,  or  even  in  a  special 
work  on  the  subject  of  any  of  them.  A  thorough  knowledge  of 
the  signs  and  symptoms  of  each,  a  large  special  experience^  and 
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that  judicial  tact  which  diaraoterisee  the  truly  great  physician  or 
sar^eoD,  could  alone  lead  to  anjrthing  like  abaoTutely  certain  con- 
clusions. Fortunately  it  is  just  in  the  most  doubtful  cases  that  all 
would  be  agreed  as  to  the  advisability  of  waiting  a  short  time 
for  further  evidence,  and  in  the  absence  of  that,  of  performioff 
abdominal  Motion  as  a  means  of  diagnosis  or  treatment,  not,  or 
course,  until  the  possibility  of  normal  pregnancy  had  been  abso- 
lutely eliminated, 

7.  Uterine  Outgrowths, — These,  while  small,  and  therefore  liable 
to  be  mistaken  for  early  extra-uterine  pregnancy,  are  always  hard 
and  solid.  Their  rate  of  growth  does  not  correspond  with  that  of 
a  pregnancy,  normal  or  extra-uterine.  Their  history  is  rather 
that  of  menorrhagia  than  of  the  amenorrhosa  of,pr^nancy,and 
I  cannot  see  how,  with  careful  examination,  bi-manually  and  by 
sound,  the  practitioner  can  be  led  to  make  a  serious  mistake. 

8.  Petvie  jSasmatocele. — ^We  have  not  yet  considered  this  affec- 
tion, but  it  will  be  seen  that  it  consists  of  a  more  or  less  sudden 
effusion  of  blood  into  the  cellular  tissue  of  the  pelvis  or  upon  its 
peritoneal  covering.  This  may  be  so  extensive  as  to  cause  sud- 
den d^th,  or  it  may,  after  causing  considerable  primary  shock, 
become  hardened,  surrounded  by  inflammatory  exudation,  and 
finally  absorbed,  or  it  may  end  in  suppuration.  Now  this,  pins 
the  antecedent  symptoms  of  pregnancy,  is  almost  exactly  the  de- 
scription of  a  ruptured  extra- uterine  foetation^  and,  in  fiEust,  when 
this  accident  happens  it  is  with  a  pelvic  hsematocele  that  we  have 
to  deal.  The  only  point  is  to  determine  how  &r  it  is  probable 
that  extra-uterine  fcetation  previously  existed,  and  how  far  its 
termination  in  rupture  was  tne  cause  of  the  hsematocele.  Uuless 
the  foetus  has  arrived  at  sufficient  dimensions  to  be  clearly  made 
out  bi-manually  among  the  hsemorrhagic  clots,  which  it  rarely 
has,  the  probably  correct  conclusion  can  only  be  arrived  at  by  an 
unbiassed  estimate  or  the  preceding^  symptoms  of  pregnancy 
which  may  have  existed,  ana  our  decision  must  be  rapid.  The 
chief  importance  of  tryiu^  to  form  a  judgment  on  the  point  lies 
in  this,  that  if  we  are  satisfied  that  the  hsematocele  is  due  to  a 
ruptured  embryo,  it  is  probable  that  the  extravasation  is  intra- 
peritoneal and  not  intra-cellular,  although  even  this  is  not  abso- 
lutely certain,  for  many  cases  occur  (Tait  estimates  them  at  one- 
thira)  where  the  sac  of  an  embryo  bursts  between  the  layers  of 
the  broad  ligament,  giving  rise  to  that  form  of  hsematocele  which 
lies  entirely  below  and  outside  of  the  peritoneum  {see  Hsemato- 
cele).  We  should,  moreover,  feel  now  justified,  in  a  dangerous 
case,  in  opening  the  abdomen  in  search  of  the  cause  of  hsemorr- 
hage,  and  for  the  purpose  of  arresting  it,  than  when  we  know  not 
to  what  morbid  affection  it  might  to  due.  In  a  case  of  ectopic 
fcetation,  when  the  patient  has  rallied  from  the  primary  effect  of 
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the  ludiAatocele,  the  fcBtns,  as  we  have  seen,  may  snrvive,  and 
go  on  developing.  In  ordinary  eases  of  h»matocele*not  due  to 
fodtationy  or  when  the  very  early  fcetns  dies, — and  the  sequence  of 
events  may  be  in  both  cases  alike. — ^there  ensues,  unless  freeh 
haemorrhage  occur,  hardening  and  absorption  of  the'mass,  or  sup- 
puration. 

10.  Cancer  of  the 'pdma  or  peritcneum. — It  is  rather  strange  that 
few  ot  tibe  ordinary  text-books  make  mention  of  this  as  likely  to 
be  mistaken  for  extra-uterine  foetation,  seeing  that  several  of  the 
most  glaring  mistakes  I  have  seen  have  been  in  this  direction. 
Cancerous  deposits  are  apt  to  assume  the  most  remarkable  shapes, 
and  to  present  irregularities  of  surfieu^e,  sharp  indentations,  and 
other  fattures  whi(m  resemble  very  closely  portions  of  a  mature 
foetus.  I  have  found  the  cephalic  structures  and  the  contour  of 
the  ribs,  or  of  the  extremities,  most  accurately  imitated  in  this 
way,  on  abdominal  pidjpation  or  vaginal  touch,  &r  more  than  by 
any  other  abnormal  affection.  On  four  or  five  occasions  I  have 
seen  mali^ant  masses  mistaken  bv  intelligent  practitioners  for 
extra-utenne  foetuses.  I  am  satisfied,  however,  that  in  every  one 
of  these  a  careful  inquiry  into  the  family  history  of  the  patient,  a 
minute  examination  of  the  external  signs,  care  being  taken  not  to 
attach  too  much  importance  to  one  accidental  resemblance  to  a 
festal  structure,  a  patient  studj^r  of  the  history  and  progress  of  the 
tumour,  and,  above  all,  a  cautious  delay  in  forming  an  opinion  on 
so  difiicult  a  question,  would  have  avoided  mistake. 

Treatment. — ^The  treatment  of  extra-uterine  pr^nancy  will  vary 
according  to  the  circumstances  in  which  we  encounter  it,  and  ac- 
cording to  the  stage  of  its  development  Three  conditions,  at  any 
rate,  demand  separate  consideration — (1)  The  early  stage  of  de- 
velopment, say  up  to  the  third  or  fourth  month,  and  before  rup- 
ture has  occurred ;  (2)  the  time  of  rupture ;  and  (8)  the  later 
stages  of  foetal  existence,  the  patient  having  escaped  or  survived 
rupture,  the  foetus  being  either  alive  or  dead. 

1.  With  regard  to  the  earlier  stages  of  development,  and  before 
rupture.  The  ^reat  difficulty  in  our  way  lies  in  the  fact  that  the 
abnormal  condition  is  generally  unsuspected  until  it  is  too  late, 
or,  when  suspected,  the  difficultv  of  diagnosis  is  so  great  that  the 
practitioner  is  compelled  to  hold  his  hand.  If  we  could  feel  ab- 
solutely certain  of  the  diagnosis,  no  one  would  countenance  a  do- 
nothing  policy  in  the  face  of  the  terrible,  and  almost  inevitable 
danger  from  rupture.  Tubal  pregnancy  is  by  far  the  most  com- 
mon form,  and  tubal  pregnancy  almost  invariably  ends  in  rupture, 
and  generally  in  death.  The  differentiation  of  other  forms,  less, 
but  only  somewhat  lees,  liable  to  rupture,  is  so  fraught  with  diffi- 
culty that  the  tubal  form  may  be  accepted  as  the  one  which  must 
regulate  our  precedure.    Two  lines  of  practice  are  open  to  us. 
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We  may  endeavor  to  arreet  the  life  of  the  foetus,  and  so  hope  to 
stay  its  growth  and  thns  avoid  rapture,  kavine  future  indications 
to  nature ;  or  we  mey  attempt  removal  of  the  ratus,  with  or  with- 
out its  sac  For  the  former  of  these  ends  the  administration  of 
drags, — of  iodine,  strjohnia,  mercury,  &c., — to  the  mother  has 
been  tried,  but  absolutely  without  success.  Tapping  the  cyst  per 
va^nam  with  a  very  fine  trocar,  so  as  to  draw  off  the  liquor  am- 
nii,  has  been  successfully  used ;  bat  the  result  is  uncertain,  and 
death  from  hfismorrhage  caused  by  the  puncture,  and  from  sudd^ 
collapse  and  rupture  of  the  sac,  have  followed.  The  injection  into 
the  sac  of  ^  to  ^  a  grain  of  morphia  by  a  long  subcutaneous  needle 
and  syringe  is  less  open  to  danger^  its  eSect  on  the  fetal  life  is, 
however,  problematical,  and  fatal  delay  may  thus  ensue.  We 
have  no  means  of  guaging  our  probable  success,  at  this  early  stase, 
but  by  waiting  for  the  result  Again,  festal  death  may  be  broujrat 
about  by  the  passagre  ol  a  stnmg  continuous  electric  current.  One 
electrode  may,  as  Tnomas  recommends,  be  placed  in  the  rectum, 
and  the  other  against  the  most  prominent  part  of  the  sac,  or  one 
ma^  consist  of  a  fine  needle,  insulated  except  at  its  extremity, 
which  is  inserted  into  the  tumour.  I  have  no  experience  of  this 
method,  and  few  cases  of  any  value  are  recorded.  One  objection, 
however,  exists  to  all  these  methods,  viz.,  that  the  foBtua  may  die 
spontaneously,  or  its  life  may  be  arrested  artificially,  but  deat^  of 
tne  placenta  may  not  follow,  and  its  vegetation  may  go  on 
sprouting  beyond  even  the  normal  extent,  thus  ^reatlv  complica- 
tmg  any  future  proceedings.  On  the  whole,  I  think  that  tapping 
by  fine  trocar,  with  all  its  risks,  is  the  most  advisable  of  the  plans 
for  arresting  festal  life  yet  mentioned.  It  may  prove  of  infinite 
service  by  correcting  our  diagnosis,  and  I  thine  I  should  adopt  it 
in  any  case  where  I  felt  somewhat  uncertain  on  the  point.  3nt 
it  is  a  question  whether  the  bolder  and  more  radical  plan  of  ex- 
cision 01  the  morbid  growth  is  not,  in  the  long  run,  the  safest 
Use  what  methods  we  may,  to  induce  the  death  of  the  foetus,  and 
successful  although  we  may  be  at  the  time,  there  are  still  enor- 
mous risks  to  be  run  afterwards.  Mummification  of  the  foetus, 
ox  calcification  of  its  envelopes,  with  prolonged  or  permanent 
quiescence,  is  but  an  exceptional  result  Suppuration  of  the  sac, 
with  all  the  dangers  ot  peritonitis,  septicemia,  &c,  is  an  almost 
inevitable  sequel,  sooner  or  later.  No  tjrro  would  ever  venture,  I 
hope,  to  take  upon  himself  alone  the  responsibility  of  deciding 
in  such  a  case,  and  even  the  most  experienced  are  hardly  warranted 
at  present  in  speaking^  or  writing  too  dogmatically ;  but  I  cannot 
resist  the  belief  that,  in  a  clear  and  undoubted  case,  the  greatest 
ultimate  safety  would  lie  in  the  removal  of  the  foetus,  with  its 
containing  sac  if  possible,  by  abdominal  incision,  and  the  earlier 
the  better. 
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2.  We  may  be  called  to  a  ease  in  which  rapture  has  just  taken 
place,  with  its  inevitable  shock  and  hsemorrhage,  and  much  will 
still  depend  on  diagnosis.  If  the  case  had  previously  been  re- 
coornisea  as  one  of  extra-uterine  foBtation  or  if  the  summary 
we  can  hastily  obtain  of  the  previous  symptoms,  together 
with  the  physical  signs  observable,  render  this  almost  cer- 
tain, there  lies  before  us  only  one  course,  if  we  feel  equal  to 
the  task,  or  can  obtain  efficient  help.  To  trust  to  the 
staunching  of  the  internal  hsemorrhage  by  cold  or  other 
hemostatic  means,  is  to  trust  to  the  frailest  of  hopes. 
The  question  of  how  far  the  patient  can  stand  the  necessary 
abdominal  section,  will,  of  course,  be  a  most  difficult  one  to 
decide,  but  it  will  be  rendered  less  difficult  if  the  practitioner  will 
bear  in  mind  that  the  chance  Qjf  saving  his  patient  must  utte?!^ 
outweigh  anj  calculations  as  to  the  result  of  the  operation  on  his 
own  reputation.  The  steps  of  the  operation  proposed  I  will  con- 
dense from  the  words  of  Lawson  Tait : — ^^  After  the  perineum  has 
been  opened,  a  careful  examination  of  the  relations  of  the  ovum 
must  bo  made.  If  the  child  is  loose  in  the  abdomen,  it  merely 
requires  careful  removal,  careful  avoidance  of  placenta,  and  the 
closure  of  the  wound  in  the  abdomen  save  at  the  lower  part, 
through  which  the  umbilical  cord  must  be  drawn,  and  which  must 
be  kept  open  for  the  passage  of  the  placental  debris  through  a 
wide  glass  drainage  tube.  The  discharge  must  be  drawn  up  by 
means  of  a  syringe,  three  or  four  times  every  twenty  four  hours, 
and  the  cavity  occasionally  washed  out  with  a  5  or  10  per  cent, 
solution  of  sulphuret  of  potassium  (carbolic  acid  1  in  40  ?)  If 
the  fcstus  is  found  in  a  sac  which  is  not  formed  by  the  folds  of 
the  broad  ligament,  the  sac  must  be  carefully  open^  in  the  mid- 
dle line,  emptied  and  cleaned  out  as  well  as  possible,  and  then  its 
edges  mast  be  stitched  round  to  the  edges  of  the  wound."  The 
remaining  treatment  is  the  same.  ^^The  ^Iden  rule  for  this 
operation  is  to  avoid  touching  the  placenta. 

Even  although  the  child  were  loode  in  the  abdomen,  I  should 
search  for  any  recently  ruptured  sac  and  treat  it  as  above. 

If  1  found  that  the  rupture  was  within  the  broad  ligament,  and 
quite  outside  the  peritoneum,  or  if  I  could  with  any  confidence 
diagnose  this  without  abdominal  incision,  I  should  treat  the  case 
as  one  of  intra-cellular  hsematocele  {see  Chap.  XIX.). 

8.  Supposing  that  the  foetation  has  reached  a  later  development 
— ^from  the  sixth  or  seventh  month  onwards.  The  danger  of 
rupture  is  now  lessening,  or  may  have  been  previously  run,  and 
there  are  probably  extensive  adhesions  which  tend  to  prevent  it, 
while  thev  increase  the  difficulty  and  danger  of  surgical  interfe 
rence.  The  urgency  of  the  symptoms  will  largely  determine  our 
action.    If  there  be  constant  pain  and  fever,  wnich  are  evidently 
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wearing  out  the  patient,  and  the  child  lives,  excision  \A  called  fbf , 
giving  thd  child  the  chance  of  reaching  the  seventh  month,  if  pos- 
sible. A  careful  stadj  of  the  position  of  the  sac  and  its  probable 
attachments  must  decide  the  question  between  abdominal  section 
and  opening  the  cyst  by  the  cautery  per  vagimam.  I  have  litUe 
fancy,  however,  for  such  va^nal  operations.  One  thinj^  is  certain, 
all  experience  shows  that  if  the  placenta  is  not  contamed  within 
a  removable  cyst — ^if  it  is  attached  to  surrounding  structures — ^no 
attempt  should  be  made  to  remove  it.  The  cord  should  be  divided 
by  twisting  or  by  cauterv,  and  its  removd  left  to  nature  and  the 
drainage  tube.  With  this  precaution  a  living  fetus  has  been 
successfully  removed  bv  abdominal  incision.  The  treatm^it  of  a 
suppurating  sac,  at  whatever  stage  of  pregnancy,  demands  the 
highest  patience  and  skill,  but  many  instances  are  now  recorded 
where  these  have  overcome  apparently  insuperable  difficulties  and 
dangers.  With  careful  antiseptic  precautions,  matter  may  be 
evacuated,  and  successive  portions  of  festal  structure  assisted  in 
their  egress,  until  finally  the  cavity  heals,  and  the  cure  is 
complete. 

It  were  quite  beyond  the  scope  of  this  work  to  attempt  detailed 
instructions  in  every  varying  case.  The  practitioner  should  pos- 
sess the  requisite  knowledge  as  to  to  the  nature  and  diagnosis  of 
extra-uterine  pregnancy,  but  for  its  treatment,  in  all  but  sudden 
emergencies,  he  would  carefully  study  one  or  more  special  mono- 

fraphs,  such  ais  that  of  Parry,  to  which  I  referred  above,  or  Mr. 
'ait's  paper  in  the  Brit  Med.  Jour,  of  August  16, 1884.  In  the 
larger  centres  of  population,  at  any  rate,  he  will  be  inexcusable  if 
he  does  not  share  the  responsibiUty  of  the  case  with  some  one 
who  may  be  presumed  to  have  a  larger  experience  of  emergencies 
of  a  similar  kind. 

Should  a  tumour  of  this  nature  be  perfectly  quiescent,  existing 
for  beyond  the  nine  months  of  pregnancy,  and  showing  no  signs 
of  suppuration,  it  should,  I  think,  be  absolutely  left  alone,  ^e 
patient  wearing  a  comfortable  abdominal  belt. 
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CHAPTEEXIX. 

Pbltio  D1SOBDBB8.  Bthie  InflammaHan,  induding  Pelvic  Peritonitis,  PeU- 
metritia,  or  Peri-uterine  Peritonitis  ;  and  Pelyic  Cellulitis,  Parametritis,  or 
Peri-uterine  Cellulitis.    JMvie  ffcnnatocele,  B^Mc  Ab$ee$i. 

Undbb  the  headine  of  pelvic  disoders,  it  is  customary  (and  I  in- 
tend to  adhere  to  the  custom)  to  classify  two  affections  only,  viz., 
inflammation  of  the  pelvic  cellular  tissue  of  peritoneal  covering, 
and  escape  of  blood  into,  or  upon  the  same, — ^pelvic  inflammation 
and  pelvic  hsematocele.  Some  prefer  to  use  the  term  "  peri-uterine  " 
inst^  of  pelvic.  In  addition  to  these  two  affections,  we  must ' 
mention  a  common  result  of  either — ^pelvic  abscess. 

The  literature  of  this  whole  subject  is  enormous,  although  it 
mainly  dates  from  a  very  recent  epoch  in  medical  history.  Owing, 
however,  to  discrepancies  in  the  views  of  the  various  writers  on 
some  of  the  simplest  questions  of  anatomy,  to  the  diflicnlty  of  ob- 
taining post-mortem  evidence  on  the  questions  involved,  andf,  I  may 
add,  to  the  difficulty  ot  making  anything  of  the  tangled  and  ad- 
herent structures  displayed  by  such  post-mxyrtem  examinations,  the 
whole  of  this  literature  is  most  confusing.  I  would  advise  Hie 
student  or  young  practitioner  to  have  nothing  to  do  with  it  until 
he  has  mastered  the  few  elementary  details  which  I  hope  to  pre> 
sent  to  him,  and  has  verified  their  truth  or  the  reverse  in  a 
certain  number  of  cases.  In  an  ordinary  practice,  if  he  be  ob- 
servant, he  may  soon  have  opportunities,  and  a  very  short  ex- 
perience of  hospital  work  will  speedily  bring  under  his  notice 
numerous  examples  of  at  least  the  chronic  form  of  each  of  these 
affections,  affording  material  for  diagnosis  and  differentiation. 

On  pelvic  inflammation  he  may  then  consult  Bemutz  and 
Gbupil,  New  Sydenham  Society,  1866 ;  Sir  J.  Y.  Simpson,  On 
Diseases  of  Women^  Edin,  1872 ;  Matthews  Duncan,  On  Perimet- 
ritis and  Purametritis,  Edin,  1869;  W.  0.  Priestly,  Beyndds's 
System  of  Medicine,  vol.  v. 

And  on  pelvic  hsematocele,  Bemutz  and  Goupil,  New  Syden- 
ham Society,  1886 ;  W.  0.  Priestly,  Reynolds's  System  of  Medieinej 
voL  V. 
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Pelvic  Mammation. 

One  of  the  points  which  standsoutmoetclearly  throughoatall  this 
literature  is,  that  there  are  considerable  distinctions  between  those 
hftmorrhages  or  those  inflammations  which  occur  upon  the  per- 
itoneal covering  of  the  pelvis,  and  those  which  occur  in  its  cel- 
lular tissue.  They  differ  much,  as  might  be  supposed,  in  their 
.physical  signs,  and  they  differ  somewhat  also,  in  typical  cases,  in 
their  symptoihs,  prognosis,  and  even  treatment.  In  the  inflam- 
matory affections  we  not  infrequently  have  the  two  localities 
simultaneously  affected,  and,  witn  regard  to  both  inflammation 
and  hsematocele,  there  are  cases  where  it  is  difficult  or  impossible 
to  decide  on  the  affected  locality  ;  but  it  is  always  desirable,  both 
for  scientific  and  for  practical  purposes,  to  endeavor  to  do  so.  We 
shall  therefore  speak  of  pelvic  inflammation  under  two  headings— 
pelvic  peritonitis  and  pelvic  cellulitis,-r-and  of  pelvic  hsematocele 
we  shall  distinguish  two  forms — ^the  intra-peritoneal  and  the  intra- 
cellular. 

• 

Pelvic  Peritonitis,  or  Perimetritis,  or  Peri-uterine 
Peritonitis. 

Leaving  out  of  consideration,  for  the  present,  the  relative  fre- 
quency of  this  affection,  and  of  the  corresponding  affaction  of  the 
cellular  tissue,  we  mean  by  each  of  the  above  terms  to  describe  an 
inflammation  wholly,  or  almost  wholly,  oonflned  to  the  pelvic  pe^ 
itoneum  or  to  its  contiguous  serous  surfaces. 

Pathology. — ^There  exists  at  flrst  the  usual  hyperssmic  condition 
of  inflamed  serous  membrane.  For  the  most  part,  lymph  is  very 
early  exuded  upon  the  inflamed  surface.  In  some  cases  this  may 
be,  as  in  dry  pleurisy,  a  thin  solid  layer,  which  coats  the  serous 
membrane,  and  which  may  ultimately  lead  to  the  adhesion  oi 
neighbouring  parts*  to  the  occlusion  of  serous  pouches,  and  to 
the  contraction  of  adhesions  between  contigous  viscera.  In  this 
way,  the  ovaries.  Fallopian  tubes,  uterus,  neighbouring  intestines, 
or  even  omentum,  may,  each  or  all,  acquire  ^hesions  to  one  an- 
other, and,  in  the  process  of  contraction  which  ensues,  may  be- 
come displaced,  distorted,  or,  in  the  case  of  the  holloi^  or  tubnlar 
organs,  constricted,  with  obliteration  of  the  canals  as  a  re- 
sult. Generally,  however,  more  or  less  of  the  eft'osed 
lymph  is  fluid  at  first,  and  this,  following  the  laws  of 
gravity,  trickles  down  into  the  most  dependant  part  of 
the  peritoneal  sac.  The  lowest  portion  is  undoubtedly  that  which 
constitutes  Douglas's  pouch,  and  if  we  picture  the  i^ent  to 
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onrselves  as  lyin^  for  the  moet  part  on  her  back,  and  allow  for 
the  natural  obliquity  of  the  pelvis,  it  will  not  be  difficult  to  form 
an  idea  of  the  successive  levels  that  will  be  reached  by  increasing 
quantities  of  this  fluid,  if  obstacles  are  not  presented  by  former 
adhesions  (fig.  201).  Inspissation  of  the  fluia  lymph  soon  occurs, 
and  it  is  almost  always  flocculent  from  the  first.  In  this  way  the 
whole  speedily  becomes  solid,  or  the  various  lavers,  thus  inspis- 
sated, may  retain  between  them  for  a  consideraole  time  some  re- 
maining fluid,  which  is  afterwards  absorbed,  or  itself  undergoes 
inspissation,  or,  much  more  rarely,  degenerates  into  pus.  Tn  the 
chronic  forms,  successive  additions  are  thus  made,  often  very  in- 
sidiously, until  the  whole  inspissated  mass  reaches  far  up  into  the 
abdomen,  and  dips  deeply  into  the  pelvis,  pushing  the  peritoneum 
and  subjacent  organs  before  it.  Matthews  Duncan  points  out  that 
extensions  of  exudation  to  the  higher  parts  of  the  abdominal  peri- 
toneum may  become,  during  the  process  of  recovery,  cut  oflF  from 


Pio.  201 .— Suecttitye  Mcamnlations  of  Lymph  in  PeMc  PerltonltiB.    Shown  In  Section. 


the  rest^and  remain  when  all  traces  of  the  affection,  in  its  earliest 
sites,  have  passed  away.  This  ^^  remote  pori metritis,"  as  he  terms 
it,  very  possibly  accounts  for  some  of  those  puzzling  cases  of 
matted  intestines  and  lymph,  with  or  without  encysted  ascitic 
fluid,  which  occasionally  give  rise  to  much  difficulty  in  the  diag- 
nosis of  cystic  ovarian  growths. 

Displacement  of  the  uterus  almost  always  occurs,  generally  in 
a  forward  direction,  and  it  speedilv  becomes  fixed,  as  by  a  plaster 
of  Paris  mould,  in  the  abnormal  position.  It  may,  however, 
happen  that  fixation  takes  place  early;  and  in  almost  the^ormaL| 
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position,  or  varioas  accidents  may,  much  more  rarely,  lead  to 
some  lateral  displacement,  or  to  elevation. 

If  cat  into  at  an  early  stage,  the  exudation  would  nearly  always 
contain  within  its  meshes  some  centres  of  yellow  serous  fluid ; 
bat  ultimately  it  may  become  as  hard  as  gristle,  or  consist  of  in* 
terlacing  bands  of  every  variety  of  strength  and  thickness.  The 
progress  of  such  exudations  is  towards  eitner  complete  absorption, 
or  partial  absorption  with  remaining  contractions  or  adhesions, 
or  towards  suppuration,  the  last  result  producing  one  form  of 
pelvic  abscess.  This  last  termination  will  be  disregarded  until 
we  have  mentioned  the  facts  concerning  pelvic  cellulitis  and 
pelvic  hsematocele,  which  may  equally,  if  not  more  commonly, 
give  rise  to  pelvic  abscess. 

In  rare  septicemic  cases  the  fluid  may  be  purulent  from  the 
first,  or  from  a  very  early  stage. 

Symptoms  and  Signs. — ^The  symptoms,  and  still  more  the  physi- 
cal signs,  are  those  which  we  might  expect  from  the  above  men- 
tioned pathological  conditions.  The  symptoms  of  general  peri- 
tonitis in  its  acute  form — rigors,  increased  rapidity  of  pulse,  rise 
of  temperature  in  ver^  varying  degree,  severe  shooting  pain, 
nausea  and  vomiting,  diarrhoea  occasionally,  and  tympanites — are 
for  the  most  part  pUBsent,  but  the  pain,  as  well  as  the  tenderness 
to  touch,  are  more  or  less  limited  to  the  lower  part  of  t^e  abdo- 
men; or  the  latter  is  felt  on  vaginal  examination.  When  the 
disease  commences  in  or  has  assumed  a  chronic  form,  the  symp- 
toms may  be  very  obscure,  consisting  chiefly  of  backaehe,  discom- 
fort in  the  region  of  the  bladder,  leucorrhoBa,  disordered  men- 
struation, and  other  indication.^  which  are  common  to  most 
uterine  or  pelvic  disorders.  Indeed,  it  is  very  usual  for  some 
peritonitis  to  occur  in  an  almost  latent  form  in  connection  with 
ovarian  tumours,  displacements  of  the  uterus,  Fallopian  diosrders, 
and  the  like,  its  existence  being  hardly  suspected  until  we  find 
the  adhesions  which  make  these  other  affections  less  amenable  to 
treatment,  or  the  bulky  exudations  which  render  their  diagnosis 
much  more  diflicult  The  chronic  form  is  almost  indefinite  in  its 
duration,  owing  to  the  constant  tendency  to  relapses.  The  acate 
form,  if  of  septic  origin,  as  after  labour,  or  in  other  severe  types, 
the  gonorrheal  for  instances,  may  end  fatally  in  a  few  hours,  or 
may  pass  gradually,  and  with  many  subacute  exacerbations,  into 
the  chronic. 

77^  physical  signs  in  acute  pelvic  peritonitis  may  at  first  be 
very  slight,  amounting  to  little  more  than  the  evidence  of  great 
pain  when  pressure  is  made  by  the  finger  on  Douglas's  pouch  or 
on  the  top  of  the  vagina,  anywhere  around  the  uterus,  or  d[x>ve 
the  pelvic  brim.  It  is  generally  stated  that  while  the  exudation 
is  fluid  it  cannot  be  felt  by  a  vaginal  examination,  as.  it  re- 
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ceded  into  the  abdomen  on  preesure.  But  I  am  sure,  from 
personal  eimerience,  that  innammatory  or  sanguineous  fluid 
may  often  be  felt  in  Douglas's  pouch  by  gently  palpating  it 
through  the  vagina.  When  solidification  has  ta^en  place,  the 
hardened  lymph  can  be  very  clearly  felt;  and  the  more 
chronic  the  affection  the  more  clear  is  the  eyidence  thus  derived. 
The  position  of  this  lymph  is  in  most  cases  very  characteristic 
It  will  either  surround  the  uterus,  rendering  the  whole  roof  of 
the  pelvis  hard,  and  fixing  the  uterus  in  its  centre,  or  it  will 
more  often  greatly  predominate  behind,  displacing  the  uterus, 
and  fixing  it  forwaras  behind  the  pubes.  The  reason  of  this  is 
obvious,  if  the  reader  has  followed  the  statements  as  to  the 
pathology.  The  posterior  swelling — that  in  Douglas's  pouch — 
may  remain  soft  and  pulpy  for  a  considerable  time  after  the  rest 
of  the  exudation  has  hardened.  Anteversion,  or  retroversion  or 
flexion,  or  even  lateral  versions  of  the  uterus,  may  coexist,  either 
as  the  result  of  pushing  by  the  first  exudation  or  of  dragging  by 
its  subsequent  contraction ;  they  are  more  common,  however,  in 
cellulitis.  Until  the  case  has  become  chronic,  it  is  difficult  or 
impassible,  without  ansdsthesia,  to  define  the  upper  borders  of  the 
exudation.  Even  percussion  may  quite  fitil  us,  owing  to  the 
entanglement  within  the  mass  of  portions  of  intestines,  which 
cannot  fioat  above  it,  as  they  otherwise  would. 

Dioffnosis. — ^It  will  greatly  facilitate  our  arriving  at  the 
differential  dia^osis  or  pelvic  peritonitis  if  we  regara  it  from 
two  separate  points  of  view — if  we  consider  it — ^first,  as  liable  to 
be  mistaken  for  other  acute  affections,  at  a  time  when  it  is 
recent  and  acute,  and  when  we  have  few  physical  signs  to  guide 
us;  and, — secondly,  as  requiring  differentiation  from  several 
chronic  affections,  some  of  which  are  of  non-inflammatory  origin, 
after  its  exudations  have  given  rise  to  stable  pathological  lesions. 
These  divisions  correspond  roughly  to  the  acute  and  chronic 
stages. 

Acute  Stag[e. — ^In  the  acute  stage,  pelvic  peritonitis  may  be 
mistaken  for  inflammation  of  the  cellular  tissue  {pelvic  ceUmitis)^ 
for  acute  metritis^  ovaritis^  or  aalpingitiSy  and  for  recent  pelvic 
hasmetocele. 

The  general  symptoms  of  acute  inflammation  somewhere 
about  the  pelvis,  are  observable  from  the  commencement  in  all 
of  these  affections  except  the  last,  and  they  are  apt  to  supervene 
very  quickly  and  with  more  or  less  severity  upon  hsematocele 
also,  after  the  first  period  of  shock  and  hsemorrhagic  ansemia. 
Recent  hsematocele  we  may,  however,  dismiss  at  once  by  stating 
that  its  diagnosis  mainly  depends  on  the  absence  at  first  of  the 
general  inflammatory  symptoms.  Pain  there  may  be,  acute  and 
severe,  but  the  rise  in  temperature  and  the  excessive  tendeme^[^ 
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on  pressure  are  ab^ient.  Some  oonnection  with  the  menstmal 
perion,  or  with  suppressed  or  over-profuse  menstruation,  is  also 
generally  found  in  hematocele.  In  fact,  although  it  is  in  prac* 
tice  too  often  mistaken  for  peritonitis,  it  never  ought  to  be,  if 
the  case  \b  seen  within  a  few  hours. 

From  acute  ovarian  or  Fallopian  inflammation,  peritonitis  can 
be  diagnosed  only  by  the  very  distinct  lateral  localisation  of  the 
pain  and  tenderness  in  the  former,  until  the  occurence  of  exuda- 
tion in  the  latter  proves  its  more  wide  peritoneal  character. 
Indeed,  I  should  lay  it  down  as  a  practical  rule,  that  very  strictly 
localised  peritonitis  is  almost  always  due  to  some  coexisting 
visceral  inflammation,  and  that  acute  visceral  inflammation  is 
nearly  always  accompanied  by  some  local  peritonitis.  The  his- 
tory, or  the  sequel  of  the  case  will  alone  show  to  which  affectioa 
the  greater  importance  must  be  attached. 

Acute  corporeal  metritis,  per  se  ibb,  rare  affection.  If  it  forms 
a  part  of  a  general  septic  poisoning,  some  peritonitis  will  invaria- 
bly accompany  it ;  it  it  is  traumatic,  the  history  of  the  injury 
and  the  clearly-definable  uterine  site  of  the  pain  and  tenderness* 
as  ascertained  bi-manually,  will  guide  us  to  the  right  dii^oais.^ 

The  differentiation  of  pelvic  peritonitis  from  pelvic  cellulitis  in 
this  early  stage  is  often  impossihle ;  but  the  following  symptoms 
or  signs  will  afford  a  stronjg  clue : — 

1.  The  formation  of  a  distinctly  resistent  swelling  in  the  ^vis, 
at  a  very  early  period,  is  in  favour  of  cellulitis,  especially  if  the 
tumour  is  not  behind  the  uterus. 

2.  The  pain  on  pressure  in  peritonitis  is  chiefly  above  the  pelvic 
brim,  and  diffused,  while  in  cellulitis  it  is  chiefly  within  the 
pelvis,  and  in  some  one  direction,  more  frequently  in  that  of  one 
iliac  fossa. 

8.  The  symptoms  of  nausea,  vomiting,  small  wiry  pulse,  and 
tympanites  are  very  common  in  peritonitis,  while  in  cellulitis 
they  are  usually  absent. 

These  symptoms,  taken  in  connection  with  the  history  and 
causation  of  the  case,  will  generally  guide  the  practitioner  aright 
in  his  estimate,  but  fortunately  differentiation  at  this  stage  is  not 
often  of  supreme  importance.  If  we  watch  the  course  of  the 
symptoms,  and  note  the  site  of  the  subsequent  exudation,  he  will 
generally  be  able  to  say  whether  the  latter  is  infra-  or  supra- 
peritoneal. 

Chronic  Stage. — ^This  brings  us  to  the  diagnosis  of  pelvic 
peritonitis  when  we  have  definite  local  exudations  to  deal  with, 
which,  whether  watched  during  their  progress  or  not,  may  be 
mistaken  for  other  substances,  abnormal  m  their  nature  or  in 
their  site.  There  is  hardly  one  of  those  substances  which  ure 
met  with  about  the  roof  of  me  vagina  {see  page  7)  which  has  not 
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been  mistaken  for  the  exuded  and  ooagulated  lymph  of  pelvic 
inflammation,  yet  there  are  certain  points  which  should  aia  us  in 
at  once  eliminating  most  of  them.  The  lymph  of  peritonitis  is 
so  poured  into  the  interstices  of  the  peritonuem,  so  glued  to 
them,  and  so  fixed,  that  whatever  is  freely  moveable  by  vaginal 
or  rectal  touch,  or  bi-manally,  may  at  once  be  set  down 
as  not  coagulated  peritoneal  exudation.  In  long-continued 
eonstipatioriy  with  frequent  pain  and  tenesmus,  I  have  kpown 
accumulations  of  hard  faeces  to  be  thus  mistaken;  but  the 
educated  touch  will  at  once  discover  the  pitting  on  pressure, 
the  absence  of  almost  cartilaginous  hardness,  the  posterior 
and  left  lateral  position  of  a  fsdcal  mass, — these,  and  the 
independent  mobility  of  the  uterus,  will  lead  to  an  examina- 
tion per  rectum.  JUetroverted  or  retrojlexed  uterus  presents  a 
rounded  mass  behind,  but  this  is  in  general  freely  movable  up- 
wards or  laterally.  The  sound,  if  there  be  no  contra-indication, 
will  show  the  passage  of  the  uterine  canal  backwards  into  the 
swelling,  and  will  elevate  the  organ  into  its  place ;  or,  if  there  be 
some  fixitv  or  much  local  tenderness,  the  bi-manual  examination 
will  reveal  the  absence  of  the  fundus  uteri  in  its  proper  positiout 
Now  and  again  a  retroflexed  uterus  becomes  secondarily  involved 
in  pelvic  exudation,  and  fixed  in  its  abnormal  site,  while  the  globu- 
lar fundus  is  merged  in  more  or  less  of  lateral  hardness;  but  even 
then,  careful  bi-manual  examination,  or  probing  of  the  uterine 
cavity,  will  place  the  uterine  position  beyond  doubt,  while  the 
fixation  and  extended  outline  of  the  mass  will  often  be  made  clear 
by  the  history  of  intercurrent  inflammatory  symptoms. 

A  prolapsed  or  enlarged  ovary  is  differentiated  by  its  mobility, 
by  its  lateral  position  and  its  relation  to  the  uterus,  and  by  the 
peculiar  sickening  pain  on  pressure.  It  is  usually  quite  detached 
from  the  uterus,  out  even  if  adherent,  it  does  not  in  any  way 
surround  it  with  a  brawny  collar  as  does  the  presence  of  lymph. 
The  possibility  of  coexisting  and  extensive  peritonitic  exudation 
must,  of  course,  be  borne  in  mind ;  but  in  this  case  the  lymph 
will  be  the  evident  abnormality,  the  entangled  ovary  will  be  mat- 
ter of  surmise. 

Fluid  collections  in  the  Fallopian  tubes,  ovaries,  or  broad  liga- 
ments, cannot  be  mistake^  for  the  solid  exudations  of  peritonitis 
and  can  only  be  confounded  with  its  products  when  abscess  has 
occurred  in  them. 

Fibroid  tumours  of  the  uterus  may  sometimes  require  careful 
differentiation.  Their  firm  attachment  to  the  uterus,  which,  how- 
ever, unless  very  large  or  impttcted,  they  do  not  fix  in  its  place, 
their  clear  and  well-defined  outlines  above  and  below,  the  absence 
of  inflammatory  history,  the  frequent  presence  of  menorrhagia 
and  metrorrhagia  (although  these    may  sometimes  accompanv . 
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pelvic  p^ritonitiB),  the  direction  and  length  of  the  uterine  canal, 
and  the  relation  of  the  cervix  nteri  to  the  tomonr — all  these  points, 
if  carefully' weighed,  should  establish  a  diagnosis  beyond  doubt, 
although  here  also  we  ma^  have  a  certain  amount  of  difficulty 
from  the  occurrence  of  intercurrent  attacks  of  inflammation 
along  with  fibroid  outgrowths. 

^mny  growths  of  the  pelvic  wall  are  sometimes  spoken  of  as 
sources  of  mistake,  but  their  situation  and  evident  fixity  upon 
the  sacrum  or  elsewhere,  their  non-interference  with  the  viscera, 
except  in  a  purely  mechanical  way,  their  intense  hardness,  their 
history  and  progress,  and  their  non-penetration  into  any  of  the 
serous  or  cellular  cavities  of  the  pelvis,  should  entirely  prevent 
error. 

An  extra-uterine  foetus  has  its  own  special  history  and  symptoms 
to  guide  us.  A  deposit  of  carveerj  or  less  frequently  of  tubercUy  in 
the  pelvic  cavity  may  very  closely  simulate  the  solid  exudation 
of  peritonitis,  and  doubt  may  exist  for  some  time  as  to  their  diff- 
erentiation. The  points  in  favour  of  the  former  are  its  rapid  and 
at  first  often  painless  deposition,  the  appearance  of  malignant 
cachexia  or  of  malignant  growths  elsewhere,  the  constant  ten- 
dency to  ascites,  and  the  rapid  increase  of  the  mass,  often  with- 
out any  symptoms  of  inflammation. 

Exuded  lymph,  whether  the  product  of  pelvic  peritonitis  or  of 
pelvic  cellulitis,  and  blood,  the  product  of  pelvic  naeraatooele,  are 
each,  when  they  have  undergone  consolidation,  differentiated 
from  other  swellings  upon  much  the  same  lines  as  those  just  indi- 
cated. But  their  differentiation  from  one  another  will  be  beet 
reserved  until  all  three  affections  have  been  under  consideration. 

Causation. — ^The  most  severe  cases  of  pelvic  peritonitis  are  thoee 
which  arise  during  the  septic  and  inflammatx)ry  states  following 
on  delivery  or  abortion.  In  these,  we  have  not  infrequently  that 
Violent  and  septic  form  which  may  end  fittally  in  a  very  few  hours, 
the  affection  being  clearly  a  mere,  part  of  the  general  phenomena 
of  blood  poisoning.  When  recovery  takes  place,  it  may  be  com- 
plete, leaving  hardly  a  trace  discernible  by  examination,  or,  in  leas 
violent  but  more  sthenic  attacks,  coagulated  lymph  may  remain 
in  large  quantity  and  for  an  indefinite  time.  It  is  not  infrequent 
also  to  meet  with  such  exudations  a  considerable  time  after  de- 
livery, and  with  a  history  of  only  very  slightly  marked  and  sub- 
acute symptoms.  In  many,  if  not  most  of  these  cases,  the  exuda- 
tion is  due,  however,  to  pelvic  cellulitis  rather  than  to  peritonitis, 
and  presents  the  features  atterwards  to  be  described.  Setting 
aside  these  puerperal  and  post-^rtAm  cases,  there  are  very  many 
occasional  causes  of  pelvic  peritonitis.  It  may  be  simply  an  ex- 
tension from  inflammation  of  the  subjaceut  organs,  or  from  acute 
metritb,  cellulitis,  ovaritis,  &c.    In  a  mild  form  it  often  aecpm- 
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panies  the  progress  ot  ovarian  tomoars,  malignant  growths  of 
the  uterus  or  pelvis,  and  even  sometimes  of  benign  tumours  of  the 
uterus.  A  specially  dangerous  and  not  infrequent  cause  is  the  ex- 
tension to  the  peritoneum  of  the  poison  of  gonorrhoea  or  gleet. 
It  is  an  undoubted  fiict  that  a  very  chronic  eleet  on  the  part  of 
the  male  may  give  rise  in  the  female  not  omj  to  chronic  out  to 
extremely  acute  inflammation  of  the  uterine  annexes  and  peri- 
toneum, and  this  should  render  the  question  of  marriage  under 
such  circumstances  an  exceMddingly  grave  one.  I  cannot  endorse 
the  terrible  statistics  of  Noegerrath  {see  Chap.  Y.  p.  119)  as  appli- 
cable to  society  here,  whatever  may  be  the  case  in  New  York, 
but  I  none  the  less  urge  upon  the  practitioner  the  necessity  of  ad- 
vising the  perfect  cure  of  gleet  in  the  male  before  marriage. 

Pelvic  peritonitis  may  also  be  caused  by  any  of  those  in- 
juries or  septic  innoculations  which  we  have  seen  may  follow 
on  the  use  of  tents,  sounds,  pessaries,  er  simple  incisions  of 
the  genital  organs,  without  the  most  careful  precautions,  but 
in  such  cases  it  is  usually  the  cellular  tissue  which  is,  pri- 
marily at  any  rate,  affected,  giving  rise  to  septic  phlegmon 
or  pelvic  cellulitis.  In  some  instances  pelvic  peritonitis  is 
due  to  cold  or  to  mental  shock,  with  or  without  sudden 
suppression  of  menstruation,  just  as  ordinary  peritonitis  or  pleu- 
risy may  be.  The  inflammation  in  these  cases  more  frequently 
afl^ts  tlie  peritoneum  than  the  cellular  tissue.  Among  the 
causes  which  may  be  mentioned  as  due  to  medical  interference, 
I  should  not  omit  to  notice  the  incautious  injection  of  medicated 
fluids,  or  even  of  water,  into  the  uterus.  It  must  not  be  forgotten 
also  that  ordinary  tubercular  peritonitis  may  be  very  much  con- 
fined to  the  neighbourhood  of  the  pelvic  viscera.  The  rupture  of 
a  pelvic  abscess,  of  an  ovarian  or  other  cyst,  of  a  distended  Fallo- 
pian tube,  of  an  extra-uterine  foetation  into  the  perineum,  or  the 
occurrence  of  pelvic  hsematocele  there,  however  slight,  will  fairly 
complete  the  list  of  occasional  causes  of  pelvic  peritonitis.  As 
the  majority  of  these  causes  are  also  frequently  assignable  to  pelvic 
cellulitis,  it  is  as  well  to  mention  again,  in  this  context,  that  gen- 
eral septic  poisoning,  after  labour  or  abortion,  gonorrhoeal  imec- 
tion,  and  cold  or  other  shockb  to  the  general  system,  tend  more 
especially  towards  the  causation  of  peritonitis,  while  local  injuries, 
whether  during  labour  or  at  other  times,  or  localised  septic  poi- 
sonings, tend  rather  to  the  causation  ot  cellulitis. 

Ireatment — ^The  treatment  during  the  acute  sta^  resolves  itself 
into  (l)rerit  of  the  affected  parts,  (8)  removal  of  pain,  (8)  reduction 
of  fever,  and  (4)  removal  of  sepsis,  the  two  latter  indications  being 
closely  allied. 

Quietude  is  obtained  by  keeping  the  patient  in  the  recumbent 
position,  by  avoiding  the  use  of  purgatives  in  any  form,  ^y(g®A*^Qlp 
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using  the  catheter  in  severe  cases,  and  by  ayoidine  all  stimalation 
except  in  cases  of  severe  septic  or  traumatic  shock.  There  is  no 
use  m  attempting  to  influence  the  situation  of  the  lymph  by 
changes  in  position^  If  we  had  it  in  our  power,  I  do  not  know 
that  we  could  improve  upon  nature's  selection  in  tiiis  way. 

Removal  of  pain  is  produced  by  the  free  exhibition  of  opiates, 
a  practice  which  has  not  only  this  result,  but  which  tends  to  (miet 
all  movements  of  the  viscera,  especially  of  the  bowels,  to  aid  in 
maintaining  the  general  systemic  rest,  and,  it  is  believed,  to  limit 
the  extension  of  the  disease.  Much  relief  is  also  obtained  by  the 
application  of  a  few  leeches  to  the  hypogastrium,  and  by  the  use 
of  light  warm  poultices. 

Eduction  of  fever  is  produced  and  maintained  bv  antiphlogis- 
tic diet, — light  broths,  milk  food,  and  the  like.  If  the  tempera- 
ture runs  very  high,  refrigeration  of  the  surface  by  sponging,  or 
even  by  ice-bags,  tends  rapidly  to  lower  it ;  and,  as  1  &ve  for- 
merly mentioned  in  speaking  of  metritis,  many  prefer  to  use  ice 
to  the  hypogastrium  from  the  first,  instead  of  warm  applications. 
There  should  be  no  vacillation,  however,  between  the  two.  Aco- 
nite, digitalis,  and  veratrum  viride  have  each  a  tendency  to  lower 
the  pulse,  and,  to  some  extent,  the  temperature,  and  may  be  jgiven 
with  good  eifect.  I  may  here  refer  to  some  general  remarks  on 
antipyretics  at  p.  205. 

The  removal  of  sepsis  may  in  some  cases  demand  local  measures. 
In  all  cases,  after  labour  or  abortion,  vaginal  or  even  uterine  injec- 
tions are  called  for  to  remove  any  decomposing  fluids  or  embryonic 
remains,  and,  if  skilfully  given,  the  vaginal  injections,  used  pretty 
hot,  are  sometimes  found  very  soothing.    In  non-septic  cases,  com- 

Elete  rest  is  for  the  most  part  to  be  preferred.  1  fear  that  we 
ave  yet  little  power  ot  reaching  septicaemia  through  svstemic 
remedies,  but  quinine  in  large  doses,  or  salicvlic  acid,shoald  have 
a  fair  trial.  Mercury  also,  pretty  generally  ^abandoned,  in  the 
old  routine  form  of  calomel  and  opium,  may  yet  be  found  to 
exert  its  germicide  influence,  as  it  probably  does  in  the  most 
chronic  of  zymotic  diseases,  syphilis. 

When  acute  pelvic  peritonitis  has  become  subdued,  and  has  en* 
tered  on  the  chronic  form,  the  constitutional  treatment  must  be 
such  as  will,  if  possible,  produce  absorption  of  the  exuded  lymph, 
and  means  must  be  taken  to  prevent  the  ever-present  tendency  to 
recurrence.  For  the  former  purpose,  plentiful  and  nutritious  but 
easily-digested  food  is  required,  resort  to  the  open  air  in  the 
easiest  possible  fashion,  and  the  use  in  moderate  doses  of  the 
usual  tonics,  ferru^nous  and  otherwise.  For  the  latter  purpose — 
the  prevention  of  recurrence — the  hot-water  vaginal  injections, 
according  to  Emmet's  plan,  are  invaluable,  and  the  bowels  should 
now  be  carefully  regulated,  while  the  patient  must  very  slowly 
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indeed  reenme  her  former  course  of  life,  aud  should  remain  for  a 
considerable  time  absque  marito.  Blistering  of  the  abdomen,  and 
the  application  of  iodine  paint  or  liniment,  are  recommended  by 
all  writers,  and  strongly  extolled  by  many.  To  be  of  use  they 
must  be  applied  unstintingly,  and  at  the  time  when  the  acute ' 
symptoms  have  fitirlv  disapp^tred,  while  the  exudations  are  as 
yet  not  hardened  in  the  extreme.  I  am  sure  of  the  fact,  although 
I  cannot  account  for  it,  that  iodide  of  potapaium  and  bichloride 
of  mercury,  each  of  them,  sometimes  produces  a  marked  ab- 
Borbent  effect,  while  in  other  cases  they  seem  totally  inert; 
The  use  of  the  waters  of  various  foreign  and  Britisb  springs, 
chalybeate,  iodised,  or  saline,  is  indicated  here,  as  in  the  chronic 
inflammatory  condition  of  the  uterus.  The  consideration  of  the 
treatment  of  purulent  degeneration  is  reserved  until  we  speak 
of  pelvic  abscess.  All  ovariotomists  are  aware  of  the  imme- 
diate subsidence  of  peritonitis  following  removal  of  tumours,  and 
when  even  nothing  has  been  done  but  opening  into  the  peritoneal 
cavity  and  thoroughly  cleansing  its  surface,  the  same  result  has 
not  infreauently  fouowed.  I  dare  not  attempt,  in  a  work  of  this 
kind,  to  Araw  any  general  deduction  from  these  facts,  but  they  are 
sufficient  to  render  it  possible,  or  even  probable,  that  time  may 
lead  to  some  means  of  differentiating  those  cases  of  perimetritis, 
acute  or  chronic,  in  which  surgical  treatment  of  this  kind  may  be 
rationally  followed.  A  very  careful  notation  and  comparison  of 
cases,  in  which  the  desired  result  is  thus  accidentally,  as  it  were, 
brought  about,  is  required,  and  I  hope  ere  long  to  add  my  quota 
to  the  collection  of  &cts. 

Pelvic  Cellulitis,  or  Parametritis,  or  Peri-uterine  CeUulitis. 

By  this  we  mean  an  inflammation  confined  to  the  cellular  tissue 
of  the  pelvis.  Technicallv,  the  term  is  still  more  restricted ;  for, 
although  psoas,  iliac,  and  lumbar  abscess  may  involve  the  inflam- 
mation and  suppuration  of  certain  portions  of  the  pelvic  cellular 
tissue,  it  is  only  those  inflammations,  unfortunately  of  very  com- 
mon occurrence,  which  primarily  attack  the  loose  tissues  around 
the  supra-vaginal  neck  of  the  uterus,  or  between  the  layers  of  the 
broad  ligaments,  or  occasionally  between  the  utero-sacral  liga- 
mentous folds,  which  are  understood  to  be  meant.  From  this 
Soint  of  view  the  term  peri-uterine  is  not  inappropriate.  In 
escribing  pelvic  cellulitis,  it  will  be  found  that  practical  utility 
leads  us  to  base  our  description  to  a  large  extent  on  stating  where 
it  differs  from  that  which  we  have  given  of  pelvic  peritonitis. 
Probably  the  cellular  form  is  the  more  common,  if  we  consider 
only  the  cases  met  with  in  ordinary  gynaecological  practice ;  but 
if  we  include  obstetric  practice,  the  balance  will  be  somewhat 
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redressed  as  oonoems  the  severe  and  clearl^-dia^osed  cases, 
althoaffh  the  number  of  slight  eases  of  ceUnlitis  which  follow  on 
tears  of  the  cervix  uteri  or  perineum  might,  if  recognized,  tend 
to  restore  the  preponderance  of  that  form  of  pelvic  inflammation. 

jPz/Ao&)^.— inflammation  of  these  parts  follows  the  course  of 
ordinary  phlegmonous  inflammation,  and  may  terminate  in  reao- 
tion,  cicatrisation,  suppuration,  or  sloughing.  The  most  common 
site  of  this  process  is  at  one  side  of  the  cervix  uteri,  from  which 
it  extends  I>Btween  the  layers  of  the  corresponding  broad  liga- 
ment Hence  a  common  dia^ostic  mark  of  cellulitis  is  its  lateral 
character.  Both  sides  may  oe  similarly  and  simultaneously  af- 
fected, or  the  attack  may  originate  in  or  extend  to  the  tissue  be- 
tween the  bladder  and  uterus,  or  behind,  between  the  layers  of  the 
utero-sacral  li^ments.  There  are  various  knotty  points^  still  un- 
determined, with  regard  to  the  precise  localisation  of  pelvic  cellu- 
litis. The  earnest  student,  when  he  has  time,  will  strive  to  make 
the  best  he  can  of  these,  by  reference  to  the  works  I  have  named 
and  to  others,  but  the  simple  facts  now  given  correspond  with  all 
clinical  experience.  I  have  asked  one  or  two  very  experienced 
anatomists  the  simple  question  whether  there  is  really  any  cellu- 
lar tissue  between  the  layers  of  the  broad  li^ment  at  all,  and  by 
each  one  I  have  been  assured  that  he  could  not  answer  the  ques- 
tion except  by  reference  to  gynaecological  literature.  A  similar 
amount  of  ignorance,  or  at  any  rate  of  divergence  of  opinion, 
seems  to  exist  with  re^rd  to  the  absorbent  glands  and  ducts  met 
with  in  the  pelvic  region,  but  sufficient  is  Imown  to  warrant  the 
opinion  of  Munde  that  many  of  the  slighter  attacks  of  cellulitis 
are  really  confined  to  the  absorbents  within  the  pelvis.  Displace- 
ment of  the  uterus  is  found  in  pelvic  cellulitis,  as  in  peritonitis, 
althou&rh  slight  amounts  of  either  may  fail  to  produce  it.  Its 
usual  direction  corresponds  with  what  mi^ht  be  expected  from 
the  facts  now  given.  It  is  rarely,  ii  ever,  fixed  centrally.  It  is 
very  rarely,  if  ever,  pushed  forwards  and  downwards  as  a  whole. 
Most  commonly  the  cervix  is  pushed  to  one  side,  and  the  whole 
uterus  is  also  displaced  laterally,  but  it  is  more  frequently  latero- 
verted  or  latero-nexed  than  laterallv  displaced  as  a  whole.  It 
may  be  pushed  backwards  against  the  sacrum,  or  its  cervix  may 
be  pushed  or  pulled  in  that  direction,  while  its  fundus  bends  over 
in  front,  or  the  cervix  may  be  dra^^ed  forwards  at  an  acute  angle 
to  the  fundus,  also  bent  forwards  (hs.  133,  No.  6). 

Symptoms  and  Signs. — ^The  general  symptoms  of  acute  ^Ivic 
cellulitis  are  those  of  cellular  inflammation  in  any  other  region — 
rigors,  quick  pul8e,*and  high  temperature.  These  symptoms  differ 
from  those  of  peritonitis  only  in  their  varying  average  frequency 
or  predominance.  Rigors  are  more  common,  the  piilse  is  often 
less  rapid,  the  temperature  ranges  higher  except  in  violent  septic 
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caaes,  as  it  does  ^nerally  in  parench^matooB  as  compared  with 
serous  inflammations.  Nausea,  vomiting,  and  tympanites  are  sel- 
dom present;  these  symptoms  point  rather  to  affections  of  the 
peritoneum.  Severe  pain  is  more  often  absent  than  in  peritonitis, 
and  tenderness  on  pressure  on  the  abdomen  may  be  absent,  but  it 
is  very  marked  at  some  particular  point  on  vaginal  examination, 
generally  laterally.  There  is  often  considerable  dysuria,  and  there 
may  be  tenesmus,  owing  to  pressure  on  the  bladder  or  rectum  by 
teudation,  or  to  sympathy.  As  with  peritonitis,  there  are  cases 
in  which  the  acute  symptoms  are  almost  perfectly  latent,  or  where 
they  are  so  slight  and  oDscure  as  not  to  lead  to  investigation  in 
the  early  stages. 

The  physioEd  signs  are  those  arising  from  the  exudations  and 
displacements  mentioned  above.    Very  early  on,  the  seat  of  in- 
flammation is  detectable,  both  by  the  acute  pain  pro<iuced  on 
examination,  and  by  a   sense  of  puffiness  and   swelling.    The 
effused  lymph  or  serum  cannot  recede  before  the  tolich  as  in 
peritonitis.    Bi-manual  examination   may  be  impossible  in  the 
more  acute  sta^  without  the  aid   of  aneesthesia,  but  it  will, 
by  and  by,  disclose  the  existence  of  a  tolerably  defined  swelling, 
which  becomes  harder  as  inspissation  goes  on,  or  softer  purulent 
degeneration  take  place.    In  froat  of  the  uterus  a  mass  is  often 
indiscernible,  either  alone  or  in  combination  with  the  lateral  swell- 
ing, and  in  slight  cases  we  may  have  only  an  isolated  nodule  or 
two  in  one  or  other  of  the  situations  now  indicated,  the  result  of 
limited  local  ii^ury  and  lymphatic  absorption.    The  other  signs 
are  derivable  from  the  changes  produced  in  the  position  of  the 
uterus,  and  these    have   been  sufBciently  indicated  above,  but 
it  is  worthy  of  notice 
that  in  cellulitis  the 
fixation  of  the  uterus 
is  often  less  complete 
than  in   peritonitis 
although,  owing  to 
the  comparative  free- 
dom of  movement  on 
one  side,  its  displace- 
ment may  be  greater. 
One  sympton    when 
it  occurs,  as  it  not 
unfrequently  does,  is  _^  

very  characteristic  of  Fio.  202.— Lateral  Exudation  in  Pelvic  CelluHtis. 

Glvic  cellulitis  and, 
»  so,  of  intra-cellular  hsematocele,  namely,  retraction  of  the 
thigh  on  the  affected  or  chiefly  affected  side.  It  may  almost  be 
considered  as  differentiating  tnese  affections  from  the  correspond- 
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itig  intra-periteneal  affections.  In  fig.  i202  we  have  an  illostra- 
tion  of  the  most  common  form  of  exudation  in  pelvic  cellalitis. 

Dwfnms.-^ntBLcient  has  been  s^id  above  to  indicate  the  lines 
of  differentiation  between  the  peritoneal  and  cellular  forms  of  dis> 
ease,  when  their  exudations  are  fully  formed  or  stationary,  and 
when  we  have  not,  as  sometimes  happens,  a  combination  of  the 
two  affections.  In  the  post-i>uerperal  period,  the  exudations  of 
cellulitis,  or  even  of  peritonitis,  are  otten  masked  by  symptoms 
of  so  general  a  character  that  they  are  apt  to  be  overlooked,  unless 
very  carefully  watched  for,  and  there  are  few  cases  in  whi(di  a 
fresh  observer,  called  in  consultation,  more  often  excites  the 
cha^in  of  the  regular  attendant,  than  by  indicating  to  him  thesjS 
unobserved  mormd  conditions.  To  be  forewarned  is  to  be  fore- 
armed. The  following  conditions  may  be  mistaken  tor  the  results 
of  pelvic  cellulitis : — 

HcBmatoceU  of  intra-cellular  character  and  small  extent  can  only 
be  differentiated  by  its  history,  and,  when  chronic,  the  diagnosis 
is  corroborated  if  the  swelling  is  less  unilateral,  the  uterus  pushed 
less  laterally,  and  the  vagina  more  occluded  than  is  common  in 
cellulitis.  The  tumour  in  hsematocele  is  more  likely  to  be  soft 
at  first,  gradually  hardening,  while  an  opposite  condition  is  too 
often  found  in  cellulitis. 

Fcecal  masses  are  distinguished  by  their  posterior  site  and  by 
the  methods  of  examination  so  often  previously  referred  to. 

Ovarian  sfweUing  or  Fallopian  distention  Ave  frequently  very  diffi- 
cult to  differentiate.  Their  lateral  position,  tenderness,  and  fre- 
quent accompaniment  bjr  inflammatory  symptoms  and  to  the'diffi- 
culty,  while  their  mobility,  when  it  is  retained,  is,  on  the  other 
hand,  highly  differential. 

JExtra-uterine  pregnancy  is  more  likely  to  be  mistaken  for  the 
products  of  peritonitis  than  for  those  of  cellulitis,  for  although 
more  or  less  unilateral,  it  can  generally  bei  ascertained  to  be  supra- 
peritoneal. 

Fibroid  uterine  tumours  are  nearly  always  open  to  the  same  re- 
mark, but  a  small  fibroid  of  the  upper  part  of  the  cervix, 
especially  in  front,  would  closely  simulate  the  physical  signs  of 
ante-uterine  cellulitis.  A  hasty  diagnosis  of  such  a  case  might 
very  probably  be  erroneous,  but  careful  study  of  the  history,  and 
a  little  patient  watching,  would  prevent  mistakes 

Pdvic  abscess  is  most  frequently  only  a  sequel  of  cellulitis.  The 
differentiation  that  would  be  required  would  be  one  of  the  real 
causation  of  the  absoess  {see  below). 

Malicpmnt  nodules  in  the  pelvis  might  easily  be  mistaken  for 
cellulitic  deposits  or  septic  enlargement  of  the  pelvic  absorbent 
glands,  but  uterine  cancer  is  almost  always  present  as  an  ante* 
cedent,  and  presents  its  usual  symptoms,  local  or  general. 
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It  will  be  well  to  insert  now,  in  tabular  form,  the  main  differ- 
ential points  between  pelvic  peritonitis  (perimetritis)  and  pelvic 
cellulitis  (parametritis) : — 

A.  PsBnoTBins.  B.   Pabucbtbitis. 

1.  CbMMfion.—MaDy  cansea  common  to  1.  CoiiM^tofi.— Local  iojuries,  especially 
both.  Ctoneral  shock,  general  septicaBmla,  in  labonr,  sepsis  firom  local  affections  or 
and  gonorrhoea  more  frequent.  soi^cal  proceedings  more  common. 

2.  AeuU  /Sj^ptomt.— Temperature  high  2.  AetUe  /Sj^mpCofiu.— Temperature  ave- 
m  general  septicsmia,  lower  in  slighter  rages  higher,  rulse  varies.  Pain  often 
fOTms.  Pulse  rapid.  Pain  severe,  difimsed,  less.  Tenderness  chiefly  pelvic,  generaUy 
abdominal.  Tenderness  chiefly  hypogas-  lateral.  Vomiting  and  tympanites  absent, 
trie,  rarely  lateral.  Vomiting  and  tym-  One  thifh  often  flexed,  afterwards  adduc- 
panites  common.    Both  thighs  sometimes  ted  or  abducted. 

flexed, 

3.  Local  StoaUng.—Flnid,  and  almost  3.  Local  StoeUinff.'^DlBiAnct  intra-pel- 
Tndistinguishable  at  first.  Site  all  around  vie  swelling  almost  (h>m  the  first.  Site 
the  uterus,  but  tending  to  distend  Doug-  varies,  never  symmetrical  behind  uterus, 
las's  pouch  symmetrically  behind.  Sub-  most  often  in  one  broad  ligament,  or  at 
sequent  extension  upwards  into  peritoneal  isolated  points,  «.^.,  behind  bladder,  in 
cavl^.  one  utero-sacral  ligament,  or   in    pelvic 

glands.    Extension  occurs  along  course  of 
connective  tissues. 

4.  UUrui  fixed  early  in  normal  position       4.     Uttnu  generally  displaced  laterally, 
or  pushed  forwards.  often  fiexed,  fixation  sometimes  lees  com- 
plete. 

5.  Csrtfix  may  be  normal,  or  apparently  5.  Oirvtx  often  apparently  shortened 
shortened  behind  or  all  round.^  at  one  side.^ 

CaiLsaMon. — As  has  been  already  stated,  pelvic  cellulitis  may 
take  its  rise  in  any  of  the  causes  which  are  also  assignable  to  pner- 
itonitis,  but  in  mentioning  these  I  endeavoured  to  distinguish 
which  of  them  were  more  commonly  followed  by  the  one  or  the 
other  inflammatorv  form.  Local  injuries  and  local  mal-practice 
certainly  cause  cellulitis  more  frequently,  systemic  shocks,  as  from 
cold,  &c.,  peritonitis.  Labour  or  abortion  may  give  rise  to  either 
6r  both,  while  gonorrhoeal  extension  is  much  more  frequently  to 
the  peritoneum. 

Treatment. — Whatever  may  be  the  difficulties  occasionally  en- 
countered in  differentiating  betweenperitonitis  and  cellulitis, such 
difficulties  can  hardly  be  said  to  SiSect  the  question  of  treatment 
to  any  very  ereat  degree.  I  have  read  a  good  many  elaborate 
descriptions  of  the  treatment  of  both  affections  by  the  same 
writers,  and  I  have  never  been  able  to  detect  any  noteworthy  dif- 
ference except  in  the  different  order  or  perspicuity  with  which 
each  step  was  mentioned.  I  have  nothing  to  add  to  the  treatment 
given  at  p.  491,  except  to  say  that  abdominal  incision  is  out  of  all 
question  here,  at  any  rate  in  the  absence  of  suppuration  with  rup- 
ture or   threatened  rupture  into  the  peritoneal  cavity.    Perhaps 

^This  apparent  shortening  is  due  solely  to  the  presence  of  exudation  depressing  the 
vaginal  fornix.    Its  situation  in  either  case  is  thus  accounted  for.  ,  .  t 
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we  may  also  say  that  in  slight  attacks  of  cellulitis  there  is  an 
especial  necessity  for  looking  for^  and  treating  antiseptically ,  any 
local  sources  of  infection  about  the  perineum,  vulva,  or  vagina. 

Pelvic  HsBmatocele. 

Of  all  the  unfortunate  mistakes  which  I  have  seen  in  practice, 
perhaps  none  have  been  more  disastrous  than  those  which  in- 
volved the  overlooking  of  this  affection.  The  knowledge  of  its 
frequent  occurrence,  and  of  its  well-marked  symptoms,  does  not 
seem  to  have  sufficient jr  permeated  the  profession ;  and  I  think  I 
may  say  that,  in  a  considerable  majority  of  the  cases  which  I  have 
seen  in  consultation,  the  patient  was  being  treated  for  something 
else,  while,  nevertheless,  the  mere  whisper  of  the  name  was  often 
sufficient  to  make  plain  to  the  practitioner  the  whole  state  of  the 
case. 

Effusion  of  blood,  either  above  or  below  the  pelvic  peritoneum, 
constitutes  the  essence  of  the  disease,  although  purists  object  to 
the  term  being  applied  in  the  former  case  until  the  effusion  is 
fixed  in  its  place  by  firm  coagulation  or  surrounding  inflammatory 
exudations.  It  is  quite  true  that  blood  from  a  ruptured  liver 
or  kidney  might  trickle  down  into  Douglas's  pouch,  and  yet  would 
not  strictly  constitute  a  pelvic  hsematocele,  but  if  the  hsemorrhage 
ceased  without  fiettal  results  it  would  speedily  assume  all  the  char- 
acters of  one,  or,  if  we  had  no  clue  to  the  source  of  haemorrhage, 
it  would  be  impossible  to  assign  any  other  name  to  it.  The 
nomenclature  of  the  disease  is  as  eomplicated  as  that  of  pelvic 
inflammation.  We  might  speak  of  peri-  and  para-uterine  hsema^ 
tocele  as,  following  Virchow  and  Mathews  Duncan,  we  do  of  the 
corresponding  inflammations  of  the  peritoneum  and  cellular  tissue 
respectively,  or  we  may  term  the  former  retro-uterine,  from  the 
position  of  its  exuded  lymph  in  Douglas's  pouch,  and  we  may 
speak  of  the  latter  as  pelvic  thrombus,  but  I  prefer  to  retain  the 
distinguishing  terms  of  intra-cellular  hsematocele.  I  believe,  how- 
ever, that  it  will  best  serve  practical  ends  if  we  treat  of  the  two 
forms  of  blood  extravasation  a  little  more  in  common  than  we 
have  done  in  the  case  of  peritoneal  and  cellular  inflammation, 

JPatholoffy. — ^The  source  of  the  hsemorrhage  and  the  consequent 
accompaniment  of  diseased  ovary,  uterus.  Fallopian  tube,  &c., 
will  be  discussed  under  the  heading  of  causation  ;  for  hasmatocele 
is  in  reality  only  a  result  or  a  symptom  of  disease  in  some  pelvic 
or  neighbouring  organ.  From  whatever  source  the  haemorrhage 
comes,  its  course  is  determined  on  precisely  the  same  lines  as  that 
of  inflammatory  fluid  exudation. 

If  intra-peritoneal,  Douglas's  pouch  is  first  filled,  then  gradu- 
ally, in  severe  cases,  the  uterus  is  surroimded  or  over-toppea,  the 
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effusion  reachiDg  the  abdominal  wall.  Fiff.  201  represents  this, 
and  will  serve  to  illustrate  intra-peritoneal  nsematocele  as  well  as 
pelvic  peritonitis.  In  hsematocele,  however,  the  uterus  is  rarely 
arrested  in  the  centre  of  the  exudation  and  glued  there,  but  is 
rather  pushed  forwards  towards  the  pubes  and  afterwards  fixed  in 
that  position.  In  a  doubtful  case  of  diagnosis  I  should  consider 
central  fixation  of  the  uterus,  with  free  exudation  of  either  blood 
or  lymph  in  front  and  behind,  as  strongly  in  favour,  although  not 
conclusive,  of  its  being  lymph.  In  certain  cases  it  happens  that 
the  intra-peritoneal  exudation  of  lymph  or  of  blood  hardly  affects 
Doufflas's  pouch  at  all.  This  may  be  due  occasionally  to  congen- 
ital deficiency  of  the  pouch,  but  more  often  to  its  obliteration  or 
closure  by  previous  inflammatory  attacks  The  phenomenon  is 
certainly  more  common  with  haematocele,  and  this  accords  with 
the  view  that  peritoneal  adhesions  often  precede  haematocele  and 
serve  as  restraming  media  to  prevent  its  extension  or  limit  its 
bounds. 

When  the  effusion  of  blood  is  intra-cellular  it  takes  much  the 
same  variety  of  courses  as  the  lymph  in  cellulitis,  into  the  lateral 
interspaces  extending  from  the  uterus  between  the  broad  liga- 
ments, or  in  other  directions  where  loose  cellular  tissue  allows  of 
its  progress.  It  is,  however,  from  its  invariable  fluidity  at  first, 
much  less  disposed  to  be  predomiijiantly  unilateral  than  the  exu- 
dation of  cellulitis.  Sometimes  the  distention  is  so  great  as  to  lift 
up  the  peritoneal  covering  of  the  pelvis  to  a  very  considerable  ex- 
tent as  a  whole,  and  so  to  simulate  very  closely  the  swelling  caused 
by  intra-peritoneal  exudation  or  effusion.  In  such  cases  the  fundus 
uteri  may  even  be  felt  centrally  from  above  the  pubes,  while  the 
solidified  effusion  rises  to  a  higher  level  on  each  side. 

The  changes  gradually  undergone  by  the  blood  are  not  always 
alike.  It  may  remain  fluid  or  semi-fluid  for  a  considerable  time, 
and,  especiallv  if  meddlesome  treatment  is  employed,  it  may  pass 
into  the  conaition  of  pus,  with  hardly  any  coagulation.  Much 
more  generally,  however,  coagulation  occurs,  and  the  mass  ac- 
((uires  m  time  an  almost  stony  hardness,  this  being  followed,  as  in 
mflammatorv  exudation,  by  gradual  and  more  or  less  complete  ab- 
sorption, or  by  limited  suppuration  and  pelvic  abscess. 

When  intra-cellular,  the  limitation  and  encystment  of  the  effu- 
sion are  brought  about  by  the  natural  limits  of  the  intra-cellular 
spaces,  and  by  the  peritoneal  covering  above,  except  in  those  rare 
cases  where  peritoneal  rupture  takes  place  and  the  hsematocele 
partakes  of  a  mixed  intra-peritoneal  and  intra-cellular  character. 

When  intra-peritoneal  from  the  first,  the  fluid  also  becomes 
encysted,  and  is  not  found,  after  death,  free  in  the  peritoneal 
cavity,  unless  in  cases  of  almost  immediate  destruction  of  life. 
This  encystment  is  caused  by  inflammatory  adhesions  of  tlieperi-, 
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'toneum  itself,  and  not  by  coagulfttion  of  the  sur&ee.  By  some  it 
is  supposed  that  these  adhesions  are  always  pre-ezistent,  and 
doubtless  this  is  often  the  case,  owing  to  disease  of  the  pelvic 
viscera,  which  is  also  the  cause  of  the  hsemorrhage.  But  when 
we  consider  how  rapidly  peritoneal  adhesion  occurs,  as  for  in- 
stance after  abdominal  incisions,  how  frequently,  if  not  univer- 
sally, the  shock  of  hsematocele  is  soon  followed  by  pulse  and  tem- 
perature signs  of  inflammation,  and  how  improbable  it  is  that  an 
ovary  or  Fallopian  tube  will  never  rupture  upon  a  perfectly  free 
surface,  we  must  be  compelled  to  believe  that  the  investing  adhe- 
sions are,  very  often  at  least,  secondary.  The  intestines  are  some- 
times involved  in  this  capsule  of  lymph. 

Symptoms  and  Si^ns. — All  that  has  now  been  said  tends  to  show 
that  the  mere  phvsical  sisns  of  hsematocele,  when  its  exudation  is 
complete,  differ  but  little  fix)m  those  of  inflammation.  In  hos- 
pital practice  we  meet  with  numerous  cases  where  the  absence  of 
any  clear  history  renders  it  impossible  to  pronounce  with  certainty 
upon  the  original  character  of  the  disease.  The  more  constant 
tendency  of  an  intra-peritoneal  blood  mass  to  push  the  uterus 
much  forwards  and  to  rise  quickly  in  the  shape  of  a  large  supra- 
pubic tumour  is  worthy  of  notice,  but  is  certainly  not  patho^o- 
monic.  In  the  intra-cellular  form  strictly  unilateral  exudations 
are  more  probably  inflammatory,  but  deposits  confined  to  the  front 
of  the  uterus  may  be  inflammatory  or  hsemorrhagic. 

With  these  remarks  the  student  is  referred  to  what  has  been 
said  before  on  the  physical  signs  of  pelvic  imflammatory  exu- 
dations. 

The  symptoms,  however,  which  accompany  the  onset  or  prcjg- 
ress  of  a  hsematocele  are,  in  typical  cases,  highly  characteristic, 
and  it  is  to  these  that  we  must  often  look  for  differentation,  al- 
though the  physical  signs  may  lead  to  a  closely  approximate  diag- 
nosis. It  is  undoubt^ly  the  case  that  not  infrequently  slight 
hsemorrhages  occur  into  the  peritoneum  with  few  or  no  charac- 
teristic symptoms.  No  one  can  study  the  physiology  of  ovula- 
tion and  menstruation  without  being  satisfied  as  to  the  ffreat  prob- 
ability of  this.  If  every  unfertilizSi  ovum,  every  little  haemor- 
rhage from  a  Graafian  vesicle,  and  everv  escape  of  blood  from  an 
engorged  Fallopian  tube,  which  founa  its  way  into  the  perito- 
neum, eave  rise  to  alarming  symptoms,  female  life  would  hardly 
be  worui  living.  Small  cfQlosities  in  Douglas's  pouch  or  behind 
the  broad  ligaments  resulting  from  this  cause,  if  accidentally  dis- 
covered, can  hardly  be  differentiated  from  those  which  may  have 
resulted  from  slight  inflammatory  attacks.  But  hsematocele, 
whether  intra-peritoneal  or  intra-cellular,  of  any  considerable  ex- 
tent, is  accompanied  bv  sudden  acute  pain  in  the  pelvis  or  lower 
abdominal  regions,  ana  by  a  certain  amount  of  rapidly  occurring 
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shock  to  the  system.  The  pain  is  characterised  by  its  suddenness, 
by  its  most  frequent,  although  not  invariable  occurrence  about  the 
menstrual  period,  by  its  very  frequently  following  on  some  kind 
of  unusual  exertion,  and,  above  all,  by  the  absence,  for  some  time, 
of  the  symptoms  of  inflammatory  fever^  If  these  points  only 
were  borne  in  mind  we  should  not  meet  with  those  frequent 
disastrous  cases  where  acute  pain  of  the  kind  is  at  once  treated  as 
inflammatory,  by  means  of  hot  poultices.  Three  times  I  have 
seen  this  occur  in  the  families  of  medical  brethren,  twi6e  with 
fatal  results. 

The  systemic  shock  shows  itself,  according  to  its  degree,  by  a 
mere  feeling  of  faintness  or  exhaustion,  bv  a  small  and  com- 
pressible, although  perhaps  quick  pulse,  by  lowering  of  the 
general  temperature,  or  by  the  utmost  degrees  of  fainting,  vomit- 
mg,  general  coldness,  rapid  pallor,  pulselessness,  and  hiccup,  in 
fine,'  by  every  symptom  which  is  onlv  too  familiar  to  the  obstetric 
practitioner  as  a  result  of  internal  hsemorrhage.  When  a  fair 
number  of  these  painful  and  depressing  symptoms  are  present  in 
wiy  woman,  the  practitioner  snould  never  lose  sight  of  pelvic 
hssmatocele  till  he  has  found  some  other  clear  cause  for  them.  If 
the  symptoms  are  very  marked,*'and  if  he  possesses  a  delicate 
sense  of  touch,  the  sott  bulging,  pappy  condition  of  Douglas's 
pouch,  or  a  more  distinct  sense  of  encysted  fluid  in  some  part  of 
pelvic  cavity,  will  confirm  his  suspicions,  and  lead  to  immediate 
anti-heemorrhagic  treatment.  I  cannot  agree  with  those  who 
maintain  that  even  free  hsemorhage  exudation  into  the  peritoneum 
cannot  be  ascertained  with  moderate  certainty  by  vaginal  touch. 
I  can,  at  any  rate,  recall  no  such  case,  since  I  first  made  gynse- 
cology  a  special  study,  in  which  I  have  not  felt  absolutely  sure  of 
its  existence,  and  demonstrated  it  to  the  practitioner  in  attend- 
ance. In  moderately  large  exudations  of  blood  the  evidences  of 
their  pressure  on  surrounding  structures  are  seldom  absent  A 
feeling  of  something  to  be  expelled  from  the  pelvis  by  straining, 
tenesmus  of  bowel,  bladder,  uterus  or  vagina,  with  diificult,  ob- 
structed, or  completely  prevented  action  of  the  bladder  or  bowel 
are  met  with.  These  symptoms  are  very  similar  to  those  we 
meet  with  in  sudden  retroversion  of  the  gavid  uterus,  and  if 
pregnancy  exists,  or  if  coagulation  has  rapidly  occurred  behind 
the  uterus,  simulating  the  retroverted  fundus,  the  differentiation 
may  be  diificult  to  those  who  are  unfamiliar  with  bi-manual  ex- 
amination. I  have  on  more  than  one  occasion  found  practitioners 
diligently  endeavoring  to  push  up  a  mass  of  retro-uterine  clot, 
under  the  impression  that  it  was  retroverted  fundus  of  a  gravid 
uterus,  while  they  might  easily  have  traced  bi-manually  the  con- 
nection between  the  cervix  in  the  vagina  and  the  fundus  just 
behind  and  above  the  pubes,    lidbny  cases  of  hssmatocele  are 
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accompanied  by  free  metrorrhagia,  a  circamstance  often  owing  to 
the  fact  that  the  causation  is  due  to  something  interfering  with 
the  menstrual  phenomena  at  the  time,  but  it  is  not  safe  to  my  too 
much  stress  upon  this  as  a  diagnostic  symptom,  metrorrhagia 
may  depend  on  or  accompany  so  many  other  affections,  and  is  so 
frequently  absent  in  this. 

If  the  case  be  not  seen  for  twelve  or  twenty-four  hours,  other 
symptoms  arise  which,  although  they  are  a  natural  and  almoet 
a  constant  sequel  of  the  haemorrhage,  render  its  diagnosis  from 
inflammation  diflScult  or  impossible.  Inflammation  of  a  secondary 
character  has,  in  fact,  set  in,  and  we  have  seen  how  necessary  it 
is,  in  intra-peritoneal  cases,  to  secure  the  localisation  of  the  blood 
mass.  Chills  or  rigors,  elevation  of  temperature,  tenderness  on 
pressure  above  or  below,  show  that  the  inflammatory  process  is  at 
work,  and  only  the  most  careful  estimate  of  the  primary  symp- 
toms, unless  thev  were  very  marked,  will  enable  us  to  tell 
whether  the  febrile  symptoms  and  the  observed  physical  signs  of 
exudation  are  those  of  pelvic  inflammation,  pure  and  simple,  or 
of  this  grafted  on  a  hsematocele.  In  hospital  practice  the  bsema- 
tocele  cases  are  nearly  all  of  this  character,  and  one  can  hardly 
help  a  feeling  of  humiliation  in  being  compelled  so  often  to  com- 
mence one's  clinical  observations  in  the  same  strain  of  doubt  as  to 
whether  the  case  should  be  tabulated  as  one  of  pelvic  hsematocele 
OP  of  peMc  inflammation. 

The  course  of  the  disease  is  very  varied.  Death  in  a  v'ery 
short  time  often  occurs  in  the  intra-peritoneal  cases.  If  post- 
mortem examinations  were  more  common  in  private  practice  than 
they  are,  this  would  be  speedilj^  apparent.  Inflammation  of  some 
indefinite  character  gets  the  credit  of  many  of  these  rapid  deaths. 
Hospital  practice,  so  valuable  in  most  instances,  is  of  no  use  here 
as  an  educator.  Patients  do  not  come  in  in  anticipation  of  a 
rapidly  fatal  hsematocele,  and  the  cases  of  haemorrhage  that  are 
admitted  have  passed  the  first  and  more  dangerous  stage.  When 
the  tumour,  it  intra-peritoneal,  has  become  encysted  by  inflam- 
matory exudation,  or  if  it  is  intra-cellular,  it  may  undergo  from 
time  to  time,  especially  at  the  menstrual  periods,  accessions  of 
bulk  from  renewal  or  continuance  of  its  causes,  but  a  time  comes, 
if  the  patient  is  kept  at  rest,  when  these  cease,  and  if  the  prac- 
titioner will  keep  his  surgical  talents  in  the  background,  and 
will  refrain  from  puncturing  or  incising  the  effused  mass,  it  will 
generally  disappear  by  absorption.  Suppuration,  with  escape  ot 
blood-clots  and  pus,  will  iiow  and  again  occur,  and  must  be 
treated  as  any  other  case  of  pelvic  abscess ;  but  in  my  experience, 
if  the  case  is  treated  with  masterly  inactivity,  as  regards  surgical 
interference,  this  termination  is  very  rare.  In  chronic  haematoceley 
a  term  seldom  used,  although  clinically  correct,  as  in  chronic 
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pelvic  peritonitis,  it  is  essential  to  remember  the  fact  that  a  long 
period  of  rest  must  be  allowed  for  subacute  exacerbations,  befbre 
adopting  hygienic  means  which  leave  these  oat  of  account. 

iiagnosiSy — We  have  already  described  the  sudden  pain  and 
shock,  followed  by  definite  si^s  of  pelvic  exudation,  and  inter- 
current attacks  of  inflammation,  sufficiently  to  enable  us  to  say, 
with  very  fair  certainty,  when  a  pelvic  hsematocele  has  occurred. 
As  regards  differentiation  from  other  affections,  we  must,  as 
with  pelvic  inflammation,  decide,  first — ^what  can  be  mistaken 
for  it  while  it  is  recent,  and  while  it  has  given  rise  to  no  per- 
manent physical  signs — and,  secondly,  how  far  its  permanent  or 
long-existing  physical  signs  can  be  mistaken  for  other  organic  af- 
fections of  the  pelvis. 

Pelvic  hsematocele  may,  in  its  earliest  staaes^  be  mistaken  for 
peritonitis  or  cellvlitis^  a  mistake  which  should  be  avoided  by  care- 
ful observation  of  the  pulse,  temperature,  And  other  symptoms 
denoting  the  presence  or  absence  of  acute  inflammation  of  any 
kind,  and  in  grave  cases  by  noting  the  difference  between  the 
sudden  shock  of  loss  of  blood  and  that  of  commencing  acute  in- 
flammation. In  the  case  of  cellulitis,  as  in  hsematocele,  there  may 
be  distinct  pelvic  tumour  from  the  commencement,  but  that  of 
the  latter  affection  is  soft  and  fluctuating  from  the  first,  and  grad- 
ually hardens,  while  that  of  the  former  may  be,  and  generally  is, 
pretty  dense  and  moderately  firm  from  the  beginning.  Sudden 
retroversion  of  the  uterus^  especially  of  the  gravid  organ,  often  pre- 
sents, as  we  have  seen,  very  similar  symptoms  to  those  of  hsema- 
tocele,  but  bi-manual  examination  will  at  once  correct  any  mis- 
take, and,  although  sudden  pain,  shock,  and  j^ressure  on  the  blad- 
der or  rectum  may  be  similar,  the  signs  of  internal  hsemorhage 
are  absent 

The  bursting  of  an  extroruterine  embryo  produces  hsematocele  in 
its  most  violent  and  fatal  form.  To  speak,  therefore,  of  the  dif- 
ferentiation of  the  two  affections  is  nardly  correct,  but  in  any 
case  of  serious  pelvic  hsemorrhage,  it  is  of  great  importance  to 
decide,  if  possible,  whether  extra  uterine  pregnancy  is  present  or 
not.  The  hbtory  of  pregnancy,  combined  with  the  bi-manual  dis- 
covery of  a  non-gravid  uterus,  the  presence,  at  the  very  commence- 
ment, of  a  definite  tumour,  before  much  coagulation  could  have 
occurred,  the  knowledge,  if  it  is  attainable,  whether  such  tumour 
existed  before  the  shock  took  place,  and  the  power  of  making 
out  any  unmistakable  portion  of  a  foetus,  are  the  points  on  which 
we  must  rely  for  a  decision.  In  the  case  of  a  very  early  em- 
bryo, its  existence  may  be  only  a  matter  of  surmise,  and  quite  in- 
capable of  demonstration. 

The  differentiation  of  intra-peritoneal  from  intra-cellular  hsema- 
tocele,  in  slight  cases,  may  be  impossible  at  the  first,  and  can  only 
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be  made  where  phygical  signs  have  become  marked,  but  a  local- 
ised pelvic  tumour  at  a  very  early  stage,  which  is  not  in  Douglas's 
pouch,  and  which,  although  soft,  does  not  completely  recede  on 
pressure,  is  distinctive  of  the  intra-cellular  form.  The  intrarperi 
toneal  form  must  be  more  strongly  suspected  when  the  attack  oc- 
curs during  a  menstrual  period,  and  in  most  cases  when  it  is  vio- 
lent, and  leads  to  much  collapse,  where  general  peritonitis  follows, 
or  where  there  are  frequent  recurrent  attacks. 

In  its  later  stages^  when  all  haemorrhage  has  ceased,  when  such 
shock  as  may  have  followed  has  passed  away,  when  secondary  in- 
flammation has  ceased,  and  when  nothing  remains  but  a  historv 
to  be  investigated,  and  physical  signs  to  be  estimated,  the  diflfer- 
entiation  of  the  results  of  hasmatoc^le  from  other  conditions  is 
difficult  and  often  impossible.  From  the  exudations  of  pdvic  in- 
flammation^ physical  examination  alone  cannot  now  give  any  posi- 
tive assurance  of  diflferentiation.  If  the  history  is  clearly  distinc- 
tive, we  may  rely  on  it,  if  not,  we  must  be  content  to  remain  in 
doubt,  although  fortunately  such  doubt  has  little  if  any  influence 
on  treatment.  The  exudation  may  be  mistaken  for  fbroid  out- 
growths of  the  uterus,  especially  of  its  posterior  wall,  for  ovarian 
tumour,  or  for  some  of  the  rarer  forms  of  uterine  congenital  malfor- 
motions,  for  chronic  uterine  displacements,  especially  retroflexions, 
for  a  still  advancing  extra-uterine  foetakon,  or  for  cancer,  of  the 
pelvis.  The  symptoms  and  signs  of  each  of  these  have  been  men 
tioned  in  their  appropriate  places,  and  must  be  recalled  to  memory 
in  making  a  diagnosis.  If  this  be  done,  mistakes  of  an  impor- 
tant kind  will  seldom  be  made.  The  immobility  of  the  mass  will 
itself  differentiate  it  from  the  majority  of  these  sources  of  error 
— ^from  fibroid  growth,  displaced  uterus,  or  omrian  tumour.  We 
cannot  poise  upon  the  finger,  or  move  about  bi-manually,  a  firm 
pelvic  exudation  of  blooclor  lymph,  as  we  can  all  of  these,  unless 
fixed  by  accompanying  inflammation.  Extra-uterine  foetation 
has  its  own  special  history,  and  pelvic  cancer  has  its  own  cachexia 
and  constant  pain,  its  absence  of  sudden  supervention,  and  the 
frequent  coexistence  of  ascites,  to  guide  us. 

The  diagnosis  of  intra-cellular  from  intra-peritoneal  hsemato- 
cele,  in  this  stage,  and  so  far  as  it  depends  upon  physical  signs, 
has  been  suificiently  indicated,  and  diflfers  little  from  that  between 
para'metritis  and  peri-metritis. 

Prognosis, — An  almost  immediately  fatal  result  is  apt  to  follow 
intra-peritoneal  hsematocele  when  it  is  caused  by  the  rupture  of 
an  extra-uterine  embryo  or  of  any  very  vascular  structure.  This 
may  sometimes  be  averted  by  steps  afterwards  to  be  described, 
if  the  true  nature  of  the  case  is  diagnosed  in  time.  When 
hsemorrhage  has  ceased,  and  the  patient  can  be  rallied,  encyst- 
ment  of  me  clot  by  inflammatory  exudation    speedily  follows. 
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There  is  still  a  risk,  especially  at  the  first  following  menstrual 

Griods,  of  renewed  and  fatal  hjBemorrhage,  bat  this  risk  gradnallj 
isens  as  the  raptured  parts  become  sealed  by  adhesion.  Once 
rendered  qaiescent,  the  extravasion,  if  large,  may  burst  into  the  rec- 
tum, vagina,  or  elsewhere,  discharging  clots,  suppurating,  and  ulti- 
mately killing  by  septiceemia  or  exhaustion,  or  gradually  perform- 
ing a  natural  cure.  1  have,  however,  rarely  seen  a  case  where,  if  it 
was  left  alone,  this  result  in  spontaneous  rupture  occurred.  Suppura- 
tion before  rupture,  and  subsequent  abscess,  is  another  occasional 
sequel,  also,  in  my  opinion,  too  frequently  the  result  of  injudi- 
cioas  aspiration  or  other  manipulation.  As  a  rule,  the  mass 
hardens  more  and  more  until  it  is  completely  solidified,  and  then, 
under  judicious  hygienic  treatment,  is  gradually  absorbed.  Small 
intra-peritoneal  extravasations  undoubtedly  get  well,  frequently 
without  diagnosis  or  treatment.  Intra-cellular  extravasations 
rarely  end  in  sudden  death,  but  run  tiie  same  course  of  slow  ab- 
sorption or  ultimate  suppuration  and  abscess  as  the  exudations  of 
pelvic  cellulitis. 

Causation. — We  have  already  spoken  of  hsematocele  as,  strictly 
speaking,  not  a  disease,  but  as  a  symptom  of  disease  in  various 
organs,  which  may  lead  to  the  extravasation  of  blood.  In 
practice,  and  for  the  purpose  of  treatment,  we  cannot,  however, 
entirely,  maintain  this  view.  It  is  with  the  extravasation  and  its 
r^ults  we  have  to  deal — the  causes  are  often  only  surmisable,  and 
still  more  often  are  beyond  our  reach,  at  any  rate  till  long  after  the 
attack.  Still,  it  is  more  desirable  to  know  what  circumstances 
may  lead,  in  various  cases,  to  hsematocele,  and  for  the  purpose  of 
prognosis,  or  occasionaly  of  treatment,  to  try  and  estimate  wnich  of 
these  is  most  likely  to  be  the  efficient  one  in  the  particular  case. 
No  doubt  a  certain  number  of  cases  are  wholly  or  partially  due  to 
a  predisposing  condition  of  system — to  purpura,  haemophilia,  or 
the  haemorrhagic  diathesis,  or  to  chlorosis  and  other  diseased  con- 
ditions of  the  blood  or  general  vascular  tissues.  I  think  I  have 
distinctly  observed  a  tendency  to  this  affection  in  those  of 
strumous  habit.  The  menstrual  period,  with  its  increased  vas- 
cular tension,  may  also  be  looked  upon  as  a  predisposing  cause, as 
may  every  disease  of  the  pelvic  organs  which  leads  to  permanent 
or  occasional  hyparsemia  of  the  tissues,  sudden  arrest  of  menstma- 
tion  by  shock  or  cold  included.  Among  the  immediate  causes, 
we  may  set  aside  those  which  depend  on  rupture  of  organs  within 
the  abdomen  proper, — of  aneurisms,  or  of  extravasations  from  con- 

fested  abdominal  viscera.  These  may  certainly  cause  hsematocele, 
ut,  as  a  rule,  the  primarily  non-pelvic  character  of  the  disease 
should  be  ascertainable,  and  should  lead  to  attempts  at  practice 
founded  on  this  knowledge.  Among  the  most  fetal  causes, 
although  by  no  means  the  most  common,  is  the  rupture  of  an  ex- 
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tra-uterine  embryo,  and  we  have  already  fully  diecussed  this  in  its 
present  relations  (see  Chap.  XVIII.).  The  rupture  of  an  ovarian 
tumor  m^  also  cause  hsematooele,  as  may  that  of  an  occluded  and 
enlarged  Fallopian  tube  or  of  a  hssmatometra,  due  to  atresia  of  tiie 
genital  canal.  In  these  cases  the  physical  signs  may  have  led  to 
previous  diagnosis,  or  remain  sufficiently  distinct  to  enable  us  now 
to  make  it.  Rupture  of  a  Graafian  vesicle,  or  of  an  ovary  which 
is  the  subject  of  cystic  dege  neration,  or  of  varicose  or  hsemorr- 
hoidal  utero-ovarian  veins,^  and  escape  of  blood  from  the  fim- 
briated extremity  of  an  enlarged  Fallopian  tube,  sum  up  the  more 
common  causes  which  lead  to  intra-peritoneal  hsematocele ;  and 
any  of  these  ruptures  may,  although  more  rarely,  occur  between 
the  folds  of  the  oroad  ligament,  and  so  ^ive  rise  to  the  intra-cella- 
lar  affection.  Among  the  special  exciting  causes  of  the  intra- 
cellular variety,  although  doubtless  this  may  also  occasional^  give 
rise  to  the  intra  peritoneal,  we  may  mention  violent  coitus,  violent 
blows,  or  falls  or  efforts,  or  pelvic  operations,  chronic  menstrual 
suppression  with  engorgement,  giving  away  of  pelvic  adhesions, 
or  in  any  other  cause  which  tends  to  the  rupture  of  vessels  below 
the  peritoneum  or  within  the  pelvic  cellular  tissue.  Most  of  these 
causes  may  be  fairly  estimated  by  a  careful  study  of  the  history  of 
the  patient  for  some  time  previously,  when  time  is  permitted. 

Treatment — When  called  to  a  case  of  hsematocele,  the  practi- 
tions  should  endeavor  to  ascerta^in  as  early  as  possible  whether  it 
is  intra-peritoneal  or  intra-cellular.  In  the  most  dangerous,— the 
rapidly  fatal  cases, — ^he  will  give  the  benefit  of  the  doubt  to  the 
intra-peritoneal  variety.  If  he  believes  that  the  attack  is  intra- 
cellular, he  must  once  abandon  the  idea  of  any  thing  like  surgical 
interference.  Nothing  that  he  can  do  will  compensate  for  the  loss 
of  the  restraining  influence  of  the  pelvic  fasciae  or  coverings.  K  the 
haemorrhage  is  not  so  great  as  to  be  immediately  threatening  life, 
and  if,  by  means  afterwards  to  be  mentioned,  he  can  secure  reaction, 
or  arrest  of  future  systemic  depression,  he  must  exercise  the  same 
caution,  no  matter  where  the  effusion  of  blood  is.  If  the  effusion 
appears  to  be  intra-peritoneal,  he  must  at  once  decide  if  he  can, 
the  question  of  extra-uterine  pregnancy.  Upon  the  decision  of 
this  question  will  depend  the  further  question  as  to  how  far  he 
may  fairly  entertain  the  idea  of  an  abeominal  incision  for  the  re- 
moval of  the  embryo.  If  it  appears  certain  that  extra-uterine 
pregnancy  existed,  and  if  life  was  trembling  in  the  balance,  I  do 
not  think  that,  in  the  present  stale  of  surgical  knowledge,  and  one 
who  had  a  fair  experience  of  abdominal  incisions  for  other  af- 

1  In  connection  with  this,  the  frequent  association  of  hematocele  and  yaricose  tbIbs 
of  the  extremities  has  been  noted,  I  cannot  recall  to  mind  by  whom.  Considering  the 
frequency  of  the  latter  affection,  we  do  not  gain  much  certainty  in  diagnosis  by  the 
observation. 
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fectionB  would  hesitate  to  cat  down  and  endeavor  to  remove  the 
o^ending  abnormality.  But  one  who  had  not  such  experience 
would  be  justified  in  remembering  that  difficulties  might  occur 
far  beyond  his  power  to  cope  with,  and  that  a  patient 
may  recover  even  from  a  ruptured  embryo  with  the 
most  violent  hsemorrhaj^e.  If  ovarin  tumor  were  known 
to  exist,  the  necessity  for  operation  would  *be  imperative; 
and  if  diseased  and  occluded  Fallopian  tube  h{td  been  pre< 
viously  diagnosed,  the  practice  would  probably  be  the  same  as  in 
abnormal  foetation.  Setting  aside,  however,  those  clearly  diag- 
nosed affections,  I  think  that  iu  the  present  state  of  our  diagnostic 
and  pathological  knowledge,  and  knowing  as  we  do  that  so  many 
cases  have  a  naturally  favourable  termination  after  the  immediate 
shock  is  past,  all  other  surgical  interference  is  forbidden.  The 
treatment  will  therefore,  in  most  instances,  be  confined  to  arrest- 
ing the  haemorrhage  and  rallying  the  patient  from  the  shock. — 
For  these  purposes  she  is  kept  absolutely  quiet  in  the  recumbent 
position,  with  the  head  low.  Cold  is  applied  by  ice-bags  or  blad- 
ders to  the  lower  abdomen,  while  it  may  be  necessary  at  the  same 
time  to  apppy  warmth  to  the  extremities.  The  local  cold  is  kept 
up  for  several  days,  curving  the  double  purpose  of  a  local  astrin- 
gent and  antipyretic.  Three  drugs  are  especially  of  service,  all  of 
which  may  be  administered  subeutaneously — morphia  to  relieve 
pain,  ergotine  as  a  vascular  styptic,  and  sulphuric  ether  as  a  diffu- 
sil>le  stimulant.  ^Alcohol  in  one  of  its  forms  must  be  frequently 
administered  by  mouth  or  rectum  as  lone  as  the  temperature  is 
sub-normal ;  but  it  must  be  remembered  that  a  patient  can  no 
more  live  and  acquire  strength  on  alcohol  alone,  than  a  horse  can 
upon  the  free  use  of  the  spur.  Milk,  eegs,  or  peptonized  meats 
must  therefore  be  administered  in  combioation.  Transfusion  of 
blood,  serum,  or  saline  solutions,  may  be  tried  with  occasional  suc- 
cess, as  in  hemorrhage  after  labour ;  but  cases  sufficiently  severe 
to  indicate  its  use  are  too  often  beyond  its  reach  ere  the  means  can 
be  employed.  As  the  patient  gradually  rallies,  all  stimulants 
must  be  withdrawn,  and  she  must  be  kept  on  li^ht  nourishing 
diet,  while  perfect  and  continuous  rest  is  enjoined  for  many 
weeks.  Especially  must  this  be  observed  at  the  succeeding  men- 
strual periods,  for  some  months. 

Next  comes  the  question,  how  to  get  rid  of  the  stationary  exu- 
dation, sanguineous  and  inflammatory,  which  remains.  What- 
ever you  do,  do  not  try  to  accomplish  this  surgically.  In  the 
early  days  of  our  knowledge  of  the  affection,  it  was  supposed  to 
be  absolutely  necessary  to  evacuate  the  mass  of  blood  by  vaginal 
incision.  I  saw  a  few  cases  thus  treated  in  Edinburgh  about  1855, 
and  the  patients  all  died  miserably  of  septicaemia  or  hemorrhage. 
If  the  covering  gives  way  spontaneously,  and  the  clots  begin  to  , 
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escape  per  vaginum  or  per  rectum^  it  is  ^ot  our  fault.  Nature  will 
have  made  sonie  provision  for  this  in  a  way  we  cannot,  and  all  we 
can  do  is  to  avoid  external  septic  communication.  Everything 
that  has  been  laid  down  for  the  treatment  of  chronic  inflammato- 
ry pelvic  exudations  applies  equallv  here,  and  nothing  but  the  un- 
doubted occurrence  of  aoscess,  or  oi  violent  septicemic  symptoms, 
will  justify  us  ib  usin^  other  medical  means  of  a  surgical  charac- 
ter. Even  aspiration  by  needle,  as  a  means  of  diagnosis  from  ab- 
scess, is  not,  I  think,  warranted,  unless  the  latter  occurrence  is  al- 
most absolutely  certain,  and.  as  a  prelude  then  to  more  free  evacu- 
ation. I  am  not  unaware  that  many  cases  are  still  treated  by  in- 
cision by  leading  authorities  in  the  profession,  and  with  what 
they  consider  as  fevourable  results  on  the  whole.  In  these  days 
of  antiseptic  treatment  this  is  possible,  but  as  every  case  of  hsema- 
tocle  which  I  have  seen  for  over  twenty  years  (and  they  have 
been  exceptionally  numerous,  although  1  cannot  tabulate  them) 
which  did  not  die  from  immediate  heemorrhage,  has  perfectly  re- 
covered, with  suppuration  in  only  one  instance,  it  is  impossible 
that  better  results  could  have  followed  the  bloody  operation  of 
incision,  and  I  am  justified,  I  hope,  in  si>eaking  somewhat  dog- 
matically. 

Pelvic  Abscess. 

Pelvic  abscess,  apart  from  the  lumbar,  psoas,  and  other  ab- 
scesses which  have  distinct  clinically-recognized  origins  outside 
the  pelvis,  may  arise  in  raro  instances  »very  obscurely,  but  it  may 
safely  be  considered  here  as  a  mere  sequel  to  certain  diseases  of 
which  pelvic  cellulitis,  peritonitis,  or  hasmatocele  (especially  the 
first-named)  are  by  far  the  most  common,  although  it  occasional- 
ly results  also  from  suppuration  of  an  ovarian  tumour  or  extra- 
uterine embryo,  from  ovaritis  or  salpingitis,  or  from  breaking 
down  of  tubercle. 

The  symptoms  which  point  to  the  occurrence  of  suppuration  are 
those  met  with  in  suppuration  of  other  parts.  Rigors,  high  but 
fiuctuating  temperature,  throbbing,  increase  of  pressure  on  sur- 
rounding parts,  with  tendency  to  nectic  and  profuse  sweating,  be- 
come engrafted  on  the  former  symptoms  of  disease,  with  more  or 
less  severity  according  to  the  acuteness  of  the  suppuration.  On 
examination,  a  soft  fluctuating  swelling  is  felt  through  the  vacci- 
na or  rectum,  and  is  often  clearly  definable  by  bi-manual  exami- 
nation. The  situation  of  the  swelling  is  determined  by  the  situa- 
tion of  the  pre-existing  disease.  In  most  instances  this  soft  swd- 
ling  will  have  been  found  to  be  preceeded  by  comparatively  hard 
exudation.  More  especially  will  this  be  tne  case  when  cellulitis 
is  the  originating  cause.    The  soft  fluctuating  point  may  be  oen- 
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tnU,  among  a  mass  of  still  hard  exudation,  in  the  case  of  hsBmato- 
cele  or  pelvic  inflammation ;  or  it  may,  as  in  suppurating  ovanr 
or  Fallopian  tube,  present  no  hardened  circumference  at  all.  if 
the  progress  of  the  case  has  been  carefully  watched,  and  if  the 
general  symptoms  of  abscess  are  present,  there  can  be  little  doubt 
as  to  the  diagnosis ;  but  in  the  absence  of  previous  ol)servation 
of  the  case,  there  may  be  doubt  as  to  whether  we  have  abscesses 
to  deal  with,  or  the  fluid,  although  not  yet  purulent,  contents 
of  a  hematocele,  pelvic  peritonitis,  or  otner  affection.  In  such 
cases  the  aspirating  needle  will  decide  the  question,  but  its  indis- 
criminate use  may  provoke  suppuration  wnen  it  did  not  exist, 
and  it  is  advisable  not  to  have  recourse  to  it  unless  abscess  is 
almost  certain,  or  ovarian  or  other  pelvic  disease  requiring  imme- 
diate interference  is  present 

TTie  naturoU  progress  of  a  pelvic  abscess  is  to  find  an  outlet  for 
the  discharge  of  its  contents.  In  acute  cases  it  may  do  this 
rapidly,  ana  the  less  interference  there  is,  the  more  safety ;  in 
chronic  cases  there  is  often  prolonged  suffering  and  weakness. 
The  site  of  the  exit  depends  on  a  variety  of  circumstances, — on 
the  thickness  of  the  surrounding  exudation,  the  position  of  the 
fluid  as  regards  the  pelvic  fasise,  and  other  less  obvious  causes. 
But  however  complete  our  anatomical  knowledge  of  the  struc- 
tures or  tissues  involved,  we  can  seldom  predict  where  a  pelvic 
abscess  will  burst,  until  the  process  is  well  nigh  complete.  The 
rectum  and  vagina  are  the  most  usual  sites,  although  it  is  often 
extraordinarily  difBcult  to  find  the  exact  spot  from  which  immense 
quantities  of  pus  escape.  The  bladder  is  unfortunately  sometimes 
selected,  the  uterus  rarely.  The  small  intestine  is  sometimes 
pierced,  and  on  the  other  hand  the  perineum  may  be  reached. 
The  abdominal  wall  above  the  pubes,  or  in  the  groins,  above  or 
below  Poupart's  ligament,  is  a  not  very  infrequent  point  of  exit 
Sometimes  the  matter  burrows  into  one  of  the  pelvic  notches, 
causing  intense  pain  like  sciatica,  and  producing  contractions  of 
the  thigh  which  have  led  to  serious  mistakes  in  the  hands  of 
those  unaccustomed  to  ^ynsecology*.  and  lastly  the  fluid  may  burst 
into  the  peritoneum  with  immSiiately  disastrous  results.  The 
abscess  may,  even  if  single,  have  a  double  exit,  still  more  so  if 
there  are  separate  foci.  Every  form  of  spontaneous  bursting  is 
liable  to  be  followed  by  reclosure  of  the  opening,  and  repeated 
outbursts,  either  in  the  same  or  other  directions.  Rapid  death 
from  pelvic  abscess  is  not  common  unless  the  peritoneum  be 
entered,  but  by  wearing  out  the  strength  of  the  patient  it  ma^ 
lead  to  tuberculosis,  rena)  disease,  or  other  diseases  of  malnutri- 
tion, or  by  the  occurrence  of  embolism  or  septicoemia,  it  may 
at  any  time  cut  short  the  life  of  the  patient 

DreatTneni. — Given  a  pelvic  ibecess  of  the  kind  now  indical 
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the  practitioner  will,  of  course,  support  the  patient's  strength 
while  deciding  what  further  can  be  aone,  and  he  will  probablj, 
by  the  use  of  quinine  or  the  salicilycates,  endeavour  to  keep 
down  hetic  fever.  If  necessary  he  will  also  not  scruple  to  use 
sedatives.  Beyond  this  he  has  only  two  courses  before  him. — 
to  leave  the  issue  to  nature  or  to  promote  evacuation  by  art. 
But  the  choice,  although  not  varied,  is  often  difficult  in  the  ex- 
treme, especially  as  regards  the  (question  of  time.  In  any  indi- 
vidual case  one  might  find  little  difficulty  in  assigning  reasons  for 
one  course  or  the  other,  but  it  is  a  very  serious  matter  to  lay 
down  any  general  rules  in  answer  to  to  the  question.  When  should 
you  leave  a  pelvic  abscess  to  nature,  and  when  or  how  should  you 
evacuvate  it  ?  By  leaving  it  too  long  we  exhaust  the  strength  of 
the  patient,  and  run  the  nsk  of  its  bursting  into  the  peritoneum 
or  forming  numerous  fistulee  in  opposite  directions.  By  evacua- 
ting too  soon  we  run  the  risk  of  cutting  into  parts  which  are 
unprepared  to  prevent  the  lateral  circulation  of  the  pus  into  the 
cellular  tissues  or  peritoneal  cavity.  I  should  say  that,  whenever 
the  evidence  of  pus,  and  of  its  pointing  in  a  given  direction,  is 
clear  and  undoubted,  nature  will  have  prepared  the  tissues  for 
evacuation,  and  this  should  be  at  once  brought  about  by  art  in 
the  direction  indicated.  When  there  is  any  doubt  on  that  point 
it  is  better  to  wait,  or  to  employ  the  aspirating  needle,  but  to 
adopt  the  latter  course  only  when  the  evidence  is  very  strongly 
in  favour  of  the  existence  of  pus  and  of  pointing  of  the  abscess. 
The  mode  of  evacuation  will  vary  according  to  the  point  which 
nature  indicates  as  the  desirable  one.  If  the  groin  or  abdominal 
wall  is  clearly  threatened,  the  ordinary  surgical  methods  of  open- 
ing an  abscess  by  incision,  with  antiseptic  injections,  meet  everr 
want  When  the  vagina,  the  favourite  point  of  exit,  is  invaded, 
the  wall  may  be  explored  with  the  aid  of  the  duck-bill  speculum 
and  incised  at  its  thinnest  part,  or  a  good,  sized  trocar  may  be 
used.  In  either  case  an  india-rubber  drainage  tube  or  a  winged 
elastic  india-rubber  male  cathether  should  be  inserted.  A  very 
great  improvement  in  the  ordinary  drainage  tube  consists  in  hav- 
ing it  unperforated,  at  least  beyond  the  wall  of  the  abscess,  usin^ 
one  of  considerable  length  and  calibre,  and  inserting  a  glass  bend, 
which  acts  as  a  syphon  trap,  at  some  portion  of  its  length  {see 
paper  bv  Dr.  Qt.  R.  Robertson,  Medical  Chronicle^  November,  1884). 
For  the  rectum  the  trocar  is  necessary,  carefully  guided  by  the 
finger  to  the  prominent  point,  while  withdrawn  within  its  cannu- 
la, and  if  possible  a  drainage  tube  should  be  inserted  here  also  for 
a  short  time.  If  there  is  a  doubt  as  to  whether  the  vagina  or 
rectum  is  most  clearly  threatened  the  former  should  have  the 
benefit  of  it,  as  the  site  most  amenable  to  subsequent  antiseptic 
precautions.    Evacuated  in  any  of  these  ways,  a  pelvic  abecess 
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win  sometimes  heal  up  rapidly,  but  most  freqaently  it  has  a  con- 
stant tendency  to  refill.  The  drainage  tube  obviates  this  to  a 
certain  extent,  but  after  a  few  days  have  elapsed  the  rapidity  of 
healing  is  greatly  enhanced  and  the  danger  of  septicsemia  is 
equally  diminlshea  bv  washing  out  the  cyst  with  1  in  40  carbolic 
solution,  or  with  weak  iodine  solution.  If  a  double  cannula  can 
be  introduced  through  the  opening,  the  washing  may  be  thus 
effected,  or  the  drainage  tube  may  be  utilised  if  it  is  not  laterally 
perforated.  In  the  rare  case  of  abscess  pointing  in  front  of 
the  vagina,  the  bladder  must  be  carefully  emptied  before 
taking  any  steps  towards  evacuation,  and  no  such  steps 
should  be  taken  in  she  absence  of  a  clear  necessity.  Abscess, 
confined  to  the  neighbourhood  of  the  ovaries  or  Fallo- 
pian tubes,  may  so  far  simulate  abscess  of  those  organs  them- 
selves, or  have  so  clearly  a  tendency  towards  the  peritoneal  cavity, 
as  to  warrant  an  abdominal  section  under  precisely  the  same  rea- 
soning, pro  or  coTi^  as  is  applicable  in  the  case  of  ovarian  or 
Fallopian  abscess.  I  have  recently  had  (|uite  a  series  of  cases 
under  my  care,  where,  previously  to  admission  to  hospital,  the 
abscess  had  burst  into  the  bladder,  giving  rise  to  chronic  cystitis 
and  to  great  increase  of  temperature  on  every  fresh  discharge  into 
the  bladder.  By  watching  carefully  for  the  first  indication  of 
these  rises,  and  then  washing  out  the  bladder  with  a  half  satu- 
rated solution  of  boracic  acid,  I  have  succeeded  in  producing 
what  I  hope  will  prove  a  permanent  cure  in  all  of  them. 
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CHAPTER   XX. 
Dtbpabbukia,  Vagikismub,  Stxbilitt. 


Dyspareunia. 

Thb  term  "  Dyepareunia,"  reintroduced  by  Barnes,  waa  originally 
intended  to  cover  thoee  cases  in  which  sexual  intercourse  was  at- 
tended in  the  female  by  pain,  but  there  is  nothing  to  prevent  our 
including  under  the  same  term  those  cases  in  which  intercourse  is 
impossible,  although  not  necessarily  painful.  Marion  Sims  intro- 
duced the  term  ^^  vaginismus  "  to  indicate  a  peculiarly  sensitive 
condition  of  the  vulva  or  vaeina  very  commonly  met  with,  and 
manifested  by  intense  pain  and  spasmodic  contraction  of  the  vagi- 
nal sphincter  on  the  slightest  touch.  The  two  terms,  are  not, 
therefore,  quite  synonymous,  although  they  cover  a  good  deal  of 
the  same  ground.  The  conditions  which  produce  painful  spasm 
or  vaginismus  will,  however,  be  all  referred  to  whon  mentioning 
those  which  give  rise  to  dyspareunia. 

I  propose  to  devote  but  few  words  to  the  consideration  of  this 
subject,  although  it  is  of  more  importance  than  might  at  first 
thought  be  imagined  by  the  young  practitioner.  Independently 
ot  their  bearing  on  sterility,  the  number  of  cases  in  which  un- 
happiness  is  occcsioned  by  obstacles  that  prevent  the  performance 
of  the  sexual  function  is  much  greater  than  a  general  practitioner 
of  even  long  standing  might  suppose.  Patients  will  often,  from  a 
sense  otmauvaise  horde  submit  for  long  years,  or  even  for  a  lifetime, 
to  conditions  which  embitter  the  married  life  in  various  ways, 
and  if  they  are  driven  to  consult  a  medical  adviser  they  generally 
prefer  to  select  a  specialist,  with  whom  they  are  not  frequently  in 
contact  or  socially  intimate.  Sir  James  Paget,  in  his  excellent 
Clinical  Lectures  and  Essays  (1875),  points  out  that  the  further  we 
recede  from  the  savage  state  the  more  does  the  sexual  become  less 
a  matter  of  intuitive  knowledge  and  practice,  and  this  applies  in 
the  highest  degree  to  to  the  sex  jvhich  mav,  from  this  point  of 
view,  DC  considered  the  more  civilised — the  furthest  removed 
from  the  utter  sexual  impudicity  of  the  brutes. 

The  majority,  if  not  the  whole,  of  the  causes  of  dyspareunia  I  have 
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here  tabalated,  leaving  out  of  the  list,  however,  thoee  dependent 
on  the  male,  such  as  real  or  imaginary  impotence,  malformation 
of  the  male  sexual  organs,  &c. 

1.  Frigidity  of  temperament 

2.  Rigidity  or  abnormality  of  the  hymen. 
8.  Neuromata  of  the  vulva  ? 

4.  Cracks,  or  fissures,  or  chronic  ulcers  of  the  vulva,  anus,  or 
urethra. 

5.  Vascular  caruncles  or  degenerations  of  the  urethra  or  vulva. 

6.  Coccygodynia. 

7.  Vulvitis  or  vaginitis. 

8.  Atresia  or  stenosis  of  the  vagina  or  vulva,  congenital  or 
acquired. 

!♦.  Chronic  enlargements  of  the  uterus,  especially  of  its  cervix, 
from  inflammation,  hyperplasia,  fibroids,  cancer,  &c.,  with  or 
without  displacements. 

10.  Pelvic  congestion  from  any  cause. 

11.  Pelvic  exudations. 

12.  Ovarian  tenderness  or  prolapse. 

13.  Emotional  causes,  or  hypersesthesia  without  evident  lesion. 
Whatever  may  be  the  primary  causes  of  the  dyspareunia,  even 

when  it  is  merely  due  to  awkwardness  or  timidity,  if  it  is  not 
soon  got  over,  a  neurotic  condition  of  painful  spasm  is  apt  to  be 
set  up,  increased  with  every  futile  attempt,  and  leading  to  a  cer- 
tain amount  of  vaginitis  or  vulvitis,  which  increases  the  mischief; 
so  that  the  state  of  "  vaginismus"  should  often  be  considered 
as  an  effect  as  well  as  a  cause.  This  effect,  however,  does  not 
always  follow,  for  I  not  long  since  removed  the  firm  circular  hy- 
men of  a  lady  who  had  been  married  fourteen  years.  Both  she 
and  her  husband  had  been  aware  of  an  irremovable  obstacle,  and 
some  attempts  had  formerly  been  made  at  artificial  dilatation,  but 
the  parts  were  otherwise  healthy,  and  the  wife  had  experienced 
no  pain  or  spasm  of  a  severe  cnaracter.  This  was  dyspareunia, 
not  vaginismus,  although  the  former  might  easily  have  led  to  the 
latter  also. 

1.  Mere  frigidity  or  absence  of  sexual  desire,  or  even  repug- 
nance to  intercourse,  has  often  been  alleged  to  me  as  a  cause  of 
dyspareunia.  In  the  absence  of  anv  of  the  physical  obstacles 
afterwards  named,  this  could  hardly  be  the  case  for  lon^,  unless 
one  or  both  parties  were  peculiarly  mentally  constituted.  It  is 
strongly  recommended  by  many  writers  that  the  young  married 
woman  would  be  much  the  better  of  a  little  more  physiological 
advice  from  her  mother  than  is  usual  in  our  staid  and  decorous 
British  middle  class  society,  and  doubtless  this  is  true.  But  I 
have  found  some  such  advice  too  often  quite  as  strongly  needed 
by  the  male  partner,  who  too  frequently  gathers  his  ideas,  at  first 
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or  seoond  hand,  from  impure  sources,  and  who  is  often  astonished, 
if  not  disgusted,  to  find  that  the  sexual  passion,  in  its  grosser 

Physical  manifestations,  is  absent,  or  qnly  slowly  and  partially 
eveloped,  even  in  a  woman  who  may  be  of  highly  sensuous 
appearance,  and  who  may  also  be  perfectly  fruitful. 

2.  The  hymen  may  not  only  constitute  a  physical  obstacle  in 
itself,  by  its  undue  toughness,  but  may  become  the  cause  of  in- 
tense vaginismus  even  when  it  appears  to  the  eye  to  be  perfectly 
healthy.  I  have  reason  to  believe  that  the  spasm  may  exist  in 
the  hvmen  itself  as  well  as  in  the  sphincter  vagin»  and  other 
muscles  connected  with  the  perineal  centre.  In  every  case  where 
the  hymen  is  clearly  the  cause  of  mischief,  its  complete  ablation, 
with  the  precautions  mentioned  in  Chapter  11.,  is  the  only  certain 
remedy. 

8.  Is  euromata  of  the  vulva  have  been  described  by  Simpson 
and  others,  independently  of  anv  vascular  caruncle  or  other  mor- 
bid appearance,  and  undoubtedly  one  can  sometimes  find  a  spot 
which  IS  intensely  painfal  to  the  touch,  although  it  presents  noth- 
ing abnormal  to  the  eye.  I  have  two  or  three  times  freely  exer- 
ci^  such  spots,  but  have  found  no  trace  of  neuroma  such  as 
Virchow  describes,  and,  moreover,  have  produced  no  curative 
results ;  hence  I  am  inclined  to  believe  that  these  points  are  only 
evidences  of  a  general  hypersesthetic  or  neuralgic  tendency. 

4^  Cracks  Oad.  fissures  of  the  vulva  must  never  be  lost  sight  of 
in  searching  for  the  causes  of  dyspareunia,  especially  when  it  does 
not  exist  from  the  first,  but  comes  on  after  a  time,  or  even  after 
pregnancy  and  delivery.  In  the  latter  case  they  may  be  trauma- 
tic results  of  the  process  of  labour,  or,  in  any  case,  they  may 
follow  in  the  wake  of  a  little  eczema  which  has  otherwise  passed 
away.  Their  treatment  is  by  free  incision,  as  in  anal  fissures.  It 
must  be  remembered,  also,  that  a  fissure  of  the  anus,  or  even  o 
the  urethral  orifice,  may  produce  results  which  the  patient  her 
self  cannot  differentiate  from  those  of  fissure  of  the  vulva. 

5.  Vascular  caruncle  of  the  urethra  (p.  56)  is,  of  course,  an 
effectual  barrier  to  connection.  I  never,  however,  met  with  such 
a  CTOWth  existing  at  the  time  of  marriage,  and  its  existence, 
either  previously  or  subsequently,  is  pretty  certain  to  be  diagnosed 
and  appropriately  treated,  apart  from  dyspareunia.  I  have  also 
descrioed  above  {loc.  cit.)  those  painful  caruncles  which  may  re- 
main as  vestiges  of  the  ruptured  hymen,  or  which  occasionally 
appear  independently  on  the  vulva.  The  only  remedy  is  thorough 
ablation.  The  non-protuberant  vasculo-nervous  degenerations  of 
the  vulva,  spoken  of  along  with  the  vascular  caruncles,  are  most 
common  in  the  aged  and  unmarriagable,  as  are  also  the  intracta- 
ble ulcerative  degenerations  described  by  Matthews  Duncan. 

6.  Ooccygodynia  may  be  productive,  among  its  •  other  painful 
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efiecte,  of  dyspareunia.  I  have  said  sufficient  above  (p.  59)  of  the 
varying  causes  and  treatment  of  this  affection,  or  rather  group  of 
affections. 

7.  Vulvitis  and  vaginitis,  when  at  all  acute,  or  even  sub-acute, 
and  whether  specific  or  not,  are  a  source  of  great  pain  during,  or 
even  completely  preventive  of,  intercourse.  Their  general  and 
local  treatment  are  elsewhere  fully  discussed.  They  may,  as  we 
have  seen,  be  an  effect  of  futile  attempts  at  coitus,  rather  than  the 
primary  cause  of  the  dyspareunia  or  vaginismus,  and  the  cases  are 
too  common  where  they  are  the  result  of  contagion  from  an  un- 
cured  gleet  in  the  husband.  These  cases  are  specially  intractable, 
and  have  sometimes  disastrous  results,  from  extension  upwards  to 
the  uterus.  Fallopian  tubes,  ovary,  or  peritoneum.  Every  obser- 
vant family  practitioner  could  narrate  some  such  case,  terminat- 
ing the  short-lived  happiness  of  a  young  bride  in  life-long  misery 
or  untimely  death.  Barnes  and  Marion  Sims  strongly  recommend 
the  use  of  the  vaginal  dilator  (figs.  86,  37)  in  most  cases  of  vagi- 
nitis, to  keep  the  inflamed  surfaces  apart,  but  I  have  more  than 
once  found  the "  remedy  worse  than  the  disease.  It  is  worthy  ot 
trial,  however,  and  is  invaluable  after  all  operations  on  the  vulva 
or  vagina  where  recontraction  is  to  be  deprecated.  In  connection 
with  vulvitis,  the  possibility  of  abscess  in  the  glands  of  Barthol- 
inus  or  elsewhere  must  not  be  lost  si^ht  of,  and,  indeed,  we  might 
add  to  our  list  of  possible  causes  of  dyspareunia  nearly  all  those 
local  affections  of  the  vulva  which  are  mentioned  in  Chapter  11. 

8.  CJomplete  atresia,  or  considerable  stenosis  of  the  vagina, 
whether  congenital  or  acquired,  may  for  the  first  time  be  brought 
to  light  by  ineffectual  attempts  at  intercourse,  and  will  lead  to 
treatment  as  described  in  Chapters  V.  and  VI.  But  mere  short- 
ness of  the  vagina,  not  uncommon  in  girls  married  very  yt)ung,  or 
even  at  any  age,  and  shrinking  and  rigidity  of  its  tissues  in  women 
who  marry  late,  will,  it  brought  under  our  notice,  call  for  a  little 
judicious  advice  to  the  husband. 

9.  Chronic  enlargements  of  the  uterus,  always  apt  to  be  accom- 
panied by  displacement  downwards,  backwards,  or  forwards,  may 
cause  dyspareunia  at  any  period  of  married  life,  and  this  they  may 
do,  either  from  their  abnormal  position  leading  to  undue  pressure 
upon  them  during  intercourse,  or  by  their  tendency  to  induce  a 
generally  congested  and  tender  condition  of  the  whole  pelvis. 
Elongation  of  the  cervix,  in  particular,  has  this  result,  whether  it 
be  the  congenitally  long  conical  cervix,  or  the  enlarged  cervix  of 
chronic  metritis,  with  or  without  laceration.  I  cannot  here  recap- 
itulate the  treatment  either  of  these  affections  of  the  cervix,  or  of 
the  inflammatorv  states,  sub-involution,  fibroid  tumours,  or  cancer 
of  the  uterus,  which  have  been  elsewhere  detailed. 

10.  Pelvic  congestion  is  also,  as  a  rule,  merely  a  result  of  some 
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of  t^he  above  conditions,  but  becomes  in  itself  a  source  of  pain  and 
discomfort  on  connection ;  and  I  have  known  its  treatment  by  hot- 
water  injections,  glycerine  pJugs,  or  otherwise,  speedily  remove 
this  complication,  although  it  is  doubtful  whether  this  is  in  all 
cases  a^ain,  abstention  being  a  part  of  the  curative  programme 

11.  Pelvic  exudations  and  contractions  from  effused  lymph  t)r 
blood  haye  been  considered  in  the  last  chapter.  Every  degree  of 
impediment  may  be  thus  induced,  and  if  it  were  not  so,  it  may 
safely  be  said  that  all  attempts  at  conneotion  should  be  forbidden, 
long  after  the  exudations  or  efiusions  have  ceased  to  be  recent. 

12.  Ovarian  tenderness,  from  chronic  inflammation,  congestion, 
or  cystic  degeneration,  or  possibly  from  neuralgia,  may  give  rise 
to  dyspareunia,  not  only  by  its  own  tenderness  on  pressure,  but 
also  by  the  sympathetic  neuroses  which  it  may  set  up.  The  pri- 
mary cause  of  pain  itself,  it  may  speedily  cause  spasm  and  pain 
on  the  slightest  touch  of  the  external  parts,  so  as  to  lead  to  the 
belief  that  the  whole  mischief  lies  there.  The  same  thing  may 
be  said  of  prolapsed  ovary,  and  mistakes  in  these  cases  will  only 
be  avoided  by  making  a  complete  examination  of  the  parts,  with 
the  aid  of  anaesthetics  if  necessary. 

13.  Mere  emotional  causes  may  cause  such  resistance  to  connec- 
tion as  to  lead  ere  long  to  the  development  of  the  vaginismic 
state,  and  in  certain  cases,  and  these  very  intractable  ones,  noth- 
ing abnormal  can  be  discovered  except  the  one  feature  of  pain  on 
sexual  approach. 

Yagimsmus. 

In  such  cases  as  the  one  last  mentioned,  and  in  others,  where 
the  symptoms  of  vaginismus  may  probably  have  been  secondary 
to  some  now  removSi  local  obstacle,  we  are  obliged  to  treat  the 
affection  as  if  it  constituted  a  disease  in  itself.  The  first  step, 
after  seeing  that  there  is  complete  marital  separation  for  a  time, 
is  to  soothe  the  existing  spasm  or  sub-acute  vaginitis  or  vulvitis, 
if  it  exists,  by  warm  opiate  fomentations,  by  injections  if  they  can 
be  borne,  and  by  pessaries  or  suppositories  of  belladonna  (ext.'gr. 
iii.),  or  atropia  (gr.  A  to  ^),  or  morphia  (gr.  |),  and  by  the  other 
means  recommended  above  for  the  soothing  treatment  of  vulvitis 
or  vaginitis.  In  slight  cases  these  means  may  suffice  alone.  At 
any  rate,  we  are  more  free  now  to  search  for  local  painful  causes, 
and  to  remove  them.    No  investigation  for  this  purpose  is  com- 

Elete  without  ansBsthesia,  under  the  influence  of  which  spasm  re- 
ixes,  and  a  totally  different  examination  of  the  vaginal  canal  is 
obtained.  When  no  removable  external  obstacle  can  be  noted,  or 
when  such  obstacle  has  been  removed,  and  if  we  are  clear  that 
there  is  no  pelvic  cellulitis  or  other  uterine  or  pelvic  disease,  one 
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of  Sims's  or  Barnes's  dilators  may  be  easily  introduced  now- 
and  left  until  the  patient  has  recovered  some  time  from  the  anees, 
thesia.  It  will  not  generally  be  difficult,  after  this,  to  introduce  it 
again  without  anaesthesia,  and  the  wearing  of  this,  or  of  one  of 
increased  size,  daily  for  an  hour  or  two,  may  suffice  to  bring 
about  a  cure.  Where  the  pressure  of  the  dilator  cannot  be 
borne,  it  may  be  necessary  to  divide  the  sphincter  as  a  prelimi- 
nary, and  this  is  most  safely  done  by  tearing  it  with  the  two 
forefingers  or  thumbs.  Simpson,  following  Burns,  of  Glasgow, 
recommended  division  of  the  pudic  nerve,  as  at  any  rate  the 
best  palliative  treatment,  in  vaginismus,  and  he  performed  this 
subcutaneously  by  the  tenotomy  knife.  This  procedure  has,  how- 
ever, been  generally  abandoned,  and  not  improperly,  seeing  that 
it  is  almost  impossible  to  reach  the  nerve  with  safety  owing  to  its 
proximity  to  the  internal  pudic  artery. 

The  catalogue  of  affections  which  may,  in  rare  instances,  pro- 
duce dyspareunia,  is  not  exhausted  above,  but  sufficient  has  been  . 
said  to  put  the  practitioner  on  the  look-but  for  a  considerable 
variety  of  causes,  very  often  not  situated  externally,  although 
leading  to  symptoms  of  vulvar  irritation  and  spasm.  There  are 
very  few  cases  where  the  general  health  is  not,  primarily  or  sec- 
ondarily, affected,  and  if  local  treatment  can  be  combined  with 
temporary  separation,  change  of  air,  bathing,  and  general  tonic 
regimen  and  medication,  it  is  much  more  likely  to  be  successful 
and  permanent.  Referring  once  more  to  a  remark  at  the  com- 
mencement of  this  chapter,  there  can  be  no  doubt  that  vaginismus, 
as  far  as  its  emotional,  hysterical,  or  neuralgic  elements  are  con- 
cerned, is  to  a  large  extent  a  product  of  modern  civilisation,  due 
to  errors  in  the  physical  or  intellectual  education  of  the  'feex,  and 
in  certain  classes  to  the  high  pressure  of  the  everday  life. 

Sterility. 

This  subject  may  be  treated  with  brevity  almost  equal  to  that 
bestowed  on  dyspareunia,  and  for  the  same  reason.  What  we 
have  chieflv  to  do  is  to  enumerate  the  various  causes,  especially 
those  whicn  are  amenable  to  treatment,  which  may  lead  to  barren- 
ness or  to  the  arrest  of  fertility.  Their  treatment,  where  treat- 
ment is  possible,  will  have  been  given  in  the  preceding  pages,  and 
will  require  only  a  few  remarks,  here  and  there,  as  regards  its 
bearing  on  sterility. 

Sterility  or  barrenness,  in  any  individual  woman,  may  be  con- 
genital or  acquired,  i.e.,  it  may  depend  on  her  original  organisa- 
tion or  on  subsequent  disease.  It  may  also  be  permanent  or  tem- 
porary, and  remediable  by  the  vis  medicatrix  naturce  or  by  art ; 
and  it  may  be  absolute  or  relative,  i.e.j  it  may  depe^^  Ob1S?fe 
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condition  in  herself,  which,  until  it  is  cured  by  nature  or  art, 
will  render  her  sterile  under  any  circumstances,  or  she  may  only 
be  barren  in  relation  to  her  present  husband  and  not  to  a  former 
or  subsequent  one.  Several  c^ses  are  on  record  where  sterility  has 
been  the  result  of  the  connection  of  one  husband  and  wife,  while, 
after  a  divorce,  both  parties  had  issue  by  another  mate.  I  know 
of  no  such  case,  however,  where  the  absence  of  temporary  disease 
in  the  female  during  her  first  marriage  has  been  thoroughly 
proved  by  physicians  endowed  with  the  modern  knowledge  of 
uterine  diseases  and  having  facilities  for  investigation.  Thus  a 
woman  with  chronic  endo-metritis  may  be  apparently  sterile,  but 
let  her  be  divorced  and  live  for  a  time  absque  marito,  her  endo- 
metritis may  disappear,  and  the  husband,  and  wife  who  were  to- 
gether infecund  may,  when  married  again  to  another  mate,  ap- 
pear to  have  each  acquired  new  powers.  The  fact  of  relative  in- 
fertility of  this  kind,  in  the  absence  of  disease,  cannot,  however, 
be  denied,  but,  on  the  contrary,  is  rendered  probable  by  the  fieict 
that  it  has  been  demonstrated  in  the  case  of  some  of  the  domesti- 
cated animals. 

One  of  the  most  philosophical  essays  on  this  subject  to  which  I 
can  refer  the  practitioner  is  that  .of  Matthews  Duncan,  the  Gul- 
stonian  lectures  for  1888,  which  are  published  in  the  first  volumes 
of  the  ianc^^  and  Brit.  Med,  Journal  of  that  year,  and  since, in 
separate  form.  They  deal  with  the  matter  from  the  point  of  view 
of  comparative  animal  and  vegetable  physiology,  and  collate  also 
many  most  interesting  and  laboriously  gathered  statistics  on  the 
relation  of  age  and  other  non-morbid  conditions  to  sterility  or 
fruitfulness.  I  shall  endeavour  to  epitomise  a  few  of  these  ob- 
servations, but  the  whole  essay  is  in  itself  almost  an  epitome  of 
facts,  derived  from  or  corroborated  by  statistical  tables.  For 
many  most  suggestive  remarks  on  the  causes  of  sterility  in  vege- 
table, or  in  the  lower  animals,  the  student  must  consult  the  paper 
itself;  but  thq  following  conclusions  of  the  author  are  of  value, 
not  only  as  mere  scientific  facts,  but  as  bearing  somewhat  on  the 
prognosis  in  any  individual  case  of  sterility. 

He  estimates  the  number  of  unfruitful  marriages  at  about  one 
in  every  ten.  He  considers  that  the  average  time  after  marriage 
for  the  birth  of  a  first  child  is  about  one  year  ;  but  he  also  ad- 
duces such  strong  evidence  that  three  vears  very  trequently  elapse 
before  this  event,  that  there  is  no  ffood  presumption  of  permanent 
sterility  until  after  this  term.  This  is  of  considerable  value,  as 
diminishing  the  evidence  in  favour  of  many  so-called  cures  of 
sterility  at  this  early  date  in  wedlock. 

In  relation  to  the  amount  of  normal  f^undity  in  the  human 
female,  he  places  the  average  interval  between  the  birth  of  succes- 
sive children  at  from  eighteen  to  twenty  months,  and  he  givep  th^ 
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average  normal  physiological  number  of  children  at*  closely  ap- 
proaching to  ten  for  each  fertile  woman.  It  is  perfectly  evident, 
however,  that  these  averages  are  liable  to  so  many  disturbances, 
from  an  infinity  of  social  causes,  that  they  can  only  be  used  with 
great  caution  by  the  practical  physician. 

Too  early  marriage — that  is,  marriage  under  twenty  years  of 
f^  or  thereabouts — its  favorable  to  sterility,  and  still  more  par- 
tial unfruitfulness,  although  every  practical  observer  must  know 
of  many  instances  which  seem  to  tell  a  different  tale.  The  aver- 
age ages  of  commencing  fertility  and  of  its  cessation  do  not  cor- 
respond with  those  of  commencing  and  terminating  menstruation. 
As  to  the  difference  to  the  average  dates  of  the  commencement  of 
the  two  functions, — menstruation  and  child-bearing, — the  statistics 
of  civilized  cDuntries  afford  no  reliable  data';  but  in  spite  of  inr 
stances  familiar  to  all,  the  cessation  of  child-bearing  would  appear 
to  arrive,  in  the  average  woman,  at  about  thirty-eight  years  of 
age — I.e.,  seven  or  eight  years  in  advance  of  the  cessation  of  men- 
struation. This  point  has  already  been  referred  to  when  treating 
of  the  latter  function.  Some  curious  details  are  given  as  to  the 
relation  of  sexual  desire  or  pleasure  on  the  part  of  the  woman  to 
fertility.  The  absence  of  either  would  appear  to  have  some  effect 
in  diminishing  fruitfulness,  but  how  far  this  is  due  to  alteration 
in  the  sexual  re^tions,  or  to  disability  for  conception  inherefat  in 
the  woman,  does  not  appear.  I  know,  however,  myself,  of  more 
than  one  tolerably  large  family  where  congress  has  been  totally 
devoid  of  sexual  desire  or  pleasure,  and  even  of  any  strong  desire 
for  offspring,  on  the  part  of  the  wife. 

But  turning  from  Matthews  Duncan  I  may  again  refer  the 
student  to  a  very  different  work — to  Marion  Sim's  Uterine  Surgery 
— which,  under  this  title,  treats  of  the  mechanical  obstacles  to  im- 
pregnation. Gynaecology  owes  much  to  this  work,  which  was,  he 
has  told  me,  to  have  been  the  forerunner  of  a  complete  treatise  on 
the  diseases  of  women,  the  crowning  task  of  the  author's  life.  In 
it  there  are  certain  details  as  to  artificial  impregnation  which 
shocked  the  property  of  English  physicians,  and  which,  personally 
esteeming  the  man  as  I  did,  I  could  wish  had  never  been  written. 
But  from  Spallanzani  downwards,  many  experiments  of  the  kind 
have  been  tried,  chiefly  by  continental  practitioners,  and  the  best 
corrective  I  can  find  is  the  statement  of  Paul  Munde,  that  "  Sims 
himself  has  given  up  the  practice  altogether  and  does  not  expect 
to  return  to  it  again."  One  can  easily  enough  imagine  means  of 
injecting  small  quantities  of  fresh  semen  into  the  uterus,  without 
going  \ntx)  details.  I  trust  the  r^wier  will  never  meet  with  a  case 
where  such  proceedings  seem  to  be  honorably  within  his  role. 
After  all,  Sims  only  once  apparently  succeeded,  after  fifty-five  in- 
jections, in  thus  inducing  conception,  and  this  patient  miscarried 
at  the  fourth  month.  digitized  by  (^OOgle 


520  THE  CAUSATION   AND  TREATMENT 

The  subject  of  sterility,  as  it  will  be  brought  under  the  cogni- 
zance of  the  practitioner,  wilj  always  resolve  itself,  with  more  or 
less  circumlocution,  into  a  triple  inquiry : — {!)  Which  of  the 
parties,  husband  or  wife,  is  the  causative  agent  in  the  childless- 
ness, or  of  infecundity  after  one  or  more  pregnancies  ?  (2)  If  it  be 
the  male,  what  can  be  done  to  remedy  the  defect  ?  (8)  If  it  be  the 
female,  as  is  certainly  most  commonly  the  case,  what  can  be  done 
of  a  remedial  nature  ? 

I  may  add  a  fourth  question,  a  very  pertinent  one,  one  which  a 
sensible  husband  will  always  put — Would  it  not  be  better  to  leave 
well  alone,  and  accept  a  condition  of  affairs  which  has  its  social 
compensations?  This  is  a  very  different  question  from  that  of — 
How  is  pregnancy,  or  too  frequent  pregnancy,  to  be  prevented?  a 
question  which  I  shall  leave  untouched  except  for  a  few  words 
subsequently.  It  is  only  the  third  and  fourth  of  these  questions 
with  which  we  have  here  to  deal.  It  is  only  fair,  however,  before 
subjecting  a  woman  to  painful  or  disagreeable  examinations,  to 
ascertain  from  her  husband  that  there  is  no  deformity  in  himself, 
and  that  he  possesses  the  power  of  erection  and  emission ;  other 
points,  such  as  the  perfection  of  these  functions,  and  the  character 
of  the  semen  emitted,  I  gladly  leave  to  the  surgeon  or  medical 
jurist. 

We  may  at  once  say  that  dyspareunia,  arising  from  any  of  the 
numerous  causes  mentioned  above,  is  a  verv  probable  cause  of  steri- 
lity. But  it  will  not  do  to  insist  too  much  upon  this.  Intromis- 
sion, although  it  is  in  some  countries  necessary  to  constitute  a  legal 
rape,  is  certainly  not  necessary  tor  impregnation.  A  single  drop 
of  semen  once  introduced  into  the  vagina  mav,  in  an  otherwise  fer- 
tile woman,  find  its  way  to  the  ovum,  and  involve  pregnancv. 
With  the  most  intense  vaginismus,  a  woman  may  be  potentially 
fertile,  and  accidental  entrance  of  semen  may  convert  this 
potentiality  into  actuality,  while  the  occurrence  of  delivery  may 
cure  the  vaginismus.  Some  of  the  causes  of  dyspareunia  are,  how- 
ever, necessarilj^  productive  of  sterility  also;  although  intro- 
mission, and  emission  of  semen  are  occasionally  perfected. 

In  the  first  place,  on  the  part  of  the  female,  we  may  have,  with- 
out any  dyspareunia,  certain  conditions  which  destroy  the  vitality 
of  the  semen  and  render  it  inert.  We  do  not  know  all  about  these 
conditions,  any  more  than  we  know  why,  in  certain  cases,  the  ex- 
amination of  an  apparently  healthy  woman  is  productive  of 
tolerably  severe  smarting  in  the  finger  of  the  examiner.  But  we 
do  not  know  from  actual  experience  that  acid  solution^  tend 
rapidly  to  destroy  seminal  vitality,  while  moderately  alkaline 
solutions  tend  rather  to  preserve  it.  Excessive  vaginal  secretion 
tends  therefore  to  infecundity,  and  its  cure  by  astringent  and 
antiseptic  injections  or  otherwise,  or  its  nacuralization  by  alkaline 
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injections  will  often  lead  to  impregnation  which  hae  been  long  de- 
layed. 

Secondly,  we  may  have  Bome  mechanical  obstacle  which 
prevents  the  semen  passing  into  the  body  of  the  ateras, 
or,  as  modem  physiologists  still  deem  necessary  for  nor- 
mal impregnation,  into  the  Fallopian  tubes^  I  do  not 
think  this  is  the  most  common  cause  of  sterility,  although 
the  factors  that  may  ^ve  rise  to  it  are  very  numerous,  and 
striking  cares  are  occasionally  produced  by  their  removal.  An 
absolute  barrier  is  of  course  produced  in  this  way  by  complete 
atresia  of  the  vulva,  hymen,  vagina,  cervix,  or  Fallopian  tubes, 
the  diagnosis  and  treatment  of  which  have  been  fully  discussed 
above.  A  less  complete,  although  often  an  effective  obstacle, 
may  depend  on  vaginismus  as  above  described ;  on  narrowing  of 
the  cervix  uteri,  of  congenital  or  acquired  nature ;  on  the  ordinary 
type  of  infantile  uterus  ;  on  elongation  of  the  cervix,  either  in  the 
form  of  long  conical  cervix,  or  of  hypertrophied  cervix  from 
inflammation  or  sub-involution ;  or  tumours  of  the  vagina, 
especially  cancer ;  on  uterine  tumours — ^polypi,  fibroids,  or  cancer ; 
— upon  endo-metritis  or  torn  cervix ;  on  uterine  versions  which 
throw  the  os  and  the  cervix  uteri  out  of  line ;  upon  uterine  flex- 
ions which  bend  and  thereby  narrow  the  uterine  canal ;  upon  the 
abnormal  excretion  of  a  complete  uterine  cast  during  menstrua- 
tion (membranous  dysmenorrhoea) ;  or  upon  metrorrhagia  in  any 
form,  which  tends  to  wash  back  the  advancing  spermatoza. 

Here  is  certainly  a  large  number  of  possible  causes,  with  all  of 
which,  however,  we  are  now,  I  trust,  somewhat  familiar.  Vag- 
inismus has  been  quite  recently  described.  Cervical  stenosis  (p. 
197)  will  nearly  always  occasion  dvsmenorrhoea  when  it  is  a  cause 
of  sterility,  and  this  symptom  will  be  the  most  probable  cause  of 
our  assistance  being  sought.  In  such  cases,  as  in  the  case  of 
infantile  uterus  (p.  194),  if  marriage  does  not  lead  to  aggravation 
of  the  dysmenorrhoea,  by  causing  uterine  and  ovarian  hypenemia, 
it  may  chance  that  impregnation  may  occur  and  lead  to  the  cure 
of  the  affection.  The  elongated  conical  cervix  (p.  198)  presents 
an  obstacle  to  impregnation,  not  only  on  account  of  the  narrow- 
ing of  its  canal,  out  also  because  the  semen  is  deposit^  in  the 
deep  cul-de-sdc  which  it  affords  at  the  top  of  the  vagina ;  and  the 
same  may  be  said,  although  less  certainly,  of  the  cervix  which  is 
much  enlarged  by  chronic  inflammation  or  hyperplasia.  Tumours 
of  the  vagina  act  simply  in  virtue  of  their  size,  or,  perhaps,  also 
by  leading  to  abundant  acid  vaginal  secretion.  It  is  not  safe  to 
assume,  however,  that  impregnation  is  impossible,  even  with  an 
excessive  amount  of  sprouting  malignant  tissue  in  the  vagina. 
The  action  of  uterine  tumours  is  also  mechanical,  but  is  no  doubt 
aggravated  by  the  menorrhagia  and  free  discharge  of  othc^  kijodaip 
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which  80  constantly  accompany  them.  Many  a  woman  is  sterile 
for  many  years  after  one  or  more  pregnancies,  owing  to  the 
unhealthy  state  of  the  endo-metrium,  of  the  cervix  alone,  or  of 
the  body  also.  The  action  here  is  not  single,  for  many  won^en 
with  endo-metritis  or  torn  cervix  conceive  readily  enough.  TTie 
nature  of  the  discharge  most  have  much  to  do  with  it,  for,  setting 
aside  any  chemical  action  it  may  have  on  the  spermatoza,  it  is 
difficult  to  see  how  they  can  easily  force  their  way  through  the 
tou^h  and  glutinous  material  in  the  cervix,  which  is  often  proof 
agamst  our  efforts  to  remove  it.  But  the  unhealthy  endo-metrium 
of  tlie  body  must  also  oppose  itself  to  the  normal  implantation  of 
the  ovum,  even  when  fertilised,  or  may  lead  to  very  early  and 
scarcely  recognisable  abortions.  Torn  cervix  undoubtedly  often 
acts  also  by  leading  to  abortion.  The  remedy  of  torn  cervix  by 
operative  means  has  often  been  followed  by  pregnancy  and 
delivery  after  years  of  barreness,  although  the  mere  condition  of 
ectropion  of  the  cervix  could  have  been  the  mechanical  obstacle. 
The  relation  of  acute  flexions  of  the  uterus  to  sterility  has  already 
been  sufficiently  di^ussed.  The  subjects  of  membranous  dye- 
menorrhoea  are,  I  believe,  invariably  sterile,  and  the  physiological 
as  well  as  the  mechanical  reason  is  easily  to  be  seen.  Metror- 
rhagia or  protuse  uterine  discharge  of  any  kind  is  preventive  of 
impregnation ;  but  if  there  is  no  other  obstacle,  a  very  short  inter- 
mission may  suffice  to  permit  of  its  occurrence,  and  it  may  then 
go  on  continuously.  It  will  be  seen  that  the  condition  of  in£Eintile 
uterus  generally  combines  several  of  the  factors  which  lead  to 
sterility, — small  impermeable  cervix,  flexed  cervical  canal,  and 
accompanying  retarded  development  or  malformation  of  the 
ovaries  or  Fallopian  tubes. 

A  third  variety  of  causes  of  sterility  acts  also  mechanically,  by 
preventing  the  descent  of  the  ovum  into  the  uterine  cavity. 
These  chiefly  affect  the  Fallopian  tubes,  and  may  be  due  either  to 
faulty  development  or  to  acquired  disease  of  the  organs.  Thus, 
in  some  rare  cases  their  growth  is  entirely  arrested,  in  others  they 
are  displaced  congenitally,  or  as  the  effect  of  inflammation,  so 
that  they  cannot  adapt  themselves  to  the  ovary  and  receive  its 
ova.  Not  infrequentl v  they  are  occluded  at  one  or  both  extreme- 
ties  ;  and  even  wnen  they  are  patent,  their  lining  membrane  may 
be  so  altered  by  inflammation  that  its  cilia  are  destroyed,  or  the 
catarrhal  state  of  the  tubes  may  oppose  viscid  secretions  to  the 
progress  of  ovum  or  spermatoza  alike.  The  ovary  as  well  as  the 
Fallopian  tube  may  contribute  mechanically  to  tne  causation  of 
sterility.  If  it  is  prolapsed  or  hernial,  or  if  it  is  dragged  out»ot 
position  by  displacements  of  the  uterus,  the  result  will 
be  the  same  as  if  the  Fallopian  tube  was  displaced ;  the 
gland  and  its  duct  being  divided,  the  product  of  the  ffland 
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inBBt  find  an  abnormal  site,  and  there  is  probably  a  good 
deal  of  truth  in  the  statement  of  Lawson  Tait — "  I  believe 
tiiat  the  ovum  falls  into  and  perishes  in  the  peritoneal 
cavity  in  by  far  the  greater  number  of  cases,  and  that  the 
passage  of  it  into  the  uterus  occur  only  in  a  small  minority  of  the 
ova  produced."  Unless  this  is  gross  exaggeration  there  must 
be  many  women  in  whose  case  "  always "  may  be  substi- 
tuted for  "by  far  the  greater  number."  The  "disappointed 
ovulation  "  of  Farre,  where  an  ovum  is  formed  but  cannot  be  dis- 
charged owing  to  the  toughness  of  the  ovarian  wall,  is  another  in- 
stance of  mecnanical  obstruction  to  descent  of  the  ovum ;  and  we 
need  only  add  the  many  possible,  and  easily  imaginable,  but  rarely 
diagnosable  disturbances  of  parts  which  may  result  from  inflam- 
mations of  the  pelvic,  peritoneal,  or  cellular  tissues.  For  the 
most  part  the  causes  of  sterility  included  under  this  heading  are 
quite  incurable ;  or,  if  they,  the  causes,  are  curable,  and  are  for 
other  reasons  cured  surgically,  it  is  by  operations  which  only  ren- 
der the  sterility  more  certain.  f 

A  fourth  cau»e  of  sterility  lies  in  the  non-production  of  an 
ovum  at  all,  or  of  those  only  which  are  physiologically  unfitted 
for  continued  growth  and  separate  life.  Here  we  come  upon 
ground  which  is  to  a  large  extent  covered  by  the  work  of  Mat- 
thews Duncan.  There  are  certain  conditions  of  heredity,  age, 
aiid  climatic  and  other  surroundings,  which  render  a  woman,  as 
they  do  a  plant,  more  or  less  sterile.  They  are  a  most  interest- 
ing physiological  study,  and  may  come  to  have  some  real  prognos- 
tic value  when  Captain  Galton's  life  albums  have  become  general ; 
and  when  people  have  learned  the  necessity  of  filling  tnem  up 
honestly,  L  <?.,  I  fear,  somewhere  about  the  Greek  calends.  No 
one  can  estioaate  more  highly  than  I  do  the  value  of  such  scien- 
tific inquiries,  but  it  would  be  a  mistake  to  suppose  that  in  those 
stastistical  averages  we  have  as  yet  got  a  rational  answer  to  the 
question — "  Why  is  my  wife  unfruitful?"  All  that  we  can  say 
under  this  fourth  headiuj^  is  that  if  we  can  detect  serious  abnor-  , 
mality  of  development  m  any  part  of  the  genital  system,  this 
alone  may  suffice  to  account  for  sterility,  because  it  is  very  likely 
to  be  accompanied  by  congenital  detects  in  the  chain  necessary 
for  ovulation,  impregnation,  and  fully  accomplished  pregnancy. 
If  we  have  reason  to  believe,  either  from  the  history,  or  from  ex- 
amination, that  ovaritis  or  peri-ovaritis,  in  its  widest  sense,  has 
occurred,  or  if  we  can  detect  cystic  degeneration,  or  anj'^  form  of 
"  tumour  of  the  ovary,  we  have  a  strong  probability  of  sterility, 
but  to  make  this  a  certainty,  we  must  be  assured  that  both  sides 
are  affected.  The  occurrence  of  early  atrophy,  or  of  loss  of 
function  in  the  ovary,  following  on  zymotic  disease,  or  as  a  super- 
involution  subsequent  to  pregnancy,  must  always  be  born  in  mind^i 
although  it  can  rarely,  if  ever,  be  diagnosed  with  certaint/^ 
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The  bearing  of  syphilis,  maternal  or  paternal,  upon  sterility  is  not 
fully  worked  out;  its  tendency  to  produce  early  abortion  is 
known  to  everjjr  obstetrician. 

The  discussion  of  the  subiect  of  sterility  would  be  entirely 
incomplete  unless  it  included  an  answer  to  the  fourth  question 
originally  proposed — **  When  is  it  advisible  to  leave  well  alone,  as 
far  as  any  active  treatment  is  concerned  ? "  I  have  seldom 
answered  this  question  in  the  affirmative  to  the  immediate  satis- 
faction of  my  patients,  but,  so  far  as  I  am  aware,  I  have  never 
done  so  without  ultimately  earning  their  gratitude  and  respect. 

In  the  first  place.  I  would  strongly,  advise  the  practitioner  not 
to  lay  too  much  stress  upon  the  special  importance  of  an  heir  in 
the  particular  case  in  which  he  is  consulted.  There  is  no  neces- 
sity for  informing  the  patiept  that  you  do  not  see  the  extreme 
necessity  in  the  same  light  that  she  and.  her  husband  do.  But 
operations  of  complaisance  are  always  to.  be  deprecated,  and  I 
would  counsel  that  no  risk  should  ever  be  incurred  in  such  cases, 
beyond  what  would  be  considered  advisable  m  the  case  of  husband 
and  wife,  who  were  simply  desirous  of  the  increased  happiness  of 
oifspring,  but  who  were  sensible  enough  to  deprecate  any  proceed- 
ings fraught  with  danger  to  life  or  permanent  health. 

Secondly,  the  coexistence  or  non-coexistence  of  dyspareunia  must 
be  taken  into  account,  and  the  practitionfr  may  fairly  use  any 
operative  means  which  are  justifiable  for  the  removal  of  this,  in 
the  hope  that  fertility  will  also  ensue. 

Thiwlly,  the  coexistence  of  serious  dysmenorrhoea  is  still  more  a 
reason  for  performing  or  even  urging  the  performance  of,  operations, 
attended  with  some  risk,  but  which  would  hardly  be  justifiable  if 
we  considered  only  their  problematical  effect  in  curing  sterility. 

Fourthly,  if  dyspareunia  or  dysmenorrhcea  are  not  factors  in 
the  case,  the  practitioner  is  not  justified  in  recommending  any 
operation  which  may  be  followed  by  serious  results.  He  should 
weigh  well  the  question  which  every  physician  should  put  to 
himself  before  using  a  dangerous  drug — "  What  harm  may  I  do 
in  proceeding  thus,  and  how  far  am  I  certain  that  the  risk  of 
harm  thus  involved  is  counterbalanced  by  anything  like  a  cer- 
tainty that  I  shall  effect  good  ?  " 

As  a  result  of  these  considerations,  I  would  urge  that  sterility, 
which  cannot  be  distinctly  traced  to  local  causes,  and  which  is, 
therefore,  presumably  due  to  some  kind  of  general  law  of  heredi- 
ty, or  age,  or  surrounding  circumstances,  shcftild  never  be  treated, 
otherwise  than  by  hygenic  meann,  and  that  no  experimental  surgi- 
cal proceeding's  are  permissible.  If,  on  the  other  hand,  there  are 
local  deformities,  or  arrests,  or  redundacies  of  growth  and  devel- 
opment, treat  ^hem  or  leave  them  untreated,  as  you  would  if  the 
question  of  sterility  was  not  before  you.  , 
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In  all  cases  of  chronic  inflammatory  character  act  in  the  same 
manner. 

In  fine,  however,  you  may  put  the  matter  to  the  patient ;  you 
should  put  it  to  yourself  in  this  way,  I  will  cure  dysmenorrhoea 
or  dyspareunia  in  any  legitimate  manner  that  I  can,  and  I  shall 
thereby  not  infrequently  cure  sterility,  but  I  will  perform  no 
operation  of  any  serious  character  for  the  last  purpose  alone,  the 
nsks  bein^  certain,  and  the  probabilities  of  success  being  always 
problematical. 

Prevention  of  Pregnancy. 

I  have  intimated  above  my  intention  of  saying  a  very  few 
words  upon  this  subject.  I  would  rather  have  avoided  it  alto- 
gether, and  I  will  fulfil  the  task  only  by  a  quotation.  Dr.  Good- 
ell  {op.  cit)  says :  "  In  a  late  discussion  before  the  British  Medi- 
cal Association,  in  which  some  of  the  foremost  men  of  England 
took  part,  it  was  the  unanimous  verdict  that  overbreeding  does 
not  produce  ill  health,  so  much  as  efforts  to  prevent  conception. — 
There  are,  in  fact,  no  harmless  or  available  means  for  thwarting 
nature's  plain  intention,  for  if  they  should  not  injure  the  body 
they  assuredly  will  the  mind.  I  dare  any  political  economist  to 
show  me  one  innocuous  expedient  whereoy  conception  can  be 
avoided.  I  challenge  him  to  name  a  sin^ijle  preventive  plan  which 
will  not  do  damage  either  to  ^ood  health  or  to  good  morals.  .  .  . 
Depend  upon  it,  gentlemen,  there  are  no  thornless  by-paths  by 
which  men  can  skulk  from  his  moral  and  physical  obligations ; 
no  safe  stratagems  by  which  he  can  baulk  God's  first  blessing  and 
first  command.  Therefore,  as  hygienists,  if  not  as  moralists  ;  as 
physicians,  if  not  as  patriots ;  as  guardians  of  the  public  health,  if 
not  as  philanthropists ;  I  charge  you  to  frown  on  such  practices 
and  take  a  bold  stand  against  tnem."  Subjects  like  these  are 
hardly  fit  to  be  discussed  m  the  class  room,  yet  the  young  practi- 
tioner cannot  be  long  m  practice  without  .meeting  with  a  case  in 
which  he  would  desire  the  counsel  of  his  elders.  I  can  with  con- 
fidence refer  him  to  the  last  chapter  of  Goodell's  Lessons  on  Gy- 
ncecology^  as  treating  of  such  matters  without  pruriency,  yet  with 
the  utmost  plainness,  and  in  the  highest  moral  tone. 
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CHAPTER  XXL 


Some  Affections  of  the  Female  Urethra,  Ureters,  Bladder 
AKD  Rectum. 

In  the  foregoing  chapters  we  have  discussed  the  affections  of  the 
female  sexual  organs,  and  our  task  might  here  cease.  But  the 
urethra,  ureters,  bladder,  and  rectum,  although  common  to  both 
sexes,  are  so  intimately  associated  with  the  sexual  organs  antorai- 
cally,  and  have  such  numerous  inter-relations,  that  we  have  been 
obliged  continually  to  refer  to  them,  and  it  seems  desirable  to  add 
a  few  brief  observations  on  some  of  their  own  more  common  af- 
fections. Those  of  the  bladder  and  urethra  at  any  rate,  and  in  a 
less  degree,  those  of  the  rectum,  continually  come  under  the  care 
of  the  gynaecologist,  and  the  symptoms  of  disease  of  one  without  a 
knowleilge  of  those  ot  the  others.  For  a  full  description  of  the 
diseases  of  the  female  bladder  and  urethra,  the  b^t  work  to 
which  I  can  refer  the  Enarlish  student  is  that  of  Skene  {Diseases  of 
the  Bladder  and  Urethra  in  Women^  W.  Wood  &  Co.,  New  York, 
1878). 


The  Female  Urethra 

The  female  urethra  differs  in  toto  from  that  of  a  male. 

The  whole  canal  is  about  IJ  inch  in  length,  but  wider  than  that 
of  the  male.  Its  external  orifice  (fig.  32)  lies  at  the  back  of  the 
vestibule,  and  is  puckered  and  more  or  less  prominent,  so  that  it 
is  easily  discovered  by  the  tactus  eruditus.  The  direction  of  the 
canal  is  upwards  and  backwards  from  without,  and  corresponds 
with  the  axis  of  the  pelvic  outlet.  It  is,  however,  liable  to  distor- 
tion by  many  gynaecological  affections.  It  is  furnished  with  both 
striped  and  unstriped  muscular  fibres,  longitudinal  and  circular.  It 
presents  numerous  small  villi  and  glandular  elements,  and  near  the 
entrance  are  two  small  tubules  (fig.  203)  running  backwards  in 
a  parallel  direction,  and  which  may  participate  in  and  prolong 
the  duration  of  catarrhal  or  gonorrhoBal  inflammation.  Its  epi- 
thelium is  for  the  most  part  squamous,  the  cells  being  smaller 
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than  those  of  the  vagina,  bat  towards  the  inner,  end  they  become 
columnar. 

Means  of  Examination  and  Diaonosis. 


For  the  diagnosis  of  urethral  affections  we  make  use  of  genital 
tion^  conducted  in  the  same  manner  as  that  of  the  external  inspec- 
organs.     This  shows  us  the  existence  of  any 
eversion  of  the  urethral  wall,  of  the  great 
majority  of  vascular  caruncles,  of  catarrhal 
or  purulent  discharges,  or  of  dilatation  of 
the  canal.    By  totich  we  ascertain  the  exist- 
ence of  pain  at  any  portion  of  the  canal,  we 
may  extrude  from  the  meatus  caruncles  not 
apparent  without  this  means,  and  we  may, 
also,  by  drawing  the  finger  from  behind  for- 
wards along  the  anterior  vaginal  wall,  ascer- 
tain the  existence  or  urethral  suppuration. 
By  the  sotind  we  ascertain  the  patency  and 
direction  ot  the  canal,  the  state  of  its  mu- 
cous membrane,  and  the  presence  of  foreign 
bodies.    It  is  useful  also  to  detect  the  pre- 
cise seat  of  pain  or  stricture.     For  more 
minute  or  careful  investigation,  dilatation  by 
the  finger  is   required.     If  the  patient  be 
anffisthetised  the  little  finger  can,  after  some 
resistence  about  the  meatus,  be    inserted 
through  the  adult  canal,  and   this  can  be 
followed  up  by  the  index,  if  of  average 
size.    The  assistance  of  a  finger  or  fingers  of  the  other  hand  in 
the  vagina  will  render  the  information  obtained  more  certain, 
and,  for  the    ex- 
ploration of    the 
bladder    in     this 
way,     one     hand 
may  be  applied  to 
the  abdomen,   as 
in     the  ordinary 
bi-manual  vaginal 
examination.  The 
indications       for 
digital   dilatation 
of    the    urethra, 
apart    from     the 
examination      it- 
self, will  be  given  below,  as  also  will  the  description  of  instru- 
mental means  for  the  same  purpose.     The  index  finger   may  be 
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Fig.  203.— Urethral  Tu- 
bules (Skene).  The 
Urethra  is  laid  open, 
and  Probes  are  intro- 
duced into  the  two 
Tubules. 


Fio.  204.— Skene's  Urethral  Endoscope. 
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coDBidered  as  the  full  limit  of  safety  to  dilatation  in  adult  femalcii, 
all  further  stretching  being  liable,  though  not  necessarily  so,  to 
produce  rupture  or  permanent  incontinence.  For  the  purpose  of 
examining  the  interior  of  the  urethra  by  sight  some  form  of 
speculum  or  endoscope  is  required.  Matthews  Duncan  uses  an 
exceedingly  small  Fergusson's  speculum,  and  this  answers  the 
purpose  fairly  well  if  the  canal  be  first  dilated  by  the  finger. 
Skene  has  introduced  a  more  perfect  but  more  comj^licated  instru- 
ment (fie.  204)  consisting  of  a  fenestrated  vulcanite  outer  part, 
shaped  like  a  test-tube,  of  a  glass,  tube  which  fits  loosely  within 
it,  and  of  a  mirror  which  acts  somewhat  as  that  of  the  laryngo- 
scope. It  shows  well,  with  proper  lamp  accompaniment,  the  palish 
lining  membrane  of  the  canal,  and  any  variations  from  the  nor- 
mal aspect. 

MALfORMATIONS  OF  THE   UrBTHRA. 

Malformations  of  this  organ  are  so  intimately  associated,  as  a 
rule,  with  those  of  the  genital  tract,  that  the  reader  may  be 
referred  to  the  same  authorities  for  a  complete  account  of  them. 
But  the  urethra  has  been  found  entirely  absent  when  the  other 
organs  were  perfect,  and  the  lower  portion  alone  is  sometimes 
found  defi^cient  (hypospadias),  as  is  more  rarely  the  upper.  Com- 
plete atresia  is  more  common.  The  result  of  these  malformations 
will  be  either  incontinence  or  retention  of  urine.  Skene  observed 
a  case  where,  from  congenital  atresia,  the  bladder  was  so  distended 
at  birth  as  to  render  delivery  verv  diflBlcult  For  the  sargi(^ 
relief  of  such  abnormalities,  special  surgical  works  must  be  con- 
sulted. A  very  rough  remedy,  although  it  may  be  the  only  avail- 
able one,  in  case  of  complete  atresia  at  birthj  consists  in  intro- 
ducing a  trooar  as  nearly  as  possible  in  the  direction  of  the  normal 
canal.  Double  urethra  is  a  very  much  more  rare  anomaly  than 
double  vagina,  and  may  be  dismissed  here  as  a  pathological 
curiosity.  . 

Functional  Disordbrs  of  thb  Urethra. 

These,  as  far  as  they  exist,  are  more  usefully  merged  in  the 
account  of  functional  disorders  of  the  bladder  and  urination.  In 
neurotic  subjects,  however,  neuralgic  pain  is  occasionally  felt  in 
the  direction  of  the  urethra  only.  I  have  met  with  one  or  two 
such  cases  where  I  could  find  no  evidence  of  organic  disease  of 
any  kind,  and  I  have  obtained  relief  by  the  passage  of  a  sound 
dipped  in  carbolic  glycerine  (1  in  5).  There  was  smarting  at  firsts 
but  speedy  relief  soon  afterwards,  the  neurotic  or  neuralgic  state 
of  system  not  being  neglected.  Skene  recommends  the  local  ap 
plication  of  bismuth,  and  afterwards  of  aconite  and  opium,  in 
such  cases. 
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PbESSURB  on  AlTD  DISPLACEMENT  OF  THB  TJbBTHBA. 

Quite  independently  of  displacements  of  the  bladder,  the  nrethia 
may  be  compressed  or  distorted.  Fibroid  and  other  tamours  of 
the  pelvic  organs  may  cause  displacement  upwards,  downwards, 
or  laterally,  occasionally  producmc  retention  of  urine.  This  re- 
<][uires  to  be  kept  in  view  in  using  the  catheter,  and  permanent  re- 
lief mny  be  impossible  in  this  way  unless  the  mass  is  free  andean 
be  pushed  above  the  pelvic  brim.  Prolapse  of  the  anterior  wall 
of  the  vagina  may  aflfect  the  urethra,  either  bending  its  upper 

Sart  downwards,  or  protruding  the  whole,  and  even  giving  it  a 
irection  downwards  and  forwards,  instead  of  backwards  and  up- 
wards. Care  should  be  taken  to  remedy  this  state  of  matters 
after  hard  labours,  by  the  use  of  astringent  pessaries,  and  by  at- 
tention to  the  torn  perineum  at  the  time  of  rupture.  Loss  of 
control  is  more  apt  to  follow  partial  downward  displacement,  and 
difficult  urination  complete  protrusion  of  the  urethra. 

Strictubb  op  the  Urethra. 

^  Strictures,  and  even,  complete  atresia,  of  the  urethra  are  occa- 
sionally the  result  of  disuse  of  the  canal,  in  vesico- vaginal  fistula, 
but,  when  complete,  some  inflammatory  condition  of  the  wall, 
such  as  is  met  with  in  the  male  is  probably  superadded.  Occa- 
sionally, although  less 'frequently  tnan  in  the  male,  contraction 
occurs  from  gonorrhoeal  inflammation,  or  from  traumatic  causes, 
caustics,  &C.  In  many  instances  the  contraction  is  fortunately  al- 
most confined  to  the  meatus.  The  careful  use  of  the  sound, 
whenever  micturition  is  difficult,  an  elastic  one  being  preferable, 
is  the  sole  means  of  accurate  diagnosis,  remembering  always  the 
possibility  of  distortion  of  the  canal  without  stricture.  Slow  and 
careful  di^^,tation  seems  to  be  safer  than,  and  preferable  to,  rapid 
dilatation  or  incision,  although  these  plans  are  called  for  in  a  few 
cases.  Skene  also  points  out  that  a  slight  stricture  at  the  internal 
orifice,  by  interfering  with  the  functions  of  the  bladder,  may  give 
rise  to  retention  of  urine  or  irritable  bladder  in  a  more  considera- 
ble degree  than  narrower  strictures  elsewhere.  The  diagnosis  of 
this  trouble  is  arrived  at  mainly  by  exclusion  of  other  causes — of 
external  pressure,  prolapse,  or  paralysis  of  the  bladder — and  by 
discovering  moderate  resistance  to  a  full-sized  sound  at  the  inner 
extremity  of  the  canal. 

Dilatation  op  the  Urethra. 

The  urethra  is  capable  of  great  dilatation,  independently  of  that 
which  is  intentionally  produced.  I  have  met  with  a  case  of  atre- 
sia vaginse  where  injections  had  been  administered  per  urethram 
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into  the  bladder,  under  the  sappoBition  that  they  were  vaginal, 
and  for  the  cure  of  amenorrhoBa.  The  meatus  may,  even  under 
these  circumstances,  retain  much  of  its  contractility.  The  centre 
of  the  canal  not  infrequently  becomes  much  dilated  in  cases  of 
vaginal  prolapse,  also  from  the  occurrence  of  growths  within  it, 
from  chronic  inflammatory  thickening  of  its  mucous  lining,  from 
the  passage  of  calculi,  or  from  obstruction  by  small  growths  or 
stricture  at  the  meatus. 

The  Symptoms  point  to  some  difficulty  in  urination,  with  or  with- 
out incontinence  or  partial  retention.  But  the  sound  can  alone 
clear  up  the  diagnosis,  combined  with  digital  manipulation 
through  the  vagina;  it  detects  either  a  compressible  swelling  in 
the  site  of  the  canal,  or  one  rendered  rigid  by  hypertrophic  thick- 
ening. The  free  movement  of  the  point  of  the  sound  within  it 
can  also  be  ascertained.  Purulent  or  semi-purulent  fluid  often 
collects  here,  and  is  occasionally  expelled  in  quantity.  Peri-ure- 
thral  abscess  opening  into  the  canal  will  closely  simulate  this  con- 
dition, and  must  be  differentiated  by  the  history  of  inflammation, 
by  the  scope  of  the  movements  of  the  sound,  and  by  the  surround- 
ing infiltration  which  it  causes. 

Treatment — ^In  moderately  severe  cases  of  dilatation  it  is  suffi- 
cient to  treat  the  mucous  membrane  by  astringents,  as  in  chronic 
urethritis  and  to  support  the  prolapsed  portion  by  a  well-iitting 
pessary,  as  advised  for  prolapsus  vaginae  and  cystocele  (p.  830),  I 
have  no  experience  of  excision  of  a  portion  of  the  wall,  or  of  con- 
tracting it  by  application  ot  the  actual  cautery,  or  of  temporarily 
opening  the  most  dependent  part,  as  advised  by  Bozeman,  and  as 
we  shall  see  is  occasionally  practised  on  the  bladder  in  certain  in  • 
tractable  affections  of  that  organ. 

Laoibation  and  Fistula  of  thb  ITrethra. 

This  may  occur,  either  into  the  surrounding  connective  tissue, 
or  into  the  vagina,  constituting  in  the  latter  case  urethrovaginal 
fistula.  Of  fistulee  ot'  the  latter  kind  as  much  has  been  said  as 
comports  with  the  scope  of  this  work.  Lacerations  or  incom* 
plete  fistulse  may  be  the  result  of  peri-urethral  abscess,  or  of  arti- 
ficLU  dilatation  carried  to  too  great  a  degree.  In  the  former  case 
Skene  recommends,  although  he  has  not  practised,  the  method 
of  making  the  fistula  complete  by  means  of  a  vaginal  incis- 
ion. Judging  from  analogy  elsewhere,  this  would  be  the 
quickest  and  most  satisfactory  plan.  The  fistula  may  heal  of  it- 
self if  a  catherer  be  worn  or  very  frequently  used.  Laceration 
by  over-rapid  dilatation  is  almost  certain  to  end  in  permanent  in- 
continence of  urine.    To  be  forewarned  is  to  be  forearmed. 

Laceration  or  cracking,  extending  through  the  vesicle  orifice. 
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is  apt  to  result  from  ulceration,  or  to  follow  urethritis  or  puer- 
peral pressure.  It  gives  rise  to  severe  continuous  pain,  much 
aggravated  after  micturation,  and  to  spasmodic  incontinence— 
in  fact,  to  symptoms  very  similar  to  those  of  calcules,  cysti- 
tis, or  urethritis.  The  latter  two  may  be  eliminated  by  obser- 
vation of  the  urine  and  of  the  expressed  contents  of  the 
urethra,  the  former  hy  careful  use  of  the  vesical  sound.  Skene, 
who  first  described  this  condition,  recommends  the  withdrawal  of 
all  ordinary  treatment  for  urethritis,  the  application  to  the  crack 
solely  of  a  fine  probe  coated  with  nitrate  of  silver,  as  in  the 
treatment  of  cracked  nipples  ;  more  efiective  still,  moderate  dila- 
tation of  the  urethra,  or,  in  stubborn  cases,  free  incision  per  vaaU 
nam.  I  succeeded  in  permanently  curing  one  such  case  by  the 
least  heroic  of  these  methods,  but  the  fissure  was  easily  seen  and 
reached  through  Simon's  dilator,  which  is  not  usually  the  case. 

ITebthritis. 

Acute  urethritis  is  in  almost  ever^r  case  caused  by  gonorrhoea! 
infection,  and  its  occurrence  along  with  vulvitis  or  vaginitis  may 
be  regarded  as  almost  diagnostic  of  the  specific  nature  of  the  at- 
tack. It  is  well,  therefore,  in  every  case  of  inflammation  of 
these  organs,  to  press  the  urethra  from  behind  forwards,  and  thus 
make  sure  whether  pus  exudes  and  urethritis  coexists.  The 
general  treatment  is  'that  of  gonorrhoea,  and  when  a  sub-acute 
stage  is  reached,  iodoform,  Carbolic  acid,  nitrate  of  silver,  or 
iodine  in  strong  gly^jerine  solution,  may  be  usefully  applied  by 
means  of  the  sound.  Injections  are  dangerous  owing  to  the  con- 
tiguity of  the  bladder. 

Chronic  urethritis  may  bo  a  sequel  of  the  acute  form,  but  will 
sometimes  also  be  met  with  under  other  circumstances — for  exam- 
ple, in  urethral  dilatation  or  prolapse,  in  cystitis,  or  from  cold  or 
prolonged  exertion.  The  same  treatment  is  available  as  in  the 
secondary  stage  of  the  acute  form,  and  may  require  considerable 
persistence. 

Foreign  Bodies  in  tub  Urethra. 

CSalculi  may  lodge  here  in  their  passage  from  the  bladder,  lead- 
ing to  retention,  and  may  be  easily  discovered  by  the  cautious 
use  of  the  metallic  sound.  The  canal  is  so  distensible  that  with 
ansethesia  these  may  easily  be  extracted  by  a  small  curette,  such 
as  that  used  by  aurists  (fig.  38\  if  steadied  by  a  finger  in  the  va- 

flna,  and  recourse  must  seluom  be  reauired  to  urethrotomy, 
ins,  beads,  or  other  substances  introduced  from  without,  or  irrejj 
alar  shaped  bodies  which  may  have  entered  the  bladder  ^rst,^ 
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SB  foBtal  bones  or  £»cal  concretions,  most  be  dealth  with  by  dila* 
tion  and  subsequent  extration,  entire  or  in  firagments. 

Abormal  Growths  in  thb  ITrbthra, 

These  have  been  elaborately  classified  according  to  their  patho- 
lo^cal  nature,  but  a  brief  notice  of  the  more  important  must 
suffice  here. 

Urethral  CanmcleB,  or  VaBCular  Growtka— These  growths 
have  been  sufficiently  described  and  treated  of  above  (p.  55).  All 
that  need  here  be  said  in  addition  is  that,  partly  by  obstructing 
the  canal,  partly  by  causing  spasm,  and  partly  by  leading  to  vol- 
untary over-retention,  they  may  occasionally  give  rise  to  urethral 
dilatation,  to  chronic  urethritis,  or  to  cystitis.  It  is  surprising, 
however,  how  seldom  these  results  are  observed.  Occasionally, 
in  connection  with  urethral  dilatation,  or  more  rarely  without  it, 
the  lining  membrane  of  the  urethra  becomes  inverted  and  bulges 
through  the  meatus,  and,  becoming  in  time  red  and  swollen,  it 
may  very  closely  resemble  a  urethral  caruncle.  Care  must  there- 
fore be  taken  to  ascertain  the  existence  or  non-existence  of  a  pedi- 
cle, and  the  relation  of  the  urethra  to  the  mass.  In  caruncle  it 
surrounds  the  growth ;  in  inversion  the  swelling  wholly  or  par- 
tially surrounds  the  urethra.    The  symptoms  are  very  similar. 

Polypi  of  various  kinds  sometimes  occur  in  the  urethra.  First, 
and  most  rarely,  as  occluded  glandules ;  secondly,  and  also  rare- 
ly, as  small  peduncalated  fibromata;  and  thirdly,  as  vascular 
growths — I  he  above-mentioned  urethral  caruncles. 

Varix  of  the  urethral  and  surrounding  veins  may  cause  some 
distension  of  the  passage,  or  may  give  rise  to  hsemorrage,  or  to 
thrombus  in  its  neighbourhood.  The  blue  discoloration  of  the 
parts,  and  the  immediate,  although  temporary,  reducibility  of 
the  swelling  on  pressure  will  point  to  the  nature  of  the  afiection. 

Cyflts,  ot  glandular  character,  are  occasionally  found  plugging 
the  meatus,  or  protruding  as  polypi. 

TVeatment. — ^The  various  polypoid  growths  when  near  the  ori- 
fice are  treated  as  has  been  recommended  with  regard  to  vascular 
caruncles.  Various  snares,  ligatures,  and  forceps,  similar  to  those 
used  by  aurists,  have  been  devised  for  the  purpose  of  reaching  and 
removmg  those  lying  further  within.  I  must  refer  the  rciider  to 
special  works  for  a  knowledge  and  comparative  estimate  of  these. 

Cancer  rarely  attacks  the  urethra  in  a  primary  foripci,  and  even 
extension  is  uncommon  in  this  direction.  It  is  chiefly  met  with, 
when  it  does  occur,  as  small  nodules,  which  in  time  break  down 
either  into  the  canal  or  into  the  vestibule.  Diagnosis  should  not 
be  difficult. 
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Thb  TTsb  of  THB  Oathbtbb. 

It  may  not  be  oat  of  place  here  if  we  eay  one  word  aa  to  the 
common  operation  of  passing  the  catheter,  and  it  will  apply  also, 
for  the  most  part,  to  the  passage  of  the  vesical  sound.  In  ordinary 
retention,  and  especially  if  there  is  any  probability  of  alteration 
in  the  direction  of  the  canaU  the  gnm-elastic  male  instrument, 
about  No.  8,  is  preferrable  to  the  metal  one.  The  student 
should  learn  to  use  it  with  equal  facility  whether  the  patient  is 
in  the  lateral  or  dorsal  position.  If  on  her  side,  the  loiees  and 
thighs  a  well  flexed,  and  the  more  the  body  is  also  flexed,  with 
the  head  away  from  the  operator,  the  better.  The  left  forefinger, 
well-lubricated,  is  passed  within  the  vagina,  and  its  palm  is 
turned  towards  the  pubic  arch.  Just  under  the  arch  lies  the 
urethra,  which  can  almost  always  be  felt  as  a  rounded  cord.  The 
finger  is  now  slowly  withdrawn  along  this,  and  will  encounter 
the  orifice  at  the  base  of  the  vestibule  (fig..  82).  No  description 
will,'  without  practice,  enable  the  operator  without  fail  to  detect 
the  slightly  elevated,  soft,  perforated  point,  but  this  is  not  diflBl- 
cult  to  those  who  possess  accurate  tactile  powers.  The  orifice 
being  thus  found,  the  catheter,  well  oiled  and  carbolised,  is  held 
lightly  in  the  right  hand,  and  is  guided  into  it  by  the  left 
forefinger.  It  will  slip  along  in  the  right  direction,  upwards 
and  backwards,  unless  there  is  some  obstacle,  in  which  case  the 
same  tentative  care  is  needed  as  in  passing  a  bougie  in  the  inale. 
If  the  patient  is  upon  her  back,  the  knees  are  well  flexed,  the 
right  forefinger,  passed  under  the  right  thigh,  is  used  as  a  guide, 
and  the  catheter,  held  by  the  left  hand,  is  passed  from  above, 
between  the  thighs,  and  round  the  pubes.  Although  many 
prefer  this  latter  plan,  Iliave  always  considered  the  former  as  the 
easiest,  and  the  feast  irksome  to  me  patient,  when  circumstances 
permit  of  a  choice. 

The  Uterus. 

These,  the  feeding  canals  of  the  bladder,  should  receive  a  pass- 
ing notice,  not  so  much  on  account  of  their  own  maladies  as  from 
their  tendency  to  be  implicated  in  various  way  by  gynic  aflEec- 
tions.  The  pressure  of  ovarian,  uterine,  or  other  tumours,  or  of 
cancer,  may  lead  to  their  closure,  and  so  to  the  production  of 
dilatation  of  themselves  and  the  kidneys.  The  extension  back- 
wards of  inflammation  may  lead  to  pyo-nephritis  and  ojher  fiettal 
diseases  of  the  kidney.  They  may  be  involved  in  adhesions  with 
ovarian  tumours,  so  that  it  may  be  impossible  to  avoid  injuring 
them  during  operation.  In  three  instances  of  ureteral  fistula 
thus  predttced,  ooc  in  the  practice  of  a  friend,  ancf 


686  METHODS  OF  EXAMININa. 

the  pelvis*  Its  shape  differs  at  various  ages,  and  its  position  is 
liable  to  constant  changes  due  to  pregnancy  or  other  conditions  of 
the  female  organs.  Halliday  Croomlias  a  most  interesting  mono- 
graph on  these  changes  as  affected  by  and  affecting  parturition 
(£din.,  Douglas,  1844).  The  mucous  membrane  is  wrinkled, 
owing  to  the  laxity  of  the  submucous  tissue ;  its  epithelium  is  in 
part  squamous,  in  part  columnar,  with  transitional  forms,  and  it 
IB  very  doubtful  how  far  it  possesses  absorbent  powers. 

Means  of  Examination  and  Diagnosis. 

By  inspection  we  learn  but  little  of  the  condition  or  affections  of 
the  bladder.  Qreat  distention  is  evident  to  sight, but  cannot  thus 
be  differentiated  from  other  swellings  of  the  abdomen,  and  pro- 
lapse of  the  anterior  wall  of  the  vagina,  containing  a  portion 
of  the  bladder  (cystocele)  is  also  recognised  by  sight,  aided  by 
expulsive  efforts  on  the  part  of  the  patient.  By  vaginal  touch  the 
condition  of  the  bladder  as  to  tenderness  is  made  out,  and,  assisted 
bv  the  bi-manual  method,  it  is  possible  to  form  a  tolerablv  clear 
idea  of  the  size  and  general  characters  of  calculi,  foreign  bodies, 
or  neoplasms  of  the  organ.  For  the  purpose,  however,  of  obtain- 
ing an  accurate  notion  of  some  of  these  affections,  it  becomes 
necessan^  to  make  use  of  exploration  of  the  interior  of  the  bladder 
by  the  finger — vesical  touch. 

"We  have  already  spoken  of  the  insertion  of  the  finger  into  the 
urethra  for  the  purpose  of  exploring  that  organ,  but  for  vesical 
diagnosis  the  little  finger  will  not  suffice,  and  in  order  to  intro- 
duce the  forefinger,  it  is  generally  advisable  to  dilate  the  urethra 
by  one  of  the  mechanical  contrivances  about  to  be  mentioned, 
following  up  the  dilatation  immediateljf  by  the  finger.    The  fin- 

?jer  may,  however,  with  full  anaesthesia,  suffice  alone.  When 
iiUy  introduced,  it  is  carefully  rotated  and  opposed  by  the  fingers 
of  the  other  hand  above  the  pubes,  and  through  the  vagina  or 
rectum,  in  turn.  The  front  of  the  uterus,  the  vesico-uterine 
interspace,  the  broad  ligaments,  and  the  Fallopian  tubes,  can  be 
explored  in  this  way,  but  sufficiently  accurate  diagnosis  of  the 
condition  of  these  parts  is  nearly  always  obtainable  without  the 
aid  of  an  operation  which  is  never  without  some  danger  of  pro- 
ducin^'permanent  incontinence  of  urine,  or  rupture  of  the  urethra. 
The  dorsal  position  is  always  desirable.  Neither  the  veside  touch 
nor  the  preliminary  dilatation  should  ever  .be  attemptea  wh^i 
there  are  any  traces  of  recent  pelvic  inflammation. 

The  vesical  sound  is  familiar  as  a  means  of  diagnosis  to  all  sur- 
geons, and  it  is  self-evident  that  we  can  obtain  much  assistance  by 
the  simultaneous  use  of  vaginal  or  rectal  touch. 

Dilatation  of  the  urethray  for  the  purpose  of  vesical  diagnosis, 
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may,  as  we  have  Been,  be  accomplished  by  the  finger  alone,  bat 
both  for  this  and  for  purposes  of  treatment,  some  instrument  is 
commonly  used,    Simon's  dilators  (fig.  205)  consisting  of  a  series 


Fio.  205..^imon't  XJretliral  Dilators. 

of  vulcanite  tubes  with  removable  rounded  extremities,  are  the 
best  known.  They  are  introduced  in  successive  sizes,  slowly  and 
cautiously,  and  Simon  maintains  that  the  safe  limit  in  the  adult  is 
about  2^^  inches  in  circumference.  In  many  cases  there  is  danger 
considerably  short  of  this  limit,  and  the  meatus  should  be  par- 
ticularly slowly  dilated  in  all  cases.    Various  branched  instru- 


Fie.  300.-^atheteiisation  of  the  Ureters  (after  Wlnckle).      ^  t 
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ments,  the  branches  separable  by  acrew-actioo,  have  been  invented 
for  urethral  dilatation,  bat,  even  when  covert  with  india-rubber 
sheathing,  they  are  harsh  in  action. 

It  may  be  as  well  to  specify  here  the  various  indications  that 
may  occasionally  be  served  by  utreftral  dilatation.  These  are, 
the  introduction  of  the  fingeir  for  tiie  diagnosis  of  stone,  foreign 
bodies,  fistulse,  or  other  purposes ;  the  passage  of  endoscopes,  and 
the  introduction  of  instruments,  fluids,  or  caustics  for  treatment; 
the  removal  of  calculi ,  foreign  bodies,  or  morUd  growths ;  the  cu  re  of 
fissure,  and  the  relief  oi  cystic  or  irritable  bidder.  Endoseomc 
examination  of  the  bladder  is  as  yet  in  its  in&ncy.  The  catne- 
terisation  and  examination  of  the  ureteral  opening  by  finger  and 
sound  (fie.  206)  is  one  of  those  diagnostic  curiosities  of  which  I 
have  little  personal  experience.  I  have  once  or  twi3e  attempted  it, 
but  lamentably  failed.  The  diagram  reouires  no  explanation,  and 
the  process  looks  very  simple ;  but  Wmckel,  from  whom  it  is 
taken,  admits  that  after  many  persevering  attempts  he  had  never 
succeeded  himself  in  finding  the  opening  with  the  sound. 

It  is  beyond  my  present  limit  to  aescribe  the  various  urinary  con- 
ditions which  may  afiTect  the  bladder,  or  be  caused  by  its  maladies. 

Congenital  Malformations  of  thb  Bladder. 

I  must  afcain  refer  my  readers  for  a  description  of  these  affections, 
to  8kene,Ku8smaul,SchnBder,or  other  writers  on  the  subject,  mere- 
ly stating  that  the  most  common  forms  are  those  of  fissure  or  non- 
closure, with  eversion  of  the  walls,  and,  less  fre(^uently,  of  a  duplex 
condition  similar  to,  and  accompanying  that  of,  the  vagina. 

Functional  HTPEassTHsstA  (irritabilitt)  of  thb  Bladdbr. 

Hypereethesia  or  excessive  irritability  of  the  bladder  mav  be, 
and  frequently  is,  encountered  as  a  functional  affection,  inde- 
pendently of  any  other  discoverably  disease  of  the  organ ;  and,  on 
the  other  hand,  it  is  often  the  foremost  and  only  symptom  of  the 
most  serious  diseases  in  their  earlier  stages.  Its  diagnosis  as  a 
functional  affection  will  therefore  always  require  the  probable,  if 
possible  the  certain,  exclusion  of  organic  causes. 

Symptoms. — ^These  ma^  be  summed  up  as,  frequent  if  not  con- 
stant desire  for  micturition,  with  a  certain  amount  of  uneasinesat 
referred  sometimes  to  the  supra-pubic  region,  but  more  often  to 
the  neck  of  the  bladder ;  these  symptoms  being  sometimes  accom- 
panied by  some  tendency  to  either  retention  or  incontinence. 

Causes. — ^The  functional  affection  has  always  more  or  less  of  a 
ne  rvous  causation — the  hereditarily  neurotic,  the  hypersesthetic, 
and  the  hysterical  are  its  chief  victims.    The  condition  of  the 
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urine  may  oondace  to  or  even  solely  prodace  it.  AoidUy  or  at 
kalinity,  the  presence  of  oxalates,  of  albumen^  or  of  fiogar,  or 
even  the  too  limpid  fluid  of  the  nervous  subject,  may,  each  and 
all,  but  especially^the  first  and  the  last,  figure  as  causative  agents. 
Reflex  nerve  irritation,  from  irritation  of  the  fi^enital  system,  in- 
cluding the  ovaries^  may  prove  an  exciting  cause,  and  most  writers 
mention  masturbation  as  an  occasional  factor  of  the  kind.  Low- 
ering diseases  of  any  kind,  cold,  and  pregnancy  may  be  added  to 
the  etiological  list, — the  last  acting  sometimes  mechanically,  some- 
times by  reflex  irritation.  Habitual  constipation  has  seemed  to  me 
to  be  an  occasional  cause.  Ever^  uterine  or  pelvic  disease, — dis- 
placements, congestion,  &c., — ^is  occasionally  accompanied  by 
hypcrcesthesia  of  the  bladder,  but  these  cases  stand  apart,  and  caa 
hardly  be  considered  as  functional. 

Diagnosis. — ^The  symptoms  being  present,  the  diagnosis  of 
functional  hypersesthesia  can  only  be  arrived  at  by  the  exclusion 
of  organic  disease.  Cystitis  will  be  difierentiated  by  greater  ac- 
companying pain  on  pressure,  and  by  careful  examination  of  the 
urine,  and  only  a  thorough  pelvic  examination  will  make  sure  of 
the  non-existence  of  accompanying,  and  perhaps  causative,  dis- 
ease of  organs  other  than  the  bladder.  The  severity  of  the  symp- 
toms and  their  inamenability  to  treatment  will  lead  to  careful  ex- 
Sloration  of  the  bladder  and  urethra,  in  search  of  any  of  the  local 
iseases  about  to  be  discussed.  In  young  and  neurotic  women 
much  may  be  taken  for  granted  for  a  time,  if  the  urine  is  careful- 
ly examined,  although  not  indefinitely.  In  older  or  post-parous 
women  a  careful  local  examination  should  precede  all  treatment 

Treatment — Organic  disease  being  excluded,  the  treatment  of 
the  neurotic,  hysteric,  or  otherwise  lowered  condition  of  the  pa- 
tient is  of  the  first  importance.  I  need  not  recapitulate  what  has 
already  been  said  on  this  point.  Strychnia  is  here  one  of  our 
most  valuable  tonics,  and  in  small  .doses  exerts  a  favourable  local 
influence  on  the  vesical  muscles.    The  bromides  play  also  a  useful 

Sart.  The  food  must  be  bland,  nutritious,  and  unstimulating. — 
'luids  may  be  freely  allowed  if  the  urine  is  at  all  dense,  and  the 
following  diluents  are  sometimes  serviceable  in  such  cases, — ^bar- 
ley-water,  almond  emulsion,  triticum  repens,  buchu,  or  marsh- 
mallow.  When  the  irritation  is  great,  chloral  (gr.  xxx.  per  rto- 
turn)  and  tinct.  of  belladonna  by  the  mouth,  or  morphia  and  bella- 
donna in  suppository,  are  the  most  useful  calmatives.  Ergot  of 
rye  in  continued  doses  seems  to  exert  a  local  tonic  influence.  The 
various  conditions  of  urine  mentioned  above  must  be  treated 
secundum  artem.  In  obstinate  and  distressing  cases  morphia  may 
be  injected  into  the  bladder  in  rather  full  doses,  the  fear  of  ab- 
sorption being  slight.  Carbonic  acid  gfl«  has  been  directed  into 
the  bladder  with  good  eSeot^  but  I  have  no  experience  of  its  use 
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thus.  CatheteriBation  seldom  affords  peimaDent  relief,  bat  in  the 
most  obstinate  cases  success  may  occasionally  be  obtained  by  the  re- 
tention of  a  catheter,  as  after  pelvic  operations,  or  by  dilatation  of  the 
urethra  as  above  described.  When  failure  is  |»ersistent,  repeated 
examination  may  detect  hitherto  undiscovered  organic  causes. 

Incontinenob  of  Urinb. 

This  troublesome  affection  is  most  common  in  joung  children 
and  adolescents,  or  in  the  old  and  enfeebled,  especially  the  multi- 
parous.  In  the  former  it  is  almost  always,  like  hypersesthesia,  a 
neurotic  aflfection,  although  hypersesthesia  may  or  may  not  be 
present,  and  there  is  generally  great  laxity  of  those  tissues  which 
play  the  part  of  sphincter  to  the  bladder.  In  the  latter  case,  that 
of  old  or  enfeeblea  subjects,  the  trouble  is  almost  always  associa- 
ted with  displacements  of  the  uterus,  vagina,  bladder,  or  urethra, 
and  in  these  it  is  also  often  accompanied  oy  incomplete  emptying 
leading  in  some  instances  to  chronic  cystitis.  The  incontinence 
which  is  due  to  vesical  or  urethral  fistula,  stands,  of  course,  in 
quite  a  separate  category.  In  middle  life,  while  either  the  neu- 
rotic element  or  the  occurrence  of  urethral  displacement  may  be 
S resent,  there  is  always  a  considerable  probability  that  uterine 
exions  or  pelvic  tumours,  or  exudations,  may,  by  their  pressure, 
lead  to  the  incontinence ;  and  even  when  there  is  no  evideat  his- 
ix>ry  of  these,  they  must  be  carefully  sought  for ;  urethral  growths, 
-vulvar  caruncles,  or  other  causes  of  vaginismus  or  dyspareunia 
not  being  forgotten  in  the  search.  The  incontinence  of  cystitis, 
hvpertrophy,  calculus,  or  foreign  bodies  and  noeplasms  of  the 
^bladder,  is  simply  due  to  exaggerated  hypersesia  of  organic  origin. 
Diagnosis. — The  fact  of  incontinence  is  self  diagnostic,  the  de- 
gree, the  amount  of  constancy  or  intermission,  the  age  of  the  pa- 
tient, and  the  other  accompanying  details,  pointing  more  or  less 
to  neurosis  alone  or  to  the  existence  of  organic  causes,  which  must 
be  sought  tor  and  treated. 

treatment. — Setting  aside  all  serious  diseases  of  the  pelvis,  vul- 
va, or  bladder  itself,  and  so  far  as  the  neurotic  cases  alone  are  con- 
cerned, there  is  almost  nothing  to  be  added  to  what  has  been  al- 
ready said  as  to  the  treatment  of  hypersesthesia  of  the  bladder  and 
of  general  neurasthenia.  Mild  stimulation  of  the  bladder  tissues 
by  strychnia  or  ergot  is  not  incompatible  with  diminution  of  it^ 
ritability,  and  belladonna  or  the  bromides,  while  fulfilling  the  lat 
ter  indication,  are  not  incompatible  with  the  former  remedies.— 
Cold  bathing,  in  those  who  can  stand  it  otherwise,  is  an  effective 
remedy.  The  rectum  must  be  freed  from  the  irritating  presence 
of  ascarides,  scybala,  or  haemorrhoids.  Quinine  is  probably  a 
jremedy  of  the  -same  class  as  ergot  and  8t|*ychnia,  as  well  as  a 
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tonic.  Common  sense,  and  observation  of  the  arine,  will  dictate 
the  amount  of  fluids  to  be  allowed ;  the  avoidance  of  these  late  in 
the  day  is  desirable  in  the  case  of  bed-wettine  in  young  personsi 
and  the  early  formation  of  good  habits  is  of  me  same  value  as  in 
constipation.  The  dribbling  which  may  accompany  spinal  or 
brain  affections  is  only  an  enect  of  paralysis. 

Rbtbntion  of  Ueinb. 

Causation. — Retention  in  the  female  may  be  of  nervous  charac- 
ter, as  is  not  infrequently  the  case  in  hysterical  women,  or  it  may 
be  due  to  paralysis  of  the  bladder,  to  obstruction  within  the 
urethra,  or  to  tumours  or  exudations  pressing  upon  the  bladder  or 
urethra. 

Treatment — Neurotic  retention  may  occur  in  a  healthy  wo- 
man, as  a  result  of  great  bodily  or  me^ital  shock,  and  in  such 
cases  there  need  be  no  hesitation  as  to  the  use  of  the  catheter. 
Occurrinff  in  a  neurasthenic  or  hysterical  subject,  it  is  but  a. 
part  of  the  nerve  disorder,  which  must  be  treated  on  general 
principles,  and  on  no  account  should  the  catheter  be  used 
until  the  retention  has  lasted  so  long  as  to  compel  a  local 
examination.  If  there  is  no  contra-indication,  it  is  a  good  plan 
to  use  ansesthesia  in  such  cases,  to  make  the  examination  thorough* 
and  once  for  all,  and  to  insist  upon  it  that  catheterisation  cannot^ 
*  be  repeated.  There  is  no  doubt  that  in  many  instances  a  prurient 
desire  for  repetition  may  be  established  by  want  of  firmness  on 
this  point.  We  must  depend  for  immediate  relief  on  hot  hip 
baths,  with  opium  and  belladonna  suppositories,  or  chloral  injec- 
tions (30  to  40  grains)  into  the  rectum. 

Retention  of  urine,  from  atrophy,  of  the  bladder  or  prolonged 
habitual  over-filling  of  the  viscus,  occurs  chiefly  in  the  aged,  and 
will  require  regular  catheterisation  until  the  bladder  regains  its 
tone,  or  perhaps  for  life.  Minor  degrees  of  prolapse  must  be 
sought  for  and  remedied  by  supports,  and  greater  degrees  may  re« 
quire  plastic  narrowing  of  the  vt^ina ;  and  by  liberal  nourish- 
ment the  system  mast  be  supported,  while  strychnia,  ergot,  and 
even  digitalis  have  a  &ir  atrial.  Meningitis,  myelitis,  or  other  af- 
fections of  the  brain  or  cord  are  apt  to  oe  followed  by  paralysis 
as  a  part  of  a  general  paraplegia,  and  Skene  mentions  also  inflam- 
mation of  the  lumbar  nerves  or  ganglia,  endo-arteritis  of  the  pel- 
vic arteries,  lumbar  or  renal  abscess,  the  prolonged  use  of  extreme 
doses  of  opium,  and  blows  on  the  loins,  supra-pubic  region  or 
head,  as  occasional  causes  of  vesical  paralysis.  All  of  these  may, 
after  a  time,  as  in  the  male,  be  accompanied  by  surface  dribbling 
or  incontinentia  paradoxa.  Fevers  or  other  acute  diseases  may 
caoae  temporary  paralysis  of  a  similar  kind.    The  catheter  is  ia 
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all  tbeae  ca^es  the  firat  remedy.  The  circuimtances  of  the  case 
will  cktermine  how  long  regular  catheterisation  mast  be  kept  up. 
The  treatment  of  the  cerebral,  or  spinal  lesions  belongs  to  the  do- 
main of  general  therapeutics.  Strychnia  and  ergot  may  prove 
locally  useful,  or  galvinism  by  the  introduction  of  a  sound,  insu- 
lated except  at  its  point,  may  be  tried.  I  have  seen  two  or  three 
cases  greatly  improved  during  the  use  of  the  continued  current 
in  this  way,  but  there  was  simultaneous  improvement  in  the  ac- 
companying paraplegia.  Cystitis  sets  in  in  too  many  of  these 
cases,  requiring  appropriate  treatment  Obstruction  of  the  ure- 
thra has  oeen  referred  to  above.  Sudden  retention  is  very  often 
the  first  symptom  of  a  growing  uterine  fibroid  tumour,  and  it  may 
occur  from  the  pressure  of  other  displacements,  growths,  or  exu- 
dations, in  the  neighbourhood.  The  diagnosis  and  treatment  of 
these  are  found  in  their  appropriate  places,  but  if  the  obstructing 
mass  can  be  pushed  out  of  tbe  way,  above  the  pelvic  brim,  thb  is 
tibe  first  indication  to  be  fulfilled. 

Exfoliation. 

Exfoliation  of  the  whole,  or  of  a  large  portion  of  the  mucous 
membrane,  occasionally,  though  very  rarely,  occurs  during  acute 
cystitis.  In  nearly  every  case  observed  there  has  been  excessive 
distention  of  the  viscus,  probably  interfering  with  the  vascular 
relations  of  the  layers  of  its  walls.  For  further  notice  of  the  two 
preceding  rare  complications,  I  must  refer  to  Skene,  or  to  Barnes 
(LancetyJBxi.  2, 187i'>),  quoted  by  him. 

The  subjects  of  Hypertrophy,  Atrophy,  occasionally  with  rup- 
ture, and  PsRFORATiNo  Wounds  of  the  bladder,  belong  also  to 
the  domain  of  general  surgery,  allowance  being  made  for  the  pre- 
ponderance of  obstructive  forces  leading  to  hypertrophy  in  the 
male,  and  for  the  greater  amount  of  involutional  changes  accom- 

Sanying  child-bearing  in  the  female.    Fistula  have  also  been 
iscussed  in  the  chapter  on  vaginal  affections  as  fully  as  seemed 
necessary. 

ELbmorrhagb  from  THB  Bladber. 

la  all  cases  of  hsBmorrhage  from  the  genital  passages,  it  is  necessary 
to  make  sure  that  the  source  is  not  vesical,  a  matter  of  no  great  diifi- 
culty  if,  in  all  doubtful  cases,  a  visual  inspection  of  tbe  parts  as 
well  as  of  the  discharge  is  made.  It  may  serve  a  useful  purpose 
to  merely  enumerate  here  the  sources  of  vesical  or  urethral 
h»morrhage,  apart  from  renal  affections.  From  the  bladder  it 
may  be  due  to  (1)  hssmorrhoidal  conditions,  (2)  congestion,  (3) 
sepamtton  of  the  mucous  *  wall    in    inflammation,  (4)    intense 
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abdominal  eongestion,  (5)  fiiDffoeities,  malignant  or  otherwiee,  (6) 
calculus  or  foreien  bodies,  (6)  purpura,  and  the  hsemorrhagio 
diathesis  (heemophilia),  (8)  zymotic  or  malarial  diseases.  From 
the  urethra  hsemorrhage  may  be  due  to  lacerations,  (2)  foreign 
bodies,  {S)  vascular  or  polypoid  growths,  (4)  varix,  and  (5)  acute 
urethritis. 

It  is  vain  to  attempt  here  a  differential  diagnosis  of  these 
varving  conditions.  For  the  most  part  tfeey  are  common  to  the 
male  and  female,  and  are  nowhere  more  fully  treated  of  than  in 
the  Clinical  Lectures  on  Diseases  of  the  Urinary  Organs^  and  other 
writings  of  Sir  Henry  Thompson, 

Calculi  and  Fobbign  Bodibs  in  thb  Blabdbr. 

To  discuss  the  chemical  nature  and  origin  of  calculi  forms  no 
part  of  our  programme,  and  sufficient  has  already  been  said  as  to 
the  occasional  introduction  of  foreign  substances  from  without, 
or,  by  perforation,  from  within  the  body.  Catheter,  or  portions 
thereof,  hair-pins,  ^bodkins,  pencils,  and  pipe  stems,  more  or  less 
encrusted  with  calculous  material,*  figure  among  the  list. 

The  symptoms  of  all  such  substances  are  similar — hypersestheeia 
in  varying  degreed,  with  occasional  incontinence,  tenesmus,  and 
pain  before  and  after  urination,  but  chiefly  the  latter,  and  occa^ 
sionally  hsemorrhage.  Chronic  cystitis  arises  after  a  time,  with 
its  accompanying  signs,  and,  if  relief  be  not  obtained*  within  a 
reasonable  time,  retrocession  of  inflammation  takes  place  to  the 
ureters  and  kidneys,  leading  to  pyelitis,  ursemia,  and  general 
embolic  disease.  The  symptoms  above  mentioned  lead  speedily 
to  a  careful  examination  and  inquiry  into  the  history,  and  these 
can  hardly  fail  to  elicit  a  correct  diagnosis.  A  neoplastic  growth 
must  be  distinghished,  if  there  is  a  doubt,  by  observing  its  softer 
consistency  and  fixed  position,  and  by  the  introduction  of  the 
finger  per  urethram.  The  endoscope  requires  great  familiarity 
with  its  use  to  be  of  any  service. 

TVeatment. — Small  calculi  or  foreign  bodies,  may  be  removed 
|wr  urethram  after  dilatation.  There  is  much  room  for  ingenuity 
m  the  use  of  appropriate  forceps.  In  the  case  of  elongated 
bodies,  the  finger  in  the  vagina  can  do  wonders  in  the  way  of 
placing  them  in  suitable  position  for  section,  or  extraction 
througn  the  urethral  canal.  Lithotrity  is  less  seldom  necessary 
than  in  the  male,  onaccount  ot  the  greater  facility  of  extraction. 
It  should  never  be  performed  when  calculus  becomes  an  obstacle 
to  labour ;  the  multiplication  of  cutting  edges  might  prove  fatal 
'if  rapid  labour  ensued.  With  large  calculi  or  other  foreign 
bodies,  removal  by  vesico-vaginal  incision  is  the  most  effectual 
remedy,  espaeially  it  the  case  is  complicated    with  persistent 
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cystitis.  We  dliall  see  that  a  fistulous  opening  thus  artificially 
made  is  one  of  these  remedies  for  intractible  cystitis,  and  the 
operation  will  be  more  fully  noticed  under  that  h^ing. 


Canobb  of  thb^Blabdbr. 


Sooner  or  later,  if  the  patient  live  long  enoueh,  cancer  of  the 
uterus  or  vagina  involves  the  walls  of  the  bladaer  giving  rise  to 
incurable  fistulse,  and  thus  adding  immeasurably  to  her  misery. 
But  primary  cancer  and  sarcoma  \b  very  much  more  rare,  al- 
thou^  examples  of  every  variety  are  met  with,  especially  the 
encephaloid  and  papillomatous.  The  symptoms  are  in  no  way 
patho^omonic,  consisting  of  pain,  hssmorrhaee,  and  constant 
and  difficult  urination.  *  The  usual  seat  being  about  the  trigone 
or  base,  the  mass  may  be  distinguished  by  vaginal  touch,  but 
differentiation  from  other  neoplasms,  or  non-malignant  growths^ 
can  only  be  made  by  the  microscopic  examination  of  the  urinary 
sediment,  or  portions  scraped  away  through  the  speculum  by  a 
curette.  271^  treatment,  with  the  exception  of  soothing  by  opiates, 
and  catheterism  when  necessitated  by  obstruction,  is,  I  fear,  niL 
Bearing  in  mind,  however,  that  several  eminent  authorities 
maintain  the  non-malignant  character  of,  at  any  rate,  a  certain 
number  of  cases  of  papillomatous  {growths,  it  is  permissible, 
with  the  intelligent  consent  of  the  patient,  to  attempt  extirpation 
of  the  mass.  This  can  be  satisfactorily  accomplished  only  by 
vesico-vaginal  incision  of  sufficient  extent.  Fischer  {Oentralblatt 
fur  Gyndkologie^  No.  41,  1882)  has  experimented  with  some 
success  on  partial  resection  of  the  bladder  in  the  dog,  but  all 
evidence  yet  obtainable  shows  that  such  comparative  surgery  is 
unreliable  in  its  results  when  applied  to  the  human  subject.  I 
have  no  personal  experience  on  any  part  of  the  subject,  but  the 
ureters  seem  to  me  to  present  an  almost  insurmountable  obstacle 
impediment  to  resection  where  alone  it  be  of  service.  Of  other 
foreign  substances  or  neoplasms  found  in  the  bladder,  we  can 
only  enumerate — 


Cysts,  Polypi,  Tubbrclb  and  obbtain  Parasitbs. 

Cysts  or  their  contents — ^hair,  teeth,  sebaceous  matter,  &o. — 
when  found  in  the  bladder,  are  almost  invariably  of  outside 
origin,  although  it  cannot  be  denied  that  the  vesical  mucous 
folndes  may,  like  those  elsewhere  develop  indigenous  tumours. 

JPUypiy  or  polypoid  hypertrophy  of  the  mucous  tissue^  of  varying 
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Polypi^  or  polypoid  hypertrophy  of  the  mucous  tissue  of  varying 
density  and  bright  mulborry-form  appearance,  and  even  true  fibro- 
myomata,  are  from  time  to  time  encountered  and  are  described  in 
scattered  literature,  and  small  tuiercular  growths^  similar  to  and 

Generally  accompanying  those  in  other  organs,  are  also  described; 
n  all  these  the  symptoms  are  practically  the  same  as  those  of 
cancer  or  foreign  bodies,  in  varying  degree ;  they  are  not  differen- 
tial between  the  malignant  and  non-malignant  offshoots.  To 
make  an  accurate  diagnosis  the  growth  or  tumour  must  be  got  ut, 
by  endoscope  or  speculum  if  possible,  by  the  finger  at  any  rate, 
and  the  urinary  deposits  or  scraped  portions  must  be  carefully 
examined  microscopically  I  cannot  quite  say  with  Skene  that 
thus  "  you  may  be  able  to  tell  exactly  what  kind  of  a  growth  you 
have  to  deal  with,"  but  you  should  often  be  able  to  probably 
eliminate  carcinoma. 

Treatment^  in  all  cases,  is  by  removal  through  the  urethra,  or 
through  an  artificial  vesico-vaginal  fistula.  Polypi  are  prone, 
like  cancer,  to  affect  the  base  of  the  bladder,  and  are  therefore 
the  more  easily  got  at.  If  a  fine  pedicle  exists,  twisting  by  for- 
ceps may  sifffice,  curetting  may  be  required  if  the  mass  is  to  soft. 
Tying  the  pedicle  and  allowing  the  tumor  to  slough  off,  or  sepa- 
rating by  galvanic  ecraseur,  are  measures  easy  to  express  on  paper, 
but  most  difficult  of  execution,  except  through  an  incised  bladder, 
and  by  a  skilled  expert.  Tubercles,  of  which  I  have  had  no  experi- 
ence, to  my  knowledge,  would,  I  should  think,  be  best  left  alone. 

As  to  Parasites^  a  verv  considerable  number  have  been  known 
to  find  their  way,  either  through  fistulsB  or  by  the  ureters  or 
urethra,  into  the  bladder.  The  iilharzia  kmnatobia^  the  Strong- 
ylus  gigas^  the  Pentasioma  denticidatum  (probably  a  larva),  and  the 
Distomu  hasmotobium^  particulary  affect  the  urinary  passages,  for 
the  most  part  in  tropical,  or  sub-tropical  regions,  however ;  and 
hydatids  may  appear,  as  in  all  other  parts  of  the  body.  The 
symptoms  are  those  of  irritation  and  sometimes  of  haemorrhage, 
often  preceded  by  nephritic  colic,  due  to  the  passage  of  the  worm 
through  the  ureter.  The  endemic  lieematuria  of  some  countries  is 
the  result  of  the  presence  of  Bilharzia  hcematobia. 

TVeatment.^-^h^n  detected,  the  offender  must  be  removed,  if 
possible,  by  forceps,  through  the  dilated  urethra.  Preliminary 
poisoning  by  injection  might  be  advisable,  but  I  am  not  aware 
what  substances,  harmless  to  the  bladder,  would  suit  the  case  of 
each  of  the  above  parasites.  My  colleague.  Dr.  William  Roberts, 
has  succeeded  in  destroying  certain  rare  bacilli  of  the  bladder  by 
the  internal  administration  of  salicylic  acid.  K  left  alone  calculi 
may  form  around  vesical  parasites,  living  or  dead. 

2m 
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Acute  Cystitis. 

I  have  left  until  the  last  the  important  subject  of  inflammation 
of  the  bladder,  acute  or  chronic. 

Acute  cystitis  is  fortunately  not  of  very  common  occurrence, 
although  sub-acute  exacerbations  of  the  chronic  form  frequently 
arise.  The  mucous  membrane  is  for  the  most  part  alone  attack^, 
but  occasionally  the  inflammation  spreads  to  the  submucous  or 
muscular  tissues  or  even  to  the  peritoneal  covering. 

Causes. — One  of  the  most  common  of  these  is  gonorrhoeal  exten- 
sion. Next  in  order  we  have  the  occurrence  or  severe  and  pro- 
tracted labour  with  retention  of  urine,  direct  injuries  or  blows  on 
the  pelvis  or  abdomen,  the  use  of  septic  catheters,  sounds,  or  other 
instruments,  decomposing  urine,  or  the  purulent  discharges  of 
pyelitis  acting  on  an  already  congested  or  otherwise  unhealthy 
viscus,  calculi  or  foreign  substances,  extension  from  neighboring 
organs,  as  from  pelvic  cellulitis  or  acute  metritis,  and  the  abuse  of 
certain  drugs,  especially  cantharides  or  turpentine.  It  may  occa- 
sionally result  also  solely*  from  long  retention  of  urine.  A  some- 
what more  rare  cause  is  the  bursting  into  the  bladder  of  a  pelvic 
abscess,  or  of  an  ovarian  or  other  cyst.  Cold  or  exposure  seldom 
excites  the  strictly  acute  form,  but  it  may  do  so.  Retroverted 
gravid  uterus,  with  pressure  on  the  urethra  and  retention  of  urine, 
occasionally  figures  as  a  cause. 

The  symptoms  are  intense  local  pain,  with  constant  tenesmus  and 
sensation  of  residual  urine.  In  very  acute  attacks  this  symptom 
may  be  perfectly  agonising.  There  is  always  more  or  less  sys- 
temic disturbance,  as  shown  by  pulse  and  temperature.  Slight 
hsemorrhage  is  common  at  the  commencement,  and  it  may  be 
severe  in  cases  of  local  injury.  The  urine  may  at  first  be  normal 
in  appearance,  or  of  high  specific  gravity  and  acid,  but  it  soon 
teiids  to  become  alkaline,  and  of  lower  density,  as  ammonia  is 
evolved  in  the  retained  fluid,  and  the  lower  specifix5  gravity  is 
retained  in  sub-acute  recrudescences.  Pain  is  said  to  be  chiefly 
experienced  when  pressure  is  made  on  the  abdominal  aspect,  and 
not  when  made  per  vaginam^  but  I  have  not  myself  found  this 
distinction  hold  good  to  any  extent.  One  of  the  most  serious 
se<juel8e  is  the  occurrence  of  exfoliation  of  the  mucous  wall,  and 
this,  as  above  stated,  occurs  chiefly  in  those  cases  where  great 
distention  has  preceded  or  accompanied  the  attack.  The  occur- 
rence of  nephritis  or  pyelitis,  due  to  backward  extension  of  the 
inflammatory  process  or  to  pressure  on  the  ureters  is  a  sequel 
rather  than  of  the  chronic  than  of  the  acute  form. 

The  diagnosis  of  acute  cystitis  can  seldom  be  matter  of  doubt, 
but  nevertheless  a  careful  examination  of  the  pelvis  should  always 
be  made,  to  ascertain  how  far  it  may  be  part  of  a  general  inflam- 
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mation,  or  dae  to  local  pelvic  mischief,  uterijae  displacements,  &c. 
Treatment — ^The  relief  of  pain  and  tenesmus  is  the  first  object. 
This  can  be  best  aflFected  by  the  constant  use  of  suppositories  of 
morphia  combined  with  belladonna  or  atropia.  External  local 
applications  are  not  of  much  use,  but  if  the  patient  can  endure  the 
fatigue,  a  prolonged  hot  hip-bath  affords  relief.     Bland  mucila- 

Sinous  drinks — whey,  milk,  barley-water,  or  linseed  tea — ^are  in- 
icated.  During  the  acute  stage  very  little,  if  any  other,  nutri 
ment  is  desirable.  I  have  seen  a  few  leeches  on  the  hypogastrium 
give  very  immediate  relief,  explain  it  as  we  may.  Saline  purg- 
ing is  strongly  recommended  by  most  authorities,  but  in  the  acute 
stage,  at  any  rate,  may  easily  be  overdone.  Hyoscyamus  is  a 
remedy  of  considerable  value  if  given  in  sufficient  dose  (5ss.  to  3i* 
of  the  tincture) ;  hyoscyamine  is  dangerous.  The  urine,  if  very 
acid,  indicates  the  use  of  the  alkaline  effervescing  waters. 
CJatheterisation,  often  so  useful  and  necessary  in  the  chronic  form, 
is  fraught  wilh  so  much  pain  that  it  should  only  be  used  if  there 
is  positive  retention,  with  great  caution,  and  liardly  ever  if  the 
urine  is  acid  in  reaction  and  clear.  The  disease,  if  there  is  no 
general  septic  poisoning  or  peritoneal  extension,  may  thus  some- 
times be  rapidly  cured,  but  it  more  often  subsides  into  the  chronic 
form.  Exfoliation  to  any  great  extent  will  require  dilatation  of 
the  urethra,  and  perhaps  gentle  extraction  by  forceps. 


Chronic  Cystitis. 

Thisisof  but  too  frequent  occurrence,  commencing  occasionally  in 
the  violent  and  acute  form,  with  hyperpyrexia,  Ac,  but  more  com- 
monly creeping  on  gradually. 

The  mucous  membrane  is  congested,  and  the  whole  wall  soon 
becomes  rugose.  The  epithelieum  is  freely  shed,  and  may  even 
be  necrosed  and  expelled  in  Lar^e  patches,  as  after  acute  disease. 
Sir  Spencer  Wells  and  others  have  narrated  cases  of  this  kind, 
and  complete  regeneration  may  follow.  Ulceration  of  the  wall  of 
the  bladder  in  patches  ma^  follow,  aggravating  and  prolonging 
all  the  symptoms,  and  occasionally,  although  rarely,  this  leads  to 
perforation. 

Causes. — ^These  are  the  same  as  those  of  the  acute  form,  acting 
less  violently,  and  the  affection  may  also,  and  frequently  does, 
arise  from  chronic  gleet,  from  the  presence  in  the  bladder  of  cal- 
culi or  foreign  bodies,  from  cancerous  or  tubercular  disease  of  the 
organ,  from  irritating  internal  medicines  such  as  turpentine  or 
copaiba,  from  habitual  over-retention  of  urine,  from  chronic 
alcholism,  from  paraplegia,  complete  or  partial,  from  injudicious 
vaginal  injections  or  manipulations,  from  the  pressure  ^^^^^^^f^le 
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tamors  or  of  an  anteflexed  uterus,  from  the  gouty  diathesis,  and 
perhaps  from  several  other  causes,  seeing  that  many  ca-es  cannot 
be  traced  to  their  real  origin. 

The  symp^oww  are* those  of  pain  in  micturition,  irritability, spasm, 
or  pain  on  moderate  retention,  and  frequency  of  urination,  all  in 
very  varying  degree.  Abundance  of  toughened  mucus,  and  more 
or  less  epithelium,  pus,  and  frequently  also  blood-cells,  are  found 
in  the  urine,  which  speedily  tends  to  become  alkaline  and  phos- 
phati(5,  although  the  latter  condition  may  for  a  time  exist  with- 
out the  former.  The  specific  gravity  is  usually  low.  At  first  the 
urine  may  require  to  stand  some  time  before  the  slight  deposit  of 
pus  takes  place,  although  it  will,  of  course,  be  albuminous,  but 
afterwards  the  thick,  ropy,  raucous,  and  gelatinous  urine  is  per- 
fectly characteristic,  as  is  also  its  foetid  ammonical  smell.  Ulcer- 
ation aggravates  all  these  symptoms.  If  the  bladder  is  examined 
dii^itally  underan8esthetics,as becomes  necessary  in  prolonged  and 
aggravated  cases  the  rugose  and  contracted,  stace  of  its  walls,  and 
the  hypertrophy  of  its  muscle  becomes  manifest,  deposits  of  phos- 
phates give  a  sensation  of  roughness  or  sandiness,  and  t^he  smooth 
portions,  denuded  by  exfoliation  or  ulceration,  are  thus  rendered 
more  apparent.  This  course  of  symptoms  is  apt  to  be  persistent 
for  very  long  periods,  or,  in  severe  cases,  the  patient  may  sink  in- 
to a  state  of  cachexia  or  chronic  septicaemia,  or  the  affection  may 
terminate  in  extravasation  of  urine  or  pelvic  abscess.  Extension 
of  mischief  too  frequently  occurs  upwards,  leading  either  to  oc- 
clusion of  the  ureter  or  pyelitis,  and  ureeraic  poisoning  leads  to 
the  death  of  the  patient  in  a  typhoid  condition.  These  worst 
symptoms  sometimes  supervene  with  painful  rapidity  on  an  other- 
wise apparently  slight  case. 

The  treatment  of  chronic  cystitis  is  most  aggravatingly  difficult. 
Temporary  improvement  may  easily  be  affected,  but  relapse  con- 
stantly occurs.  Yet  the  disease  is  so  frequent  that  the  practitioner 
must  be  provided  with  many  resources. 

The  diet  must,  throughout,  be  bland  and  unstimulating,  yet 
nutritious ;  milk  will  always  constitute  the  chief  element.  For 
relief  of  chronic  pain,  hyoscyaraus  or  belladonna  must  be  chiefl  v 
relied  upon.  Opium  is  objectionable  atter  the  acute  stage,  both 
from  the  dangerous  habit,  the  formation  of  which  is  risked,  and 
on  account  of  its  tendency  to  induce  constipation.  Mild  aperients, 
such  as  the  pulvis  glycyrrhizse  comp.,  the  electuary  of  senna,  or 
the  various  salines,  are  required.  Diluents  of  the  urine,  such  as 
are  recommended  for  acute  cystitis,  must  still  be  freely  us«i,  and  the 
decoction  or  infusion  of  triticum  repens,  buchu,  and  uva  ursi  have 
undoubtedly  a  favourable  action  in  promoting  aqueous  urination, 
although  the  recent  infusion  of  digitalis  (3ii.  ad.  3iv.)  is  superior 
to  them  all  in  this    respect,    and    exerts    the    tonic    vascular 
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influence  of  the  drug  at  the  same  time.  The  urine  be 
ing  now  almost  always  alkaline,  or  ver^ins  on  alkalinity, 
must  be  corrected,  as  fitr  as  internal  remedies  will  do  so,  in  this 
respect  The  mineral  acids  are  most  generally  relied  upon.  I 
have  found  benzoic  acid,  as  prescribed  by  Emmet  for  the  prepara- 
tion of  vesico-vaginal  fistulse  for  operation,  the  most  active  agent 
in  diminishing  the  alkalinity  of  cystitic  urine — two  drachms  of 
benzoic  acid,  and  three  drachms  of  borate  of  soda,  to  twelve 
ounces  of  water,  a  tablespoonful,  further  diluted,  to  be  given  fre- 
quently. Slight  cases  of  cystitis  will,  the  cause  being  removed, 
sometimes  yield  to  this  treatment,  if  perseveringly  used,  but  in- 
jections into  the  bladder  are  generally  required,  either  for  the  pur- 
pose of  washing  away  the  tenacious  deposits,  or  of  acting  upon  the 
mucous  membrane.  For  this  purpose,  the  double  catheter  is 
always  required.  It  is  a  mistake  to  trust  to  the  single  one.  Pure 
water,  at  a  temperature  of  98°  or  99*^,  will  fulfil  the  first  indica- 
tion— for  the  second,  various  agents  have  been  used.  That  which 
ift  generally  known  as  boro-glyceride,  in  the  strength  of  1  in  40, 
is  one  of  the  most  effective.  The  saturated  solution  of  boracic 
acid,  two  or  three  times  diluted,  is  also  very  useful.  Dilute  nitric 
acid  (3i.  to  the  pint),  tincture  of  iodine  (3i.  to  the  pint^,  quinine 
(I  gr.  to  the  ounce),  and  carbolic  acid  (I  iji  80  to  1  in  60),  are  also 
valuable  i-emedies,  and  it  will  be  seen  that  they  are  nearly  all 
assents  which  counteract  the  development  of  septic  influences. 
Before  using  any  of  these  agents,  the  bladder  should  be  carefully 
and  gently  washed  with  water  alone,  by  the  double  catheter,  per- 
haps more  than  once ;  the  medicated  fluid  is  then  injected  slowly,* 
say  two  or  three  ounces,  and  after  a  short  time  is  either  voided  or 
washed  out  again.  I  have  no  faith  in  the  use  of  setons  or  blisters 
applied  to  the  hypogastrium,  or  in  the  painting  of  the  vaginal  . 
wall  with  iodine ;  the  latter  step  may  do  harm,  by  adding  to  the 
irritation  which  has  led  to  the  cystitis.  The  question  of  catheteri- 
sation  is  perhaps  the  most  important  one  in  the  treatment  of 
chronic  cystitis.  In  some  cases  the  irritation  and  consequent  ten- 
dency to  ineffective  urination  are  so  great  that  one  is  impelled  to 
use  the  catheter  with  too  great  frequency.  In  others,  the  irrita- 
tion not  bein^  excessive,  or  the  patient  being  an  uncomplaining 
one,  viscid  alkaline  secretions  may  be  allowcS  to  accumulate  for 
the  want  of  it  It  is  well,  therefore,  in  the  slightest  cases  to  make  » 
sure  occasionally  of  the  perfect  emptying  of  me  bladder  in  this 
way,  but  when  the  urine  is  distinctly  ammoniacal,  especially  if  it 
is  viscid,  the  catheter  should  be  used  at  regular  intervals— every 
four,  six,  eight,  or  twelve  hours,  according  to  the  urgency  of  the 
symptoms.  I  prefer  this  to  the  permanent  retention  of  any  kind 
of  catheter  if  the  patient  can  have  the  requisite  attention,  or  can 
catheterize  herself.  The  character  of  the  urine  drawn  will  indi- 
cate the  necessity  for  washing  out  the  bladder.      Digitized  by  L^OOglC 
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There  are  two  methods,  of  modern  introduction  and  of  some- 
what heroic  character,  which  have  been  found  useful  in  the  treat- 
ment of  obstinate  cases  of  cystitis ;  they  are  based  on  the  same 
idea,  viz.,  that  of  givinj?  rise  to  temporary  incontinence  of  urine, 
so  that  the  inflamed  or  ulcerated  surface  of  the  bladder  may  be 
free  from  all  irritation  by  its  contents.  Thorough  dilatation  of 
the  urethra  by  Simon's  dilators,  or  even  digitallv,  to  such  an  ex- 
tent as  will  not  allow  of  speedy  recovery,  will  have  the  desired 
effect,  but  the  danger  of  permanent  incontinence  is  so  great  i  hat 
the  remedy  seems  to  me  to  be  almost  worse  than  the  disease.  The 
constant  wearing  of  a  soft  catheter  fulfils  the  same  indication,  but 
too  often  creates  an  equal  amount  of  irritation  itself.    The  other 

Elan,  although  it  seems  more  formidable  at  first  sight,  is  really 
jss  dangerous,  in  skilful  hands,  to  permanent  comfort  It  con- 
sists in  making  an  opening  through  the  vesico-vi^inal  wall,  an 
artificial  and  voluntarily  produced  vesico-vaginal  Mtula,  which, 
if  it  does  not  close  spontaneously,  can  be  closed  by  operation,  after 
the  required  results  are  obtained.  .Marion  Sims,  in  1858,  advised 
Emmet  to  leave  open  an  artificial  vesico-vaginal  fistula,  through 
which  he  had  extracted  a  stone,  for  the  purpose  of  leaving  the 
bladder  free  to  recuperate  itself  from  the  effects  of  chronic  cysti- 
tis. In  1861,  Emmet  made  a  fistula  of  the  kind  for  cystitis  alone, 
publicly  reporting  the  case  in  1868.  On  this  side  the  Atlantic, 
Mr.  Lawson  Tait  described  the  practice  in  the  Lancet  of  1870, 
and  attributes  the  knowledge  of  its  value  to  an  operation  per- 
formed by  Sir  James  Simpson  many  years  before.  Simon  advises 
a  T-shaped  incision  of  the  vagina,  the  transverse  part  in  fcx>nt  of 
the  OS  uteri,  the  other  extending  forwards  from  it,  and  through 
this  the  bladder  is  hooked  down  and  incised  ;  this  at  any  rate  is 
his  operation  for  removing  foreign  bodies.  Emmet  makes  a  di- 
rect longitudinal  incision,  and  stitches  the  edges  of  the  vagina  and 
bladder  together,  while  more  recently  the  actual  cautery  knife 
has  been  used,  avoiding  hemorrhage  and  leaving  less  tendency  to 
too  early  spontaneous  closure.  The  wound  is  ultimately  treated 
as  an  ordinary  vesico-vaginal  fistula.  I  can  speak  from  no  per- 
sonal experience,  but  I  should  fear  danger  to  the  ureters  from 
Simon's  plan.  Perineal  section  in  the  male  offers  but  an  imper- 
fect analogv.  The  good  results  in  the  cases  I  have  seen  recorded 
are  so  far  short  of  expectation  that  I  advise  the  practitioner  to 
leave  the  matter  yet  awhile  in  the  hands  of  experimenters. 

The  Rectum. 

The  maladies  of  the  rectum  seem  to  be,  in  actual  practice,  less 
intimately  connected  with  the  work  of  the  gynsecologist  than  those 
of  the  bladder  and  urethra,  nevertheless  it  is  advisable  to  advert 
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to  some  of  them.  Anatomically,  the  rectum  is,  in  its  middle  por- 
tion, connected  with  the  vagina  by  some  loose  cellular  tissue,  for 
1}  to  2  inches  of  its  length.  Below  this  it  diverges,  running  back- 
wards to  the  anus,  while  the  vagina  is  directed  forwards,  between 
them  lying  the  triangular  perineal  body.  The  upper  part  is  sur- 
rounded by  peritoneum,  and  between  it  and  the  vagina  we  have 
the  lower  end  of  the  important  Douglas's  pouch  (fig.  5).  It  is 
well  shown  in  H!art  and  JBarbour's  work,  so  prolific  in  careful 
anatomical  descriptions,  that  pressure  from  the  abdomen  in  the 
direction  of  the  axis  of  the  pelvic  brim  is  in  accord  with  the  axis 
of  the  outlet  of  the  rectum,  thus  facilitating  the  daily  process  of 
defecation,  while  it  is  at  an  angle  with  that  of  the  vagina,  neces- 
sitating in  labor  the  various  rotating,  and  accommodating  pro- 
cesses, and  partly  accounting  for  the  retention  of  elongated  vagi- 
nal pessaries  during  deflecation.  'the  sensitiveness  ot  the  lower 
part  ot  the  rectum  leads  to  the  necessary  calls  of  nature,  and  ac- 
counts for  the  pain  of  many  rectal  affections,  while  the  insensi- 
tiveness  of  the  upper  portions  allows  of  much  accumulation  of 
faeces,  and  sometimes  of  the  existence  of  organic  disease  with 
little  discomfort. 

Examination  of  thb  Eectum. 

•    On  inspection  we  note  the  existence  of  external  tumors  or  pro- 
trusions— ^hsemorrhoids,  fistulee,  and  extensive  fissures,  and  we  can 
by  the  finger  discover  any 
surrounding      hardness    .or 
spasm  of  the  sphincter.  This  ^^ 
can  be  quite  satisfactorily  ac  C  " 
complished,  as  can  any  other  ^ 
ordinary  examination,  in  the 
left  lateral  position,  a  posi- 
tion   recommended    also     by        Fio.  207.— Rectal  Speculum,  with  Plug 

Mr.  Allingham  {Diseases  of  and  Holder. 

the  Rectum)  for  the  male  patient.  Rectal  toucher  is  practised  with 
the  forefinger  of  either  hand,  the  finger  being  well  lubricated, 
and  the  nail  coated  below  with  soap.  I  must  confess  that  I  can 
seldom  make  much  of  the  plan,  so  frequently  recommended  for 
conjoint  examination,  of  introducing  the  forefinger  into  the  vagina 
and  the  middle  one  into  the  rectum.  In  spite  of  some  inevitable 
awkwardness  I  can  succeed  better  by  the  two  forefingers,  their 
palmar  aspects  being  opposed.  The  most  satisfactory  speculum  is 
a  small  glass  truncated  instrument,  incomplete  on  one  side  (fig. 
207),  together  with  one  of  the  usual  vaginal  shape.  There  are 
various  valvular  instruments  in  occasional  use,  but  they  need  form 
no  part  of  an  ordinary  armamentarium.    By  passing  one  or  two 
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finders  into  the  vagina,  the  anterior  wall  of  the  rectum  can  be 
easily  everted  and  inspected,  in  those  who  have  borne  children. 
Sir  James  Simpson  used  to  lay  great  stress  on  this,  which  is  called 
in  America  Storer's  method,  but  I  do  not  know  whether  he  taught 
it  to,  or  was  taught  it  by,  Dr,  Storer,  of  Boston,  who  was  attend- 
ing his  lectures  at  the  same  time  as  myself.  T  have  formerly  re- 
ferred to  Simon's  method  of  introducing  the  whole  hand  (p.  11). 
Its  dangers  are  certain,  even  when  the  hand  is  small;  but  Ailing- 
ham  has  thus  successfully  stretched  a  band  which  was  contracting 
the  gut  at  the  brim  of  the  pelvis,  and  the  method  is  justifiable  in 
extreme  cases  of  stoppage  believed  to  be  of  this  land.  Under 
anaesthesia,  the  anus  can  easily  be  dilated  to  a  verv  considerable 
extent,  and  this  is  one  of  the  most  satisfactory  metnods  of  curing 
anal  fissure.  It  need  hardly  be  said  that  before  all  rectal  exami- 
nations the  bowel  should  be  thoroughly  emptied. 

Examination  through  the  Rectum. 

No  difficult  case  of  disease  of  the  pelvic  organs  or  tissues  can 
be  thoroughly  investigated  without  an  examination  through  the 
rectum.  We  can  thus  sometimes  reach  higher  than  by  vaginal 
examination,  and  get  behind  many  diseased  or  displaced  struc- 
tures that  cannot  be  otherwise  reached.  The  combination  of  rec- 
tal with  abdominal  or  vaginal  touch  has  already  been  explained. 
The  student  should  early  familiarise  himself  with  the  normal  con- 
dition of  the  cervix  uteri  and  other  parts  when  felt  through  the 
rectal  wall.  In  atresia  vaginae  and  vaginismus,  or  with  young 
virgins,  rectal  examination  may  alone  be  possible.  The  state  of 
the  postei  ior  wall  of  the  uterus,  Douglas  s  pouch,  the  pelvic  liga- 
ments behind  the  vagina,  the  broad  ligaments  and  Fallopian 
tubes,  the  ovaries,  ovarian  tumors  or  their  pedicles,  and  ot  many 
other  parts  which  must  be  investigated,  can  only  be  satisfactorily 
explored  in  this  way.  Much  assistance  may  sometimea  be  given 
by  drawing  down  the  uterus  with  vulsellum  or  hook  while  the 
rectal  examination  is  made.  The  diagnosis  of  elongated  cervix 
from  prolapse,  of  polypus  from  invf rsion,  of  retroversion  compli- 
cated by  adhesions  of  other  impediments  to  the  replacement  of 
retroflexions,  of  extra-uterine  pregnancy,  or  of  haematocele  or 
pelvic  exudations,  is  especially  facilitated  by  rectal  examination, 
particularly  if  tense  abdominal  walls  or  embonpoint  prevent  the 
ordinary  bi-manual  examination. 

To  illustrate  the  mutual  relations  of  rectal  and  utero-vaginal 
symptoms  or  disorders,  it  may  be  mentioned  that  while  Emmet 
lays  special  stress  on  fissure  of  the  anus  as  causing,  by  reflect^ 
irritation,  disturbance  of  the  pelvic  circulation,  and  so  leading  to 
dysmenorrhoea,  uterine  prolapse,  leucorrhoea,  and  ovarian  conges- 
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tion;  Allingham  dwells  with  equal  force  on  the  impossibility Jof 
curing  many  eases  of  rectal  fissure  while  these  gynsBCological 
affections  are  unremedied.  Fissure  of  the  anus  is  a  not  uncom- 
mon source  of  vaginismus  and  dyspareunia.  Uterine  and  pelvic 
disease  frequently  lead  to  haemorrhoids  and  to  otherwise  unex- 
piainnable  rectal  hsemorrhages,  and  so  forth.  The  rectum  has 
also  on  rare  occasions  been  utilised  for  the  removal  of  ovarian 
tumours.  Such  an  operation  was  successfully  performd  by  my 
friend  Mr.  Stocks  of  the  Salford  Hospital  {Brit.  Med.  Jour.j 
October  1875,  p.  487). 

DISEASES   OF   THE  BBOTUM. 

A  very  cursory  glance  at  some  of  these  must  suflice. 

Bectocele  has  been  already  sufficiently  noticed. 

Becto-vaginal  Fistula  has  also  been  mentioned,  but  I  may 
just  state  here  that  in  incurable  vesical  and  urethral  fistula,  clo- 
sure of  the  whole  vulva,  preceded  by  an  artificial  recto-vaginal 
opening,  has  succeeded  as  a  useful  palliative  in  the  hands  of 
Goodell ;  it  allowed  the  rectum,  with  its  strong  sphincter,  to 
become  part  of  one  large  cloaca. 

•  Constipation. — ^This  symptom  constitutes  so  frequent  an  ele- 
ment in  the  causation  or  resulting  consequences  of  female  diseases 
that  some  mention  of  here  it  is  required.  It  is  almost  incredible  to 
what  an  extent  fsecal  accumulation  may  amount,  and  it  requires 
always  to  be  borne  in  mind  that  some  mucous  diarrhoea  may  co- 
exist, the  fluid  evacuations  finding  a  way  through  a  channel  in 
the  hardened  mass  (diarrhoea  paradoxa).  When  not  due  tD  habit- 
ual neglect  or  to  digestive  disorders,  constipation  may  be  the  re- 
sult of  pressure  on  the  rectum  by  a  retroverted  or  retroflexed 
uterus,  by  fibroid  tumours,  by  exudations  of  pelvic  lymph  or 
blood,  or  by  subsequently  contracting  bands,  all  of  which  should 
be  sought  for  wben  ordinary  remedies  fail.  In  its  turn  it  may 
give  rise  to  exacerbations  of  all  the  ordinary  symptoms  of  gynic 
disease,  or  may  be  the  cause  of  rectocele  and  eventually  of  uterine 
prolapse.  No  uterine  disease  can  be  fairly  treated  while  habitual 
constipation  lasts ;  it  aggravates  pelvic  hypersemia  and  compli- 
cates all  displacements.  Regular  injections  of  tepid  water,  if  not 
contra-indicated,  and  the  administration  of  the  mildest  purgatives 
available,  are  therefore  indicated  in  many,  if  not  most,  chronic 
uterine  affections.  The  pulvis  glycyrrhizse  comp.,  or  still  better 
the  pulvis  liquiritise  comp.  of  the  German  Pharmacopoeia,  the 
confect.  sennse,  sulphur,  or  the  milder  saline  waters,  biest  fulfil 
this  condition.  The  preparation  of  aloes,  with  or  without  iron  or 
myrrh,  are  of  great  value  in  sluggishness  with  amenorrhsea,  but 
must  be  avoided  whenever  there  is  local  congestion. 
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FiflBure  of  the  Anus  has  already  been  more  than  once  referred 
to  as  a  cause  or  (Jonsequence  of  uterine  disorder,  ovarian  irrita- 
tion, or  vaginal  spasm.  Its  action  on  the  anus  is  very  similar  to 
that  of  most  of  the  causes  of  vaginismus  on  the  vulva.  I  have 
met  with  it  as  a  cause  of  vaginismus  when  the  intolerable  pain 
at,  and  long  after  defecation,  was  almost  absent  It  may  be 
divided  in  its  whole  length,  cutting  well  into  the  muscular  fibres, 
or  may  be  treated  bv  forcible  dilation  of  the  rectum  by  the 
thumbs.  Nitrate  of  silver  and  other  local  applications  are  seldom 
of  use. 

Fmritus  Ani  often  coexists  with  pruritus  vulvae,  or  may  occur 
separately.  It  is  sometimes  a  purely  neurotic  aflTection,  but  many 
of  the  causes  of  pruritus  vulvae  may  conduce  to  its  origin  (p.  41). 
I  have  seen  the  symptom  localised  in  the  anus  when  the  cause  and 
successful  treatment  were  evidently  gynic.  There  is  little  to  add 
to  the  treatment  given  under  pruritus  vulvee.  The  oleum  staphis- 
agrise  (1  to  7  of  vaseline)  and  white  precipitate  ointment,  I  have 
found  of  most  service  as  local  remedies,  but  the  search  for  and 
removal  of  local  or  constitutional  causes  are  all-important. 

Haemorrhoids. — ^Few  women  have  many  children,  or  suffer 
from  any  of  their  own  special  ailments  which  involve  i>elvic 
congestion  or  backwards  uterine  pressure,  without  suffering  in* 
some  decree  from  haemorrhoids,  external  or  internal.  The  symp- 
toms and  signs  of  these  should  be  familiar  to  every  practitioner. 
They  frequentlv  disappear  on  the  cure  of  the  uterine  or  other 
mischief,  aided  by  mild  laxatives,  as  above  recommended,  and  by 
the  application  of  an  ointment  (acid  gallic,  gr.  xx. ;  morph.  acetC, 
gr.  V. ;  vaseline  alb.  5i)i  this,  for  obvious  reasons,  is  preferable  to 
the  filthy  ung.  gallse  c  opio.  For  further  operative  treatment, 
see  AUingham,  (op.  cit\  or  other  works  on  the  r^tum. 

Prolapse  of  the  Rectum. — The  mucous  membrane  alone  may 
prolapse,  or  protrusion  of  the  whole  thickness  may  occur.  The 
affection  is  pre-eminently  one  of  childhood,  due  for  the  most  part 
to  over-straining,  but  owing  to  the  same  cause  during  childbirth, 
to  habitual  constipation,  and  to  the  numerous  causes  of  relaxation 
or  downwards  pressure,  it  is  not  infrequent  in  adult  women.  In 
severe  cases  the  possibility  of  the  inclusion  of  Douglas's  pouch, 
with  hernial  contents,  is  not  to  be  forgotten.  AUingham  states 
that  the  pointing  of  the  opening  of  the  gut  towards  the  sacrum  is 
diagnostic  of  this  complication.  If  careful  and  constant  repo- 
sition, attention  to  the  bowels,  and  the  wearing  of  an  anal 
caoutchouc  air-^ad,  do  not  suffice  for  remedy,  as  they  may  at  an  ^ 
early  stage,  the  application  of  pure  carbolic  acid  or  of  the  actual 
cautery  may  produce  sufficient  shrinking  of  the  gut,  or  plastic 
operations,  somewhat  similar  to  those  for  prolapsus  vaginae,  may 
bo  necessitated. 
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Fistula  in  Ano.— An  ordinary  fistula  of  this  kind,  well  removed 
from  the  vulvar  and  vaginal  tissues,  is  treated  in  the  female  as  in 
the  male,  but,  owing  to  the  vascularity  of  the  parts,  and  the 
relation  of  the  perineum,  the  treatment  by  elastic  ligature  is 
specially  useful  when  the  fistula  opens  much  in  front  of  the  anus, 
i  have  an  impression  that  spontaneous  cure  more  often  occurs  in 
the  female  than  in  the  male,  and  also  that  the«affection  is  much 
less  common  in  the  former,  A  priori^  one  would,  I  think,  have 
expected  the  reverse. 

I  do  not  think  that  anything  would  be  gained  by  referring  here 
to  cancer^  polypus^  stricture^  rodent  nicer  (r),  or  other  affections  of 
the  rectum. 
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APPEKDIX. 

The  Symptoms  and  Signs  of  Pregnancy,  from  the  Point  of  View 
OF  Diagnosis  and  Differentiation, 

In  coDsidering  the  various  affections  of  the  female  sexual 
organs,  whether  in  the  unimpregnated  condition  or  otherwise,  we 
have  so  often  had  occasion  to  refer  to  the  state  of  pregnancy  as 
influencing  our  diagnosis  and  consequent  treatment,  that  it  seems 
to  be  advisable,  as  has  has  elsewhere  been  promised,  to  insert  an 
appendix,  giving,  in  more  or  less  tabular  form,  the  symptoms  and 
signs  of  pregnancy,  from  a  differential  point  of  view.  When  the 
practitioner  finds  an  apparently  enlarged  uterus,  or  disordered 
menstruation,  or  abdominal  distension,  or  any  of  the  functional 
disturbances  which  so  often  accompany  pregnancy,  it  is  his  duty, 
no  matter  what  may  be  the  social  position  of  his  patient,  or  her 
marital  relations,  to  satisfy  himself  that  she  is  not  pregnant,  be- 
fore proceeding  to  any  active  treatment,  or  resorting  to  the  use  of 
some  of  the  methods  of  physical  diagnosis,  especially  of  the 
uterine  sound. 


Symptoms  and  Signs  of  Pregnancy. 

1.  Suppression  of  Menstruation. 

In  the  perfectly  normal  condition  of  pregnancy  this  is  sudden 
and  apparently  causeless,  lasts  during  the  whole  period  of  gesta- 
tion, and  for  some  months  afterwards  during  lactation. 

Exceptions. — One  or  more  menstrual  periods,  generally  with  a 
slighter  amount  of  discharge,  may  occur  subsequently  to  the 
commencement  of  pregnancy.  Very  rare  exceptions  of  menstru- 
ation during  the  whole  of  pregnancy,  of  a  first  pregnancy 
without  previous  menstruation,  and  of  other  abnormalities  in 
this  respect  are  recorded. 

Diagnostic  Value. — As  leading  to  the  strongest  presumption  ot 
pregnancy  this  sign  is  invaluable,  but  without  corroboration  by 
physical  signs  it  is  otherwise  valueless.  It  may  be  due  to  any 
one  of  the  causes  m3ntio:ied  at  page  IGi    Graiual  cessation  is  in 
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favor  of  disease  rather  than  pregnancy,  but  final  stoppage  may, 
nevertheless,  be  due  to  the  latter  state.  Spurious  pregnancy,  and 
pregnancy  along  with  disease  for  which  it  might  be  mistaken, 
must  always  be  Dome  in  mind.  When  suppression  occurs  never 
use  diagnostic  or  therapeutic  means  liable  to  lead  to  abortion, 
until  physical  signs,  on  their  comparison  with  dates,  permit  of 
the  exclusion  of  pregnancy.  Beware  of  intentional  misstate- 
ments as  to  the  suppression  or  non-suppression  of  the  catamenia, 
or  even  orimitation  of  the  natural  discharge. 

2.  Sympathetic  op  Pressure  Symptoms  of  Pregnancy. 

Almost  endless  in  number.  The  moie  common  affections  are 
dyspepsia,  vomiting  (especially  in  the  mornings),  salivation,  tic, 
shootings  in  the  breast,  cephalic  congestion,  plethora,  chlorosis, 
and  insomnia — many  of  these  being  due  to  the  hyperinotic  and 
other  not  yet  clearly  ascertained  changes  in  the  blood  of  the  preg- 
nant woman.  From  pressure  we  have  the  bladder,  pelvic  vessel, 
pelvic  nerves,  rectum,  abdominal  viscera,  diaphragm,  and  abdo- 
minal walls  affected,  leading  to  dysuria,  haemorrhoids,  varix, 
sciatica,  crural  and  other  beuralgias,  constipation,  tenesmus, 
dyspnoea,  &c. 

Exceptions. — Every  symptom  thus  noted  may  be  absent  in  preg- 
nancy, and  the  variations  in  their  relative  frequency  are  endless. 
Their  connection  with  successive  stages  of  pregnancy  is  mainly  of 
importance  to  the  obstetrican. 

Diagnostic  Value. — Practically  nil.  In  uterine  or  ovarian  dis- 
ease we  may  have,  although  less  frequently  any  of  the  sympathetic 
symptoms,  and  those  due  to  pressure  may  be  caused  by  any  form 
of  tumor  affecting  the  pelvis. 

3.  Kybstbin. 

On  the  second  or  third  day  after  it  is  passed  the  urine  becomes 
hazy;  a  pellicle,  at  first  thin,  but  afterwards  thicker  and  opaque, 
forms  on  the  surface.  In  twenty-four  or  forty-eight  hours  this 
slowly  breaks  up  and  falls  to  the  bottom  as  a  flocculent  deposit. 
The  process  is  again  repeated,  and  decomposition  then  sets  in. 
The  pellicle  is  a  nitrogenous  substance,  secreted  in  the  kidney, 
probably  in  connection  with  the  hsemic  hyperinosis  above  re- 
ferred to. 

Exceptions. — At  the  beginning  and  end  (first  and  last  months)  of 
pre^ancy,  this  phenomenon  is  generallv  absent,  and  it  may  be  so 
during  the  whole  period.  It  has  also  been  met  cvith  in  the  non- 
pregnant state,  and  in  the  male. 

3iagnostic  Value. — Much  dimished  by  the  facts  just  mentioned. 
In  a  difiicult  case  of  diagnosis  the  well-marked  presence  of  the 
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sign  would  so  far  turn  the  scale  in  favour  of  pregnancy  as  to  lead 
for  a  longer  time  to  non-interference  in  accordance  with*  the  pre- 
sumption. In  extra-uterine  pregnancy  its  occurrence  would 
probably  be  of  some  confirmatory  diagnostic  value,  although  I 
can  find  no  special  observations  on  the  subject. 

4.  Mammary  Appearanobs. 

From  the  second  month  or  thereabouts  the  breasts  gradually 
increase  in  size,  their  veins  become  distended,  the  nipple  increases 
in  prominence  and  becomes  darker,  together  with  a  surrounding 
areola.  Later  on,  watery  milk  is  secreted  in  small  quantities,  and 
still  later,  silvery  streaks  appear  on  the  distended  skin.  A  more 
important  characteristic  is  the  appearance  of  small  soft  tubercles 
in  the  areola,  and  the  occurrence  of  a  second  areolar  zone,  paler 
than  the  inner  one,  also  mottled  with  still  paler  spots. 

Exceptions. — In  blondes  these  changes  may  be  hardly,  observable, 
even  to  the  last ;  in  brunettes  the  mere  darkening  of  the  nipple 
and  areola  is  common  in  the  abscence  of  pr^nancy  or  disease. 

Diagnostic  Value. — ^In  a  multipara  these  signs  are  of  little 
diagnostic  value;  they  may  remain  scarcely  changed  from  a 
former  pregnancy.  When  previous  pregnancy  can  be  eliminated, 
the  complete  development  of  all  the  characteristics  mentioned  is 
almost  certainly  of  diagnostic  of  advanced  pregnancy.  I  once 
saw  them  well  markeain  a  professed  nullipara  in  connection 
with  an  ovarian  tumour,  but^iiscovered  afterwards  that  there 
had  been  a  previous  clandestine  miscarriage.  The  slighter  altera- 
tions of  the  breast  must  never  be  relied  on  for  diagnosis.  They 
may  appear  in  connection  with  any  form  of  uterine  or  ovarian 
disease,  and,  even  when  the  appearances  are  typical  of  pregnancy, 
there  will  always  be  the  necessity  for,  and  the  possibility  of, 
checking  fallacies  by  examination  of  the  uterus  itself. 

6.  Appbaranob  of  the  Abdombn,  ' 

During  the  first  six  weeks  it  sinks  rather  than  rises ;  afterwards 
it  becomes  gradually  distended  from  below.  White  silvery  cracks 
from  distention  may  be  apparent  in  the  later  months.  These, 
however  produced,  are  permanent.  Deposits  of  pigment  along 
the  linea  alba,  around  the  umbilicus,  and  elsewhere,  are  common. 
The  umbilicus  is  at  first  depressed,  then  becomes  level,  and 
towards  the  last  is  often  slightly  protruded. 

Exceptions. — None  of  these  symptoms  are  universally  found  in 
pregnancy  except  the  gradual  distention  of  the  abdomen. 

Siagnokic  Vaiwe.— This,  taking  the  signs  per  sey\%  very  slight ; 
indeed,  the  distention,  the  discoloration,  and  the  cracks,  may  all 
be  exactly  simulated  in  cases  of  tumour,  or  even  of  ascites, 
although  with  the  last  mentioned  the  distention  is  usuallv  more 
prominent  in  the  fianks  and  fiatter  in  front      ^9^  ^^^^ ^v L^OOgie 
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NoU. — ^The  abdominal  distention  due  to  pregnancy  is  very  com- 
monly greater  towards  the  right  side. 

6.  Palpation  op  thb  Abdombn. 

.  About  the  tenth  or  twelfth  week  a  small  rounded  swellinff  is 
first  distinctly  felt  above  the  pubes.  This  increases  at  a  tolerably 
definite  rate.  It  reaches  quite  to  the  umbilicus  about  the  sixth 
month,  about  two  inches  higher  during  the  seventh,  and  finally  to 
the  ensiform  cartilage.  It  is  central,  but  often  with  a  distinct 
tendency  to  the  right.  Its  consistency  is  firm  but  not  hard,  but 
varies  much  according  to  the  amount  of  liquor  amnii.  After 
mid-term,  distinct  contractility  may  often  be  felt  if  it  is  kneaded 
or  irritated  by  a  cold  hand, — a  very  important  sign.  Braxton 
Hicks  was  the  first  to  demonstrate  that  these  contractions  also 
occur  normally,  without  external  irritation,  at  the  intervals  of 
ten  minutes,  and  may  be  considered  as  a  regular  physiological 

Ehenomenon  of  pregnancy.  Their  preception  is  therefore  of  the 
ighest  possible  positive  diagnostic  value.  But  negative  evidence 
is  not  equally  aftorded  by  our  inability  to  detect  them.  Percus- 
sion dulftess  corresponds  with  the  area  of  the  tumour.  Fluctua- 
tion is  quite  apparent  when  the  liquor  amnii  is  excessive.  In  the 
last  two  or  three  months  the  limbs  of  the  foetus  can  generally 
be  clearly  made  out  by  the  hand. 

Exceptions. — Although  the  rate  of  growth  of  the  uterus  is 
gradually  progressive,  and  pretty  closely  corresponds  to  the  rate 
just  mentioned,  yet  very  apparently  sudden  increase  sometimes 
occurs,  owing  to  change  of  position  of  the  uterus  in  relation  to 
the  other  viscera.  * 

Diagnostic  Value, — In  very  stout  women  it  may  be  impossible 
Jo  make  out  the  form  of  tumour  with  suflicient  accuracy  to  be  of 
any  value.  A  somewhat  soft  fibroid  tumour,  or  a  resistent  mul- 
tilocular  ovarian  one,  may  perfectly  simulate  the  gravid  uterus  in 
form,  position,  and  consistency,  therefore  no  diagnosis  can  be 
founded  on  the  consideration  of  these  alone.  Uterme  distention 
in  hsematometra,  hydrometra,  or  pyometra,  raay  also  be  undis- 
tinguishable  from  pregnancy  by  palpation  alone;  but  the  discovery 
of  congenital  or  acquired  atresia,  and  the  history  of  the  case,  will 
suflice  for  differentiation.  Careful  percussion  will  eliminate 
spurious  pregnancy,  physometra.  and  ascites.  The  earlier  stages 
of  pregnancy  are  indistinguishable  per  ahdominem  from  enlarge- 
ments of  the  uterus  due  to  chronic  metritis,  sub-involution,  or 
congestion.  The  rate  of  growth,  if  it  can  be  ascertained, — and  it 
must  sometimes  be  waited  for  and  watched, — is  rarely  the  same 
in  any  form  of  tumour  or  uterine  enlargment  as  in  pregnancy.  It 
may  be  laid  down,  however,  as  an  axiom,  that  no  positive  diag- 
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nosis,  confirming  or  setting  aside  the  existence  of  pregnancy,  can 
be  based  on  the  manual  examination  of  an  abdominal  tumour, 
unless  it  be  confirmed  by  a  careful  examination  per  voffinam^  or  by 
stethescopic  signs. 

7.  FcETAL  Movements. 

These,  when  described  as  felt  subjectively  by  the  patient  her- 
self, are  of  very  little  importance.  It  is  otherwise  when  they  are 
felt  objectively  by  the  practitioner.  In  advanced  pregnancv  they 
may  be  felt  and  seen  so  distinctly,  that  no  possible  doubt  can 
arise  as  to  their  nature.  During  the  fourth  and  fifth  months  they 
are  more  indistinct,  and  may  be  simulated  by  movements  in  the 
intestines  or  abdominal  muscles.  Considerablef  experience  is  re- 
quired to  differentiate  between  these,  and  the  sharp  little  percus- 
sions from  within,  which  follow  the  application  of  a  rough  or  cold 
hand  to  the  tumour  in  pregnancy.  The  deliberate  rolling  over  of 
a  more  mature  child  can  hardly  be  mistaken. 

Exceptions. — The  child  may  be  dead,  when  there  will,  of  course, 
be  no  movements,  and  it  has  periods  of  sluggishness,  when  they 
are  very  difficult  to  excite. 

Diagnostic  Value. — Clearly  felt  or  seen  by  an  experiSnced  ob- 
server, these  movement  are  pathognomonic  of  pregnancy,  but 
should  always  be  confirmed  by  vaginal  examination.  The  preg- 
nancy might  be  extra-uterine. 

8.  Uterine  Changes  disoovbrbd  per  vaginam,  or  bi-manually. 

These  are  infinitely  more  important  than  the  changes  observed 
by  mere  abdominal  examination.  In  a  primapara  the  uterus  at 
first  sinks  lower  ia  the  pelvis,  and  is  increased  in  weight ;  it  is 
also,  or  appears  to  be,  more  anteverted  than  normally.  To  the 
delicate  and  experienced  touch  the  os  and  the  cervix  appear  very 
early  to  be  softer  and  thicker  than  usual,  and  the  os  is  more 
rounded.  If  carefully  examined  bi-manually,  the  enlargement  of 
the  uterus  will  be  found  to  have  the  following  characters : — ^It  is 
not  equal  in  all  directions,  but  the  organ  seems  to  be  enlarged 
antero-poeteriorly ;  the  eipft,  bulging,  anterior  wall  is  easily  felt 
per  vaginam^  and  bi-man<ially  it  may  give  a  not  very  obscure  sense 
of  fiuctuation  between  the  two  hands.  The  posterior  bulging  is 
most  clearly  made  out  per  rectum.  The  rounded  and  smooth 
fundus  is  easily  felt,  but  not  so  distinctly  defined  as  in  other  forms 
of  moderate  uterine  enlargement,  while  the  lower  portion  of  the 
body,  above  the  cervix,  is  softer  than  is  the  case  in  any  form  of 
uterine  tumour  or  hypertrophy.  There  is  no  loss  of  mobility.  As 
the  third  month  is  entered  on,  the  uterus  is  found  to  have  risen 
again  in  position ;  the  cervix  uteri  often  points  somewhat  to  the 
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appearance  of  shortenine  beffins  to  be  felt,  but  the  oe  remaiDs 
smooth,  round,  and  closcS,  The  globular,  lower  part  of  the  body 
is  apparent  all  round  the  cervix,  and  is  free  from  the  hardness 
of  other  enlargements  In  the  sixth  month  the  so-called  shorten- 
ing and  obliteration  of  the  cervix  is  fairlv  entered  on.  The  real 
nature  of  this  phenomenon  is  discussed  in  obstetric  works. 
Henceforth  it  goes  on  rapidly  and  progressively.  About  the 
thirty-fourth  week  the  cervix  is  said  to  be  shortened  by  one-half, 
and  by  the  full  forty  weeks  it  is  abolished  altogether,  there  being 
nothing  but  a  globular  uterine  mass  to  be  felt,  with  a  thin  circular 
orifice  representing  the  os  and  cervix. 

In  the  multipara,  the  changes  in  the  os  and  cervix  uteri  are 
different.  The  former  may  be  open  from  the  first,  admitting  the 
tip  of  the  finger.  Later  on,  its  form  varies  much,  according  to 
the  amount  of  laceration  or  permanent  dilatation  which  may  nave 
been  product  by  former  labours,  but  the  internal  os  remains 
closed  till  towards  the  end  of  pregnancy.  On  the  other  hand,  the 
walls  of  the  cervix  undergo  apparent  shortening  much  more 
slowly  towards  the  end  of  pregnancy,  and  may  remain  quite  dis- 
tinct, and  even  of  cartilaginous  hardness,  until  labour  has  fairly 
commenced. 

Exceptions. — ^The  precise  dates  at  which  these  phenomena  occur 
are  given  with  too  great  exactitude  in  most  obstetric  works.  In 
ray  earlier  practice  I  was  constantly  misled  in  this  way. 

Diagnostic  Value, — In  order  to  avoid  constant  mistakes  in  diag- 
nosis or  treatment,  these  signs,  ascertained  by  bi-manual  examina- 
tion are  priceless,  although  thw  necessitate  considerable  experience 
for  their  correct  estimation.  The  thoroughly-investigated  history 
of  the  case  will  nearly  always  five  a  fairly  correct  idea  as  to  the 
probability  or  improbability  of  pregnancy,  and  the  former  must 
always  have  the  benefit  of  the  doubt.  But  this  probability  will 
amount  as  nearly  as  possible  to  certainty  if  the  changes  in  the  os, 
cervix,  and  lower  segment  of  the  uterine  body  just  mentioned  are 
found  to  exist.  With  regard  to  large  tumours,  to  be  differentiated 
from  pregnancy,  none  can  produce  any  similar  condition  of  the 
uterine  lower  segment  except  intra-uterine  tumours,  and  with 
these  the  absence  of  signs  of  a  living  foetus,  the  history  of  hsemor- 
rhages  and  other  usual  symptoms,  and  the  rate  of  growth  will 
afford  the  necessary  data  for  correct  differentiation,  in  the  case 
of  smaller  growths,  any  approximation  to  the  characteristic  signs 
of  pregnancy  must  lead  to  prolonged  observation,  unless  the 
symptoms  of  pain,  hemorrhages  or  constant  discharge,  are  such 
as  to  forbid  the  hope  of  successful  pregnancy  and  delivery,  and  to 
demand  procedures  for  diagnosis  or  treatment  which  are  income 
patible  therewith. 
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9.  Ballottembnt. 

This  Sign  of  pregnancy  depends  on  the  fact^  that  the  foetus  in 
utero  floats  in  its  surrounding  liquor  amnii,  and  that,  if  a^sudden 
fillip  be  given  to  any  part  of  the  uterus,  the  foetus  recedes  and  then 
rebounds,  the  rebound  being  conveyed  to  the  percussing  finger  as 
a  distinct  though  slight  sht>ck.  This  sign  must  necessarily  be  ab- 
sent during  the  earlier  weeks  of  pregnancy,  when  the  foetus  is  a 
mere  feather-weight,  and  during  the  last  month  or  two,  when  the 
child  generally  furnishes  such  a  large  proportion  of  the  uterine 
contents.  In  women  with  thin  abdominal  walls,  a  sudden  jerk 
being  given  to  one  side  of  the  uterine  tumour,  and  the  finger 
being  retained  in  sitUj  this  rebound  of  the-  foetus  may  otten  be 
felt.  But  the  sign  is  more  easily  produced  p^  vaginanij  the  fillip 
being  given  to  the  uterine  wall  in  front  of  the  cervix.  This  sen- 
sation of  the  rebound  of  a  floating  body  can  never  be  mistaken  if 
it  has  been  once  or  twice  experienced. 

Exceptions. — A  large  foetus,  with  a  limited  amount  of  liquor  am- 
nii  may  prevent  the  realisation  of  the  sign,  and  a  very  large 
amount  of  liquor  amnii  (hydramnion),  with  a  small  or  blighted 
foetus,  may,  less  often,  have  the  same  result. 

Diagnostic  Value. — In  the  absence  of  confirmatory  signs,  ballot- 
tement,  felt  through  the  abdominal  walls,  must  not  be  too  much 
relied  upon.  A  pelvi-abdominal  tumour,  say  a  predunculated  sub- 
serous fibroid,  or  an  ovarian  solid  tumour  with  long  pedicle,  float- 
ing in  ascitic  fluid,  may  give  the  same  results  ;  and  if  the  ascites 
were  limited  by  adhesions  or  otherwise,  the  deception  would  be 
greater.  So  also  in  the  case  of  multilocular  ovarian  cysts,  the 
parent  or  larger  cyst  may  contain  a  floating  progeny.  An' exami- 
nation of  the  uterus  per  vaginam  should  provide  against  error  in 
this  case.  But  if  the  tumour  to  be  diagnosed  can  be  clearly  traced 
to  the  uterus,  the  occurrence  of  the  sign  felt  per  vaginam  is  a  cer- 
tain diagnostic  of  pregnancy.  No  other  intra-uterine  products — 
polypi,  fibroids,  cancer,  or  the  like — ^fulfil  the  conditions  required 
for  iMfllottement.  The  rebound  of  an  ante-flexed  uterus,  or  of  a 
stone  in  the  bladder,  are  said  to  have  been  mistaken  for  that  of  an 
intra-uterine  foetus,  but  this  can  only  have  been  in  the  days  when 
bi-manual  examination  was  not  practised,  or  not  appreciate. 
Ballottement  has  one  advantage  as  a  sign,  viz.,  that  it  may  be  felt 
whether  the  child  is  alive  or  dead. 

10.  Auscultatory  Signs  of  Pregnancy. 

These  are  two  in  number, — 

(a)  The  sounds  of  the  foetal  heart,  and 
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(6)  The  uterine,  or,  as  some  incorrectly  term  it,  the  placental 
souffle. 

The  former  of  these,  the  sound  of  the  foetal  heart,  when  dis- 
tinctly heard,  is  absolutely,  and  by^  itself  pathognomonic  of  preg- 
nancy. I  do  not  enter  into  details  of  its  characters,  whicn  are 
familiar  to  all  obstetric  students ;  and,  with  regard  to  its  ezcepHona 
and  diagnostic  value,  I  need  only  recall  the  facts,  that  a  dead 
child  has  no  foetal  heart  sounds,  and  that  in  a  certain  small  per- 
centage— ^a  very  small  one  at  the  full  term — ^they  are  inaudible 
with  a  living  child.  An  extra-uterine  pregnancy  may,  of  course, 
afford  this  sim,  but  there  is  no  other  condition  of  disease  which 
can  deceive  the  listener,  if  he  will  take  the  trouble  to  make  sure 
that  the  maternal  heart  is  not  beating  at  the  rate  of  180  and  up- 
wards, as  is  that  of  the  foetus. 

The  uterine  souffle^  on  the  other  hand,  although  very  character- 
istic of  pregnancy,  is  much  more  apt  to  lead  to  error,  if  relied 
upon  without  corroborative  signs,  it  consists  of  a  single  mur- 
mur, synchronous  with  the  maternal  heart  beat,  sometimes 
continuous  and  sometimes  intermittent.  It  has  every  conceivable 
variety  of  harshness  or  softness,  or  pitch  of  tone.  It  is  usually 
heard  most  distinctly  towards  the  lower  part  of  the  uterine 
tumour,  but  not  always  at  the  same  point  in  the  same  case.  Its 
site  is  certainly  not  always  over  that  of  the  placenta,  and  as  its 
situation  varies  in  the  same*  case,  and  as  the  placenta  is  more 
comijaonly  implanted  towards  the  upper  part  of  the  uterus,  and  as 
the  sound  may  occasionally  be  heard  after  the  expulsion  of  that 
structure,  it  is  certainly  not  of  placental  origin.  The  death  of 
the  foetus  does  not  necessarily  arrest  the  sound.  I  do  not  enter 
here  into  physiological,  or  occasionally  pathological,  causation, 
fnrther  than  to  mention  that  the  uterine  curling  arteries,  the 
venous  dilatations  of  the  organ,  and  the  chlorotic  or  hyperinotic 
'state  of  the  blood  in  pregnancy,  probably  combine,  in  varying 
proportion,  to  produce  a  sound  which  reminds  one  equally  of 
aneurismal  varix,  and  hsemic,  cardiac,  or  vascular  mUrmurs. 

Exceptions  in  pitch,  site,  or  positive  occurence  are  so  numer- 
ous that  they  may  be  considered  as  possible  in  every  degree. 
•  Diagnostic  Value. — Precisely  the  same  sound  is  often  heard  in 
vascular  fibroids,  and^  much  more  rarely,  in  the  case  of  ovarian 
tumours.  It  is  clear,  therefore,  that  it  cannot  be  relied  on  as 
otherwise  than  strongly  corroborative  of  other  sings  of  pregnancy. 
I  have  often  known  it  render  assurance  doubly  sure,  but  I  have 
never  known  it  solve  a  doubtful  case  which  could  not  be  solved 
without  its  aid. 

There  are  a  few  other  signs  of  pregnancy,  very  interesting  in 
themselves,  but  which  I  feel  are  bJatter  left  out  of  account  here. 
The  sound  of  pulsation  in  the  umbilical  cord,  the  supposed  differ^ 
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enoes  between  the  average  rate  of  male  and  female  heart  pulsa- 
tion, the  livid  condition  of  the  vagina,  and  the  increased  pulsation 
in  that  organ,  are  all  subjects  which  are  more  fittingly  discussed 
in  an  obstetric  work.  I  never  knew  any  practical  good  result 
from  attaching  importance  to  tbem  in  diagnosis. 

It  is  often  an  important  matter,  in  estimating  the  date  of  a  sup- 
posed pregnancy,  or  in  differentiating  it  from  various  conditions 
of  disease,  to  know  at  what  periods  some  of  its  signs  and  symp- 
toms are  usually  encountered. 

I  have  therefore  appended  a  table  showing  the  date  at  which 
the  various  signs  or  symptoms  become  developed.  All  such 
statements  of  accurate  or  even  of  average  dates  must  be  taken, 
however,  as  merely  approximate.  The  table  is  slightly  altered 
from  Tanner. 

Tablb  of  Signs  of  Pregnancy, 


Calendar  Months  of  Pregnancy. 

I 

7 

3 

4 

5 

6 

7 

8 

9 

Morning  sickness. 
Suppression  of  menses, 
Mammary  areola,     . 
£nlargement  of  abdomen, 
Foetal  movements,  objective,    . 
Shortening  of  cervix, . 
Ballottement,    .... 
Uterine  souffle, .... 
Foetal  heart,      ,        .        .        . 

X 
X 

X 

X 

? 

y 
? 
?? 

? 

X 
X 

? 

X 

? 

X 
X 
X 
X 

? 

X 
X 
X 

X 
X 
X 
X 

? 

X 
X 
X 

X 
X 
X 
X 
X 
X 
X 
X 

x' 

X 
X 
X 

? 

X 
X 

X 
X 
X 
X 
X 
? 

X 
X 

The  mark  ^X)  shows  the  months  during  which  the  sign  is  usually  observable. 
The  mark  of  interrogation  diows  the  more  common  variations  in  this  respect. 
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Abdomikix  bblt,  S32. 

growtbfl  and  exadatlons,  a  cause  of 
uterine  displacement,  289.  • 

palpation,  4,  560. 

toilette,  452. 
Abdominal  walla,  abecees  of  the,  484. 

cysts  of  the,  434. 

hypertrophy  of  the,  4S4. 

oodema  of  the,  434. 

solid  growths  of  the,  485. 
Abnormalities  of  the  hymen,  68. 

of 'the  uterine  appendage,  136. 

of  the  uterus,  1S7. 

behind  the  vagina,  7. 

of  the  Tagina,  141. 

of  the  TuTva,  143. 
Abnormal    substances    anterior    to    the 
uterus,  305. 

anterior  to  the  vagina,  8. 

posterior  to  the  uterus,  305. 

posterior  to  the  vagina,  7.  ' 

at  the  side  of  the  vagina,  9. 
Abrasions  of  the  cervix  uteri.  220. 
Abscess  of  the  abdominal  wall,  484. 

of  the  ovary,  387. 

of  the  pelvis,  432,  608. 
treatment,  500.    * 

of  the  spine,  439. 

of  the  vulva,  50. 
treatment,  51. 
Absence  of  menstruation,  160. 
treatment  of,  161, 162. 
Absent  uterus,  137. 

vagina,  141, 142. 

vulva,  143. 
Absorption  of  pelvic  fat  and  connective 

tissue,  280. 
Accidents  of  ovarian  tumours,  410. 
Acne  of  vulva,  88. 
Adhesions  of  the  labia,  57. 
Amenorrhooa,  160. 

treatment  of,  162. 
Amputation  of  the  cervix  uteri,  233. 
AnaBsthesla,  93. 
AnsBsthetics,  93. 
Anteflexion  of  the  uterus,  303. 
treatment  of,  306, 331. 
Anteversion  of  the  uterus,  307. 
treatment  of,  309,  387. 
Antiseptics,  89. 
Anus,  fissures  of  the,  558. 
ApthaB  of  the  vulva,  37. 
•*  Areolar  hyperplasia,"  221. 
Arrested  menstruation,  160, 162. 

disease  of  the  ovaries  a  cause  of,  165. 

pregnancy  a  cause  of,  166. 
treatment  of,  166. 


Ascites,  differential  diagnosis  of,  494. 

Aspirators,  35,  78. 

Atresia  of  the  genital  canal,  146. 

treatment  of,  148. 
Atrophy  of  the  uterus,  128, 106. 

treatment  of,  200. 
Aveling's  polyptrite,  283. 

Baoewabd  displacements  of  the  uterus, 

302. 
Ballottement,  562. 
Bathing,  99. 

Battey's  operation,  272,  461. 
Belt,  abdominal,  322. 
Bichloride  of  methyline,  455. 
Bi-manual  examination,  9. 
Bladder,  535. 

calculi  in  the,  543. 

cancer  of  the,  544. 

displacements  of  the,  544. 

cysts  of  the,  544. 

displacements  of  the,  542. 

distended,  differential   diagnosis  of, 
438.  — 6  . 

distention  of  the,  a  cause  of  uterine 
displacement,  ^S9, 

examination  of  the,  11,  536. 

exfoliation  of  the.  542. 

everslon  of  the,  542. 

foreign  bodies  in  the,  543. 

hnmorrhage  from  the,  542. 

hypersBsthesia  of  the,  538. 
treatment  of,  539. 

malformations  or  the,^  538. 

parasites  of  the,  545. 

polypi  of  the,  544. 
treatment  of,  545. 
Bolls  of  the  vulva,  40. 
Bozeman's  scissors,  68. 
Braxton  flick's  ecraseur,  73. 
Broad  ligament,  cystic  tumours  of,  421. 

Canobr  of  the  body  of  the  uterus,  871, 
434. 
treatment,  373. 
of  the  cervix  uteri,  371. 

treatment,  373. 
of  the  ovary,  391. 
of  the  vagina,  120. 
of  the  vulva,  45. 
Cancerous  nodules  of  the  cervix,  358, 360. 
Cannula,  AtthilPs  Intra^uterine,  220. 

Gooch's,  283. 
Cardno-sarcomata,  375. 
CarunculaB  myrtiformes,  57. 
C*runcle«,  56.  ^.^  ,.^^^  ^^  GoOglc 
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Catheter,  use  of  the,  582. 
Sim's  sigmoid,  93. 
SkeDe-(^>odmaD,  08. 
Catheterlsm,  98. 
Cauteries,  galvaoic,  '26. 
Cauteries,  PaqueHn's,  76. 

thermal,  76. 
Cervical  endo-metritis,  acute,  206. 
treatment,  207. 
chronic,  207. 

treatment,  209. 
Cervical  parenchymatous  metritis,  chronic, 

827. 
Cervix  uteri,  abrasions  of  the,  229. 
amputation  of  the,  288. 
cancer  of  the,  357. 
dilatation  of  the,  184. 
hypertrophy  of  thej232. 
inflammatory,  282. 
non-inflammatory,  287. 
incisions  of  the,  188. 
laceration  of  the,  288. 

treatment,  242. 
mushroom.like  sprouts  fh)m  the,  858, 

859. 
nodules  of  the  parenchyma  of,  858, 

360. 
sacriflcation  of  the,  77,  211 . 
soft   papillomatous   sprouting    from 

the,  858,  859. 
stenosis  of  the,  197. 
superficial  epitheliomatous  ulceration 

of  the,  858. 
supra-vai(inal  hypertrophy  of  the,  299. 
ulcerations  (J)  of  the,  229. 
Chain  ecraeeur,  73. 
Chancre  of  the  vulva,  44. 
Channeled  polypus  of  the  uterus,  278« 
Chaissaignac's  ecraseur,  75. 
Chloroform,  dangers  of,  in  cystitis  and 
kidney  disease,  91. 
uses  of,  94, 
Chlorosis,  103. 

treatment,  107. 
Chronic  salpingitis,  467. 

cough,  a  cause  of  uterine  displace- 
ment, 2'rO. 
hypertrophy  of  the  uterus,  170,  215. 

a  cause  of  displacement,  287. 
metritis,  207,  215,  221,  227. 
cervical,  207,  227. 
corporeal,  215,  221. 
Clamp,  Wells's,  456. 
Clitoris,  hypertrophy  of  the,  54. 
Clothing,  94. 
Coccygodinia,  59. 

treatment  of,  99; 
Colpeurynter,  355. 
Colpitis,  115. 
Complications  of  ovarian  tumours,  410, 

411, 412. 
Condyloma,  44. 
Congenital  atrophy  of  the  uterus,  140, 

treatment,  196. 
Congestive  dysmenorrhooa,  177. 


Consistency  of  ovarian  tumours,  405. 
Constipation,,  558. 

Contents  of  multllocular  ovarian  cysts, 
401. 
of  ovarian  tumours,  406. 
Contracted  lymph,  a  cause  of  uterine  dis- 
placement, 290. 
Copper  spatula,  451. 
Corporeal  endo-metntis,  acute,  206. 
treatment,  207. 
chronic,  215. 

treatment,  217. 
Parenchymatous-metritis,  acute,  203. 
treatment,  204. 
chronic,  221. 

treatment,  223. 
Corpus  luteum,  155. 
Covering  of  ovarian  tumours,  404. 
Curette,  85,  76. 
Cystic  ovarian  tumours,  894. 
Cystitis,  acute,  545. 

treatment,  546. 
chronic,  547. 
Cysts  of  the  abdominal  walls,  434. 
of  the  broad  llsrament,  422. 
of  the  liver,  486. 
of  the  ovary,  394. 
of  the  pancreas,  436. 
of  the  peritoneum,  436. 
of  the  spleen,  differential  diagnosis 
of,  436. 

Dermoid  cysts  of  the  ovary,  396. 
Differential  diagnosis  of— 

abdominal  tumours,  solid,  437. 
abscess  of  the  abdominal  walls,  434. 

of  the  pelvis,  432. 

of  the  spine,  439. 
ascites,  424. 
cysts,  abdominal  and  pelvic,  422,  429, 

434,  485,  486,  477. 
distended  bladder,  488. 

Fallopian  tubes,  488,  477. 

stomach,  487. 

ureter,  488. 
extra-uterine  pregnancy,  488. 475. 
fat  in  the  abdominal  walls,  428. 
fibroid  tumours  of  the  uterus,  428, 

489 
h8Bmatocele,482,478,  487,  508.    • 
hsBmatometra,  433. 
hepatic,  cysts,  436. 
hydaUds,  436. 
hydramnlon,  483. 
hydrometra,  4*%. 
hydronephrosis,  438. 
hypertrophy  of  the  abdominal  wall, 

osdema  of  the  abdominal  wall,  434. 
omental  tumours,  437. 
ovarian  tumours,  419-438,  476. 
ovary,  prolapsed,  489. 
pancreatic,  cysts,  436. 
parametritis,  497. 
pelvic  abscess,  432. 


cancer,  438,  478, 4^. 
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cellulitis,  acute,  488,  405. 
lympb,  432. 
peritonitis,  acute,  487. 
chronic,  488. 
perimetritis,  497. 
peritoneal  cysts,  436. 
phantom  tumour,  435. 
physometra,  434. 
pregnancy,  430, 475, 556. 
bifid  uterus  in,  476. 
extraruterine,  488,  475. 
molar,  433. 
renal  cysts,  435. 
retroyersion  or  retroflexion  of  a  grayid 

uterus,  476. 
#pinal  absceli^.  439. 
spina  bifida,  432. 
•plenit  cysts,  436. 
Differential  diagnosis  of— 
uterine  cancer,  434. 
uterine  outgrowths,  477. 
Differentiation  of  polypus  and  inyerted 

uterus,  281. 
Digital  examination  or  vaginal  toucher,  4. 
information  obtained  by,  6. 
of  bladder,  11. 

of  rectum,  rectal  toucher,  11. 
Dilatation  of  the  cervix  by  incision,  188. 
by  the  sound,  185. 
by  tents,  194. 
Dilators,  urethral,  536. 
uterine,  187. 
vaginal,  52, 117. 
Dliditheria  of  the  vagina,  117. 

of  the  vulva,  37. 
Displacements  of  the  uterus,  170,  285. 
backwards,  309. 
causes  of,  285. 

chronic  hypertrophy,  a  cause  of,  287. 
destruction  of  pelvic  fascia,  a  cause 

of,  288. 
forwards,  303,  307. 
menstrual  engorgement,  a  cause  of, 

288. 
pregnancy,  a  cause  of,  287. 
relaxed  vagina,  a  cause  of,  288. 
ruptured  perineum,  a  cause  of,  288. 
stretching   of  uterine   ligaments,  a 

cause  of,  288. 
to  the  side,  319. 
tumours,  a  cause  of,  287. 
Distended  bladder,  differential  diagnosis 
of,  438. 
Fallopian  tube,  differential  diagnosis 

of,  438. 
ureter,  differential  diagnosis  of,  438. 
Distention  of  the  bladder,  a  cause  of  ute- 
rine displacement,  289. 
of  the  rectum,  a  cause  of  uterine  dis- 
placement, 289. 
of  the  stomach,  437. 
Division  of  the  cervix,  188. 
Douche,  vaginal,  81. 
Drainage  tubes,  Keith's  glass,  458. 

India-rubber,  459. 
Dysmenorrhooa,  160, 174. 


congestive^  177. 

fibrfoious  casts  or  polypi,  a  cause  of, 

180. 
membranous,  179. 
neuralgic,  176. 
obstructive,  178. 
ovarian,  181. 

treatment,  182. 
Dyspareunia,  57,  242,  512. 

EORABBUBB,  73. 

Braxton  Hicks's,  75. 
Classaifirnftc's,  75. 
chain,  is. 
galvanic,  76. 
wire,  78. 
Eczema  of  the  vulva,  38. 

treatment,  58. 
Education,  99. 

Elephantiasis  of  the  labia,  55. 
Elevation  of  the  uterus,  300. 
Elytrorraphy,  295. 
Elythritis,  115. 
Emmenagogues,  167. 
Emmet's  curved  scissors,  181. 
double-curved  scissors,  131. 
operation,  245. 
Endo-metritis,  acute,  206. 
treatment,  207. 
chronic,  207.      ^ 
cervical,  20f. 

treatment.  209. 
corporeal,  215. 
treatment,  217.  , 

Endoscope,  36. 

urethral.  527. 
Enterocele,  122.  297. 
Enucleation  of  fibroid  tumours,  278. 
Esthiomene,  46. 
Euthanasia,  121. 

Examination,  instruments  for,  12. 
curette,  35,  79. 
specula,  12. 
per  rectum,  11. 
per  vaginam,  4. 
per  vesicam,ll. 
table  for,  2. 
Excision  of  uterus,  876. 
Exercise,  98. 
Extra-uterine  foetatlon,  166, 438,  471. 

treatment  of,  479. 
Exudation  of  blood  into  the  pelvis,  421, 
432. 
lymph  into  the  pelvis,  421. 

Faoibs  ovariana,  415. 
Facial  accumulation  in  rectum,  7,  437. 
Fallopian  distension,  421,  438. 
Fallopian  tubes,  congenital  abnormalities 
of  the,  455. 

constriction  of  the,  466. 

inflammation  of  the,  466. 

morbid  growths  of  the,  465. 

occlusion  of  the,  465. 

undue  patency  of  the,  460. 
Falls,  a  cause  of  uterine  dtsplacement,  290. 
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Fat  In  the  abdominal  walla,  dlBferentlal 

dlagnoaU  of,  43d. 
Fibrinous  polypi,  279. 
Flbro-cellular  polypas  of  the  ntaraa,  378. 
Fibrocystic  fluid,  286. 

tomoun  of  the  utema,  284. 
treatment,  285. 
Fibroid  polypi  of  the  utems,  280. 

treatment,  282. 
Fib  old  tumours  of  the  cervix,  277. 
of  the  ovary,  390. 
of  the  uterus,  256. 
interstitial,  259. 
submucousjj^. 
subserous,  260. 
treatment,  268,  271. 
differential  diajj^^otis  of,  392,  428. 
Fissures  of  the  anua,  553. 
Fistula  In  ano,  554. 
FistnlaB,  recto-vaginal,  132. 
vagrinal,  124,  126. 
veslco  vaginal,  128. 
treatment,  ISO. 
Flexions  of  the  uterus,  801. 
anteflexion,  308. 

treatment,  306. 
retroflexion,  310. 
treatment,  313. 
Fluid,  flbro  cysUc,  285,  430. 
hydaUd,  436. 
menstrual,  158. 
ovarian,  285,  401. 
FoBtal  movements,  560. 
Follicular  degeneration,  394,  895. 
Food-Bup{>ly,  97. 
Forceps,  Nelaton's,  450. 
speculum,  14. 
torsfon,  448. 
Foreign  bodies  in  the  rectum,  7. 

In  the  vagina,  123. 
Forward  displacements  of  the  uterus,  302. 

Galvanic  cauteries,  76. 

ecraeeur,  76.        > 
Genital  canal,  atresia  of  the,  146. 

occlusion  of  the,  146. 
Glycerine,  use  of,  in  uterine  affections, 

212. 
Gtonorrhoeal  warta,  45. 
Gooch's  cannula,  283. 
Gut  sutures,  79. 

GynsDcological   operations,   after     treat- 
ment, 92. 

an»stbetlcs  during,  93. 

antiseptics  In,  89. 

constitutional  preparation  for,  89. 

local  preparation  for,  89. 

management  of,  88. 

use  of  catheter  alter,  93. 

use  of  spray  In,  91. 

HjniAToOBLB,  8, 156,  421, 432,  478, 498. 

differential  diagnosis  of,  482,  478. 
HaBmatokolpos,  147. 

unllateralls,  141. 
Hematometra,  147, 151,  438. 


Uteral,  158. 

differential  dlaffnoaia  of,  488. 
Hssmatosalpynx,  151,  470. 
HaBmorrholds,  554. 
Heliotherapy,  105. 
Hepatic  cysts,  436. 
Hermaphroditism,  144. 

false,  145. 
Hernia  of  the  ovary,  186. 
Herpes  of  the  vulva,  37. 
Higginson's  ayrin«re,  80. 
RoSge  pessary,  123. 
Holdeir  lor  knives,  67. 

for  needles,  68. 

for  sponges,  67. 
Hydatids,  differential  diagnosis  of,  486. 
Hydramnlon,  433. 
Hydrometra,  152.  ^ 

Hydronephrosis,  differential  dlagnoela  of, 

438. 
Hydrosalpinx,  469. 
Hygienic  treatment,  96. 
Hymen,  abnormalities  of  the,  58. 

forms  of  the,  58. 

Imperforate,  146. 
Hypertrophy  of  the  abdominal  walls,  434. 

of  the  cervix  uteri,  232. 

of  the  clitoris,  54. 

of  the  labia  msjora,  54. 

of  the  nymphn,  54. 
Hysteria,  106. 
Hystero-epllepev,  106. 
Hysteropbor,  325. 
Hysteros  dldelphys,  139. 
Hysterotome,  188, 199. 
Hystero-trachelorraphy,  289. 

Iob-Cap,  205. 

Illuminating,  methods  of*  2. 
Imperfect  development  of  uterua,  161 . 
Imperforate  hymen,  146. 
Incision  of  cervix,  188. 
Incontinence  of  urine,  589. 
treatment  of,  5:10. 
India-rubber  drainage  tubes,  459. 
Infantile  uterus,  194. 

treatment,  196. 
Inflammation  of  the  ovary,  382. 
treatment,  384,  385. 

pelvic,  434. 

of  the  uterus,  200. 
acute,  208. 
chronic,  207. 

ofthevafflna,  115. 

of  the  vulva,  47. 
Injections,  vaginal,  80. 
Inspection  of  morbid  dlscbaives,  88. 
Instruments— aspirators,  35,  73. 

catheters,  93. 

curette,  35,  76. 

ecraseurs,  73. 

galvanic  cauteries,  76. 

intra  uterine  cannula,  220.    • 

ligatures,  78. 

ointment  syringe,  218, 

scarificators,  77. 
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stem  pessaries,  IVTf 

sntTires,  78. 

tampon-extractor,  85. 

tampon-introdacer,  86. 

thermil  caateries,  75. 

uterine  dilators,  187. 
InterstitUl  fibroids  of  the  nterua,  960. 
Intra-aterine  medication,  87. 

stem  pessaries,  197. 
Introduction  of  hand  into  rectum. 
Inversion  of  nterus,  170. 

acute  puerperal,  844. 
treatment,  848. 

chronic,  349. 

treatment,  862. 

non-puerperal,  849. 

KiDNXT,  floating,  437. 

malignant  tumours  of,  437. 
Keith's  giwu  drainage-tubes,  468. 
Knife-holder,  67. 
Kyestein,  657. 

Labia,  abscess  of  the,  50. 

acne  of  the,  38. 

adhesions  of  the,  67. 

apthsB  of  the,  87. 

boils  of  the,  40. 

cancer  of  the,  46. , 

cysts  of  the,  51. 

diphtheria  of  the,  37. 

eczema  of  the,  88. 

elephantiasis  of  the,  66* 

herpes  of  the,  87. 

hernia  of  the,  63. 

hydrocele  of  the,  63. 

hypertrophy  of  the,  54. 
Labia,  inflammation  of  the,  47. 

lichen  of  the,  88. 

lupus  of  the,  49. 

noma  of  the,  47. 

syphilis  of  the,  44. 

(Bdemaof  the,  40. 

parasites  of  the,  89. 

pruritus  of  the,  40. 

thrombus  of  the,  68. 

tumors  of  the,  54. 

varicocele  of  the,  62. 

warts  of  the.  40. 
Larceration  of  the  cervix  uteri,  170, 288. 

treatment,  242. 
Lamps  electric.  2. 

reflecting,  2. 
Lateral  displacements  of  the  uterus,  819. 
Lichen  of  the  vulva,  38. 
Lipoma  of  the  labia,  64. 
Liver,  cysts  of  the,  436. 

malignant  tumors  of  the,  437. 

lfAi«roRMATiON8  of  the  genital  tract,  con- 
genital, 135. 
of  the  uterine  appendages,  135. 
of  the  uterus,  137. 
of  the  vagina,  141. 
of  the  vu^a,  133. 


Malignant  ovarian  tumors  of  cystic  char- 
actor,  402. 
Manganese  in  annmia,  108. 
Manual  examination,  0. 

of  the  bladder,  11. 

information  obtained  by,  6. 

palpation  by,  4. 

of  the  rectum,  11. 
Medical  treatment,  96. 
Medicated  pessaries,  86. 
Membraneous  dysmenorrhosa,  179. 
Menopause,  192. 
Menorrhagia,  160, 169. 

treatment  of,  171. 
Menstrual  fluid,  amount  of,  168. 
Menstrual  periodicity,  influence  of,  96. 
Menstruation,  166. 

absent,  180. 

arrested,  160, 162. 

disorders  of,  160. 

excessive,  160, 169. 

irregular,  160. 

painful,  160, 174. 

scanty,  160, 168. 

vlcarouse,  160, 191. 
Mercury,  use   of,   in   septic   poisoning, 

206. 
Metal  sutures,  78. 
Metritis,  200. 

acute,  203. 

treatment,  204. 

chronic,  207. 
Metrorrhafila,  160. 169. 

treatment,  17l. 
Mobile  uterus,  318. 
Molar  pregnancy,  433. 
Morbid  discharges,  inspection  of,  83. 

uterine,  33. 

vaginal,  83. 
Mucous  polypi  of  the  uterus,  278. 

treatment  of,  279. 
Muscular  efforts,  a  caus^  of  uterine- dis- 
placement, 289. 
Mushroom-like  sprouta  from  the  cervix, 
858,359. 

Nbbdlb-holderb,  63. 

Nervous  supply  of  ovarian  tumors,  406. 

Neuralgia  of  the  ovary,  381. 

treatment  of,  881. 
Neuralgia  dysmenorrhosa,  176. 
Neurasthenia,  106. 

treatment  of,  110. 
Nodules  in  the  parenchyma  of  the  cervix, 

368,860. 
Noma  of  the  vulva,  47. 
NymphflB,  hypertrophy  of  the,  54. 

Obstruotitb  dysmenorrhosa,  178. 
Occlusion  of  the  uterus,  150. 

of  the  vagina,  188, 141. 
(Edema  of  the  abdominal  walls,  484. 

of  the  vulva,  40. 
Ointment  syringe,  218. 
Omentum,  solid  tumors  of  the,  487 
Oophorectomy,  186, 190,  272,i461,4W.    t 
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OperatloDSi  management  of,  88. 
for  fibroid  tumors,  272. 
for  fistulae,  130. 

for  hypertrophy  of  the  cervix,  232. 
for  laceration  of  the  cervix  titerl,  245. 
for  prolapsus  uteri,  295. 
for  removal  of  ovarian  tumors,  445. 
for  ruptured  perineum,  «2,  67. 
Ovarian  apoplexy,  888. 
cystic  tumours,  394. 
dysmennorrhoMi,  181. 
fluid,  285,  401,  427. 
follicular  degeneration,  394,  395. 
Ovarian  tumours,  389. 
accidents  of « 410. 
complications  of,  410. 

adhesions,  410. 

double  tumour,  410. 

gangrene,  412. 

impaction  in  the  pelvis,  411. 

intra-cystic  haemorrhage,  412. 

intra-cystic  inflammation,  412. 

kidney  disease,  413. 

rupture,  412. 

separation  of  tumour,  412. 

twisting  of  pedicle,  411. 
consistency  of,  406. 
contents  of,  406. 

chemical  characters,  407. 
microscopical  appearances,  408. 
physical  characters,  407. 
covering  of,  404. 
cystic,  389. 

different  diagnosis  of,  892,419-439. 
exploration  of,  440. 
nervous  supply,  406. 
pedicle  of,  406. 
physical  signs  of,  415. 
progress  of,  409. 
size  of,  404. 
»old,  389,  390,  892. 

treatment,  398. 
symptomatology  of,  413. 
treatment  of,  by  drainage,  445. 

by  removal,  445. 

by  tapping,  441. 
vascular  supply,  406. 
Ovariotomy,  398.  445. 
Ovary,  abscess  of  the,  387. 
adolescent,  155. 
adult,  155. 

arrested  development  of  the,  136. 
dermoid  cysts  of  the,  394,  396. 
follicular  degeneration  of  thc,394,395. 
hernia  of  the,  136. 
inflammation  of  the,  382. 

treatment  of,  384. 
malignant  tumours  of  cystic  charac- 
ter, of  the,  422. 
multUocular  cysts  of  the,  395, 401. 
neuralgia  of  the,  381. 
prolapse  of  the,  136, 380, 489. 
removal  of  the,  272. 
supplementary,  136. 
unilocular  cysts  of  the,  295. 
Ovulation,  154. 


disappointed,'  156. 

Pad  and  perineal  band  for  prolapse  uteri, 

322 
Pianful  sitting,  59, 
Pancreatic  cysts,  436. 
Papilloma,  or  cauliflower  excrecence  of  the 

cervix,  389. 
Paquelin's  cautery,  77. 
Parametritis,  493. 

treatment  of,  407. 
Parasites,  of  the  vulva,  39. 
Parenchymatous  metritis,  acifte corporeal, 
203- 
treatment  of,  204. 
chronic  cervical,  227. 

treatment  of,  228. 
chronic  corporeal,  221. 
treatment  of,  228. 
Parovarian  cysts,  423. 
Pelvic  abscess,  482,  508. 
treatment,  519. 
cellulitU,  493. 
heematocele,  498. 
intracellular,  503. 
Intra-peritoneal,  508. 
treatment,  .506. 
inflammation,  484. 
peritonitis,  484. 
acute,  487.. 
chronic,  488. 
treatment  of,  491. 
Pelvis,  abscess  of  the,  482. 
different  diagnosis  of,  432. 
exudation  of  blood  into  the,  421. 
exudation  of  lymph  into  the,  421,  432. 
peritoneal  cancer  oi  the,  433. 
different  diagnosis  of,  538. 
Perimetritis,  484. 
P^riueorraphy,  mrimary,  62. 

secondary,  67. 
Perineum,  rupture  of  the,  60. 
Peri-ovaritis,  387. 
Peritonerl  cysts,  differential  diagnosis  of, 

436. 
Peritoneum,  solid  tumours  of  the,  437. 
Peri-uterine  cellulitis,  493. 

peritonitis,  484. 
Pessaries,  Albert  Smith's,  341. 
for  anteflexion,  331. 
Barnes's  stem,  3lte,  383. 
Chambers's  stem,  383. 
Pessaries,  Clay's,  327. 
Cutter's  326,  332, 343. 
Duffin's,  325. 
elastic  ball,  325. 
elastic  ring,  324. 
Fowler's  anteversion,  332,  343. 
Galabln's,  330, 332.  333. 
Greenhalgh's  380,  833,  340. 
Hewitt's,  ^29.  382.  834. 
Hodge,  123,  225,  329,  388. 
hysterophor,  825. 
intra-uterine,  190. 
Meadow's  glass  stem,  833. 
Medicated,  86. 
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t  lerer,  341. 

Playfalr'8,  880,  881. 

porous.  324. 

for  prolapse  of  the  aterns,  822. 

Simpson's  stem,  888. 

Skene's  for  cystocele,  880, 881.  ^ 

Thomas's.  880,  882,  833,  340. 

use  and  abuse  of,  820. 

watch-spring  ring,  226. 

Whitehead's,  826. 

Wynn  Williams's  834. 

Zwancke's,  328. 
Phantom  tamoors,  differential  diagnosis 

of,  436. 
Physical  signs  of  OTarian  tumours,  414. 
Piston  trocar,  460* 
Placental  polypi,  279. 
Play  fair's  probe,  14. 
Plugs,  uterine,  28. 

yaginal  83. 
Pouch  of  Douglas,  ascitic  fluid  in  the,  8. 

blood  in  the,  8, 

body  of  the  uterus  in  the,  7. 

cancer  in  the,  8. 

extra-uterine  foetation  in  the,  8. 

fibro-myomata  in  the,  8. 

hernia  from  the,  7. 

Inflammatory  products  in  the,  7. 

ovarian  tumours  in  the,  7. 

tubercular  deposits  in  the,  8. 
Polypi,  a  cause  of  displacement,  290. 

placental  or  fibrinous,  279. 

treatment,  279. 

of  the  uterus,  channelled,  278. 

flbro-cellular,  278. 

hollow,  278. 

mucous,  278. 
Polyptrite,  Aveling's,  283. 
Pregnancy,  appearance  of  the  abdomen  in, 
668. 

auscultatory  signs  of,  668. 

baUottement  in,  562. 

a  Qause  of  arrested  menstruation,  166. 

differental  diagnosis  of,  480,  686. 

extra-uterine,  488. 

fcetal  movements  in,  660. 

mammary  appearances  of,  668. 

pressure  symptoms  of,  667. 

prevention  o/,  Sd4. 

symptoms  and  signs  of,  566. 

table  of  signs,  664. 

uterine  change  In.  660. 
Pressure  syinptoms  of  prc«^nancy,  667. 
Preventloa  of  pregnancy,  524. 
Prtestley's  uterine  dilator,  186. 
Probes,  Playfair's,  14. 
Progress  of  ovarian  tumours,  409. 
Prolapse  of  the  ovary,  186,  880, 489. 
treatment,  380. 

of  the  uterus,  291. 

treatment  of,  298,  322. 

of  the  vagina,  297. 

a  cause  of  uterine  displacement, 
290. 
Prurltis  ani,  664. 

vulva,  40. 


trdktment,  41. 
Pseudo-prolapse  of  the  uterus,  296. 

treatment  of,  299. 
Psyometra,  152,  434. 
Pyoealpinx,468. 
treatment,  468. 

Rbotooslb,  122,  297. 
Recto-vaginal  Vistula,  182. 
Rectum,  distention  of   the,  a  cause  of 
uterine  displacement,  289. 

examination  of  the,  11,  661. 

examination  through  the,  662. 

fiscal  accumulation  in  the,  7. 

fistula  of  the,  668. 

foreign  bodies  in  the,  7. 

hsBmorrholds  in  the,  7. 

malignant  growths  in  the,  7. 

polypus  in  the,  7. 

prolapse  of  the,  664. 

speculum  for  the,  661. 
Relaxed  vsgina,  a  cause  of  uterine  dis- 
placement, 288. 
Removals  of  the  ovaries  by  abdominal 
inc1ssion,461. 

through  the  vagina,  463. 
Removal  of  uterine  appendages,  272. 
Renal  cysts,  differentiirl  diagnosis  of,  436. 
Repressors,  Sims's,  19. 

vaginal,  19. 
Retention  of  urine,  640. 

treatment  of,  640. 
Retrofiexion  of  the  uterus,  316. 

treatment  of,  813,  814,  388. 
Retroversion  of  the  uterus,  813. 

treatment  of.  814,  888. 
Ruptured  perineum,  60. 

a  cause  of  uterine  displacement,  28  8 

operation  for  cure  of,  62, 67. 

Salaoinb  as  an  antipyretic,  206. 
Salpingitis,  466,  467. 
Sarcoma  of  the  ovary,  391. 

of  the  uterus,  260. 
Scanty  menstruation,  160, 168. 
Scarification  of  the  cervix  uteri,  78, 184. 
Scarificators,  77,  211. 
Scissors,  Bozemann's,  68. 

Emmet's,  131. 

Kuchenmeister's.  189. 

for  vestco-Taginal  fistula,  129. 
Silk  sutures,  79. 
Silver  wire,  twister  for,  79. 
Sim's  duck-bill  speculum,  18. 

sigmond  catheter.  98. 

uterine  dilator,  187. 
Size  of  ovarian  tumours,  404. 
Skene-Goodman  catheter,  98. 
Soft  papillomatous  sprouting  from  the 

cervix,  368. 
Solid  growths  of  the  abdominal  walls,  486. 

ovarian  tumours,  389. 

tumours,  omentum  of  the,  487. 
peritoneal  glands  of  the,  487. 
peritoneum  of  the,  437. 
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danger  and  use  of,  24. 
HkCfs  ascertained  by,  35. 
method  of  use,  28. 
oterlne,  22. 
vesical,  586. 
SpamenorrhoBa,  166. 
8pata]e.  copper.  451. 
8pecala,dack-bill  and  raginal  repreMor,20 
Emmet's  self-retaining,  21. 
Neogebaur's,  22. 
Sims's duckbiU,  IS. 
tobolar,  12,  21. 
▼alTular,  15. 
Bame's,  16. 
bi-TaWe,  15. 
Cosco's,  16. 
EnoU's,  16. 
Meadows's,  16. 
Reid's,  16. 
Scanzoni's,  16. 
Spina  bifida,  432. 
-Spinal  abscess,  489. 
Spleen,  malignant  tumours  of,  487. 
Splenic  cysts,  486. 
Sponge-holders,  67. 
Spray,  uses  of,  in  operations,  91,  454. 
Stem  pessaries,  Barnes's,  197. 
Chambers's,  882. 
Oreenhalgh's,  888. 
Hewitt's,  384. 
Meadows's,  833. 
Simpson's,  197,  888. 
Wynn  Williams's,  834. 
Stenosis  of  cerviz  uteri,  197. 

treatment,  199. 
Sterility,  517. 
Stimulants,  97. 
Stretching  of  uterine  liicaments  a  cause 

of  uterine  displacement,  288. 
Subcutaneous  syringe,  78. 
Sub-involution  of  the  uterus,  170. 
Sub-serous  fibroids  of  the  uterus,  260. 
Sudden  falls  a  cause  of  uterine  displace- 
ment, 290. 
Superficial  affections  of    mucous  mem- 
brane, 37. 
of  skin,  37. 
Superficial  epitheliomatous  ulceration  of 

the  cervix,  858. 
Super-involution  of  the  uterus  after  preg- 

nancy,  164, 
Suppositories,  86. 
Supra-vaeinai  hypertrophy  of  the  cervix, 

299. 
Sutures,  78, 70. 

Swelling  of  the  anterior  lip  of  the  oe  in 
anteflexion,  305. 
in  retroflexion,  311. 
Sympathetic  symptoms  of  pregnancy,  557. 
Symptomatology  of  ovarian  tumours,  413. 
SyphUis,  48. 

Syringe,  Higginson's,  80, 
for  ointments,  218. 
subcutaneous,  73. 

Tait'8  uterine  dilator.  187. 


Tampons,  38. 

extractor,  85. 

introducer,  85, 
Tenacula,  uterine,  19. 
Tents,  28. 

introducer  for,  29. 

use  of,  171, 184,  311. 
Thermal  cauteries,  76. 
Thornton's  ice-cap,  205. 
Thrombus  of  labia,  58. 
Tight  clothing  a  cause  of  uterine  displace- 

ment,  289. 
Torsion  forceps,  448. 
Trocar,  Wells's,  466. 
Trocar  piston,  456. 
Tubercular  deposit  in  the  vaginal  walls, 

122. 
Tubular  speculum,  21. 

method  of  introduction,  18. 
Tumours  of  the  broad  ligament,  421, 

of  the  labia,  54. 
fatty,  54. 
flbrous,  54. 

of  the  ovary,  889. 

phantom,  435. 

solid  or  maglinant,  of  kidney,  437. 
of  liver,  487. 
of  spleen,  437. 

of  the  uterus,  170,  256,  260, 280,  2S4. 

of  the  vsffina,  120, 122. 
Twister  for  sUver  wire,  79. 
Tympanitis,  437, 

Ulceration  of  the  cervix  uteri,  281, 291, 

of  the  vagina,  124. 
Unilateral  hsematokolpos,  141: 
Unilocular  ovarian  cysts,  400. 
Ureter,  distended,  differential  diagnoais 

of,  438. 
Ureters,  533. 
Urethra,  526. 

abnormal  growths  in  the,  581. 

cancer  of  ue,  582. 

cysts  of  the,  582. 

dUattonof  the,5^536. 
treatment  of,  580. 

examination  of  the,  227. 

flstula  of  the,  580. 

foreign  bodies  In  the,  581. 

functional  disorders  of  the,  528. 

laceration  of  the,  530. 

malformations  of  the,  528. 

polypi  of  the,  532. 

stricture  of  the,  529. 

varix  of  the,  532. 

vascular  growths  of  the,  532. 
Urethral  caruncle,  56. 

treatmenl^  of,  56. 

dilators,  537. 

endoscope,  527.  ' 

UrethriUs,  531. 
Urine,  inconsistence  of,  589. 

retention  of,  540. 
Uterine  abscess,  204. 

appendages,  malformation  of  the,  185. 

atrophy,  199.  , 
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dUaton,  187. 
dlBcbmrgefl,  88. 
diaplacemenUy  285. 
fibroid  polypus,  250, 280,  278. 
Uterine  medication,  87. 
pessariee,  197. 
sci88onul89. 
sonnd,  22. 
tenacula,  19. 
Tulsellum,  20. 
Uterus,  abscest  of  the,  204. 
absence  of  the,  187. 
antefiezion  of  the,  808. 

treatment,  806,  881. 
anterersion  of  the,  807. 

treatment,  809,  887. 
atrophy  6f  the,  199. 
backward  displacements  of  the,  802, 

809. 
blcomls,  140. 

cancer  of  the  body  of  the,  871,  488. 
cancer  of  the  cerdx  of  the,  857. 
dermoid  cysts  of  the,  284. 
discharges  fh>m  the,  88. 
displacements  oT  the,  170,  286, 289, 

802,  808,  807,  309,  818. 
duplex,  189. 
elevation  of  the,  800. 
excision  of  the,  275,  852,  876. 
fibro-cystic  tumours  of  the,  284. 
•    flbro-myomata  or  fibroid  tnmoun  of 
the,  170,  256. 
flexions  of  the.  800. 
hypertrophy  of  the,  250. 

treatment  of,  258. 
imperfect  development  of  the,  161. 
infantile,  140, 194. 
Inflammation  of  the,  200. 

acute,  208. 

chronic,  207. 
inversion  of  the,  170,  884, 849. 
laceration  of  the  cervix  of  the,  170. 
maglinant  disease  of  the,  170. 
mobile,  818. 
occlusion  of  the,  150. 
polypi  of  the,  170,  278. 

channelled,  278. 

flbrinous  or  placental,  279. 

flbro-cellular,  278. 

flbroid,  260.  280. 

hoUow,  »ra. 

mucous,  278. 
prolapse  of  the,  291. 

treatment,  298. 
pseudo-prolapse  of  the,  296. 

treatment,  299. 
retained  products  in  the,  170. 
retroflexion  of  the,  810. 

treatment,  818,  814, 888. 
retroversion  of  the,  818. 

treatment,  814, 88S. 
sarcoma  of  the,  874. 
septus,  140. 

subinvolution  of  the,  170. 
unicornis,  188. 
versions  of  the,  800. 


Vagina,  abnormalities  of  the,  141. 

abnormal  substances  anterior  to  the;  8, 
at  the  side  of  the,  9 
posterior  to  the,  7. 

absence  of  the,  142. 

acute  inflammation  of  the,  115. 

cancer  of  the,  120. 
Vagina,  chronic  Inflammation  of  the,  118. 

cysU  of  the,  121. 

dilators  for  the,  52, 117. 

diphtheria  of  the,  117. 

discharges  from  the,  19,  88. 

diseases  of  the,  114. 

douche  for  the,  81. 

duplex,  141. 

examination  of  the,  4. 

flstulsB  of  the,  124. 

foreign  bodies  In  the,  128, 

li^ecUous  for  the,  84. 

occlusion  of  the,  188, 141. 

plugs  for  the.  83. 

prolapse  of  the,  134,  297. 

repressor  for  the,  19. 

septo,  141. 

specula  for  the,  12. 

suppositories  for  the,  86. 

tubercule  of  the,  122. 

tumours  of  the,  120. 

ulcerations  of  tne,  124, 

unUateralis,  141. 

wounds  of  the,  128. 
Vaginal  catarrh,  118. 

examination,  4. 
positions  for,  4, 

leucorrhOBa,  118. 

'''toucher,"  4. 

points  ascertainable  by,  6. 
Vaginitis,  acute.  115. 

chronic,  118. 

croupous,  117. 

dlphtheretlc,  117. 

emphysematosa,  117. 

grangrenous,  116. 

gonorrhoDal,  115. 

granular,  116. 

treatment  of,  117, 119. 
Vaginismus,  512,  516. 
Varicocele  of  the  labia,  52. 
Vascular  caruncle  of  the  urethra,  55. 
treatment  of,  56. 

supply  of  ovarian  tumours,  406. 
Versions  of  the  uterus,  800, 801. 

anteversion,  807. 

treatment,  809, 887. 
Versions  of  the  uterus — 

retroversion,  818. 
treatment,  814. 
Vesical  sound,  536. 
Vesico-vaglnal  fistula,  128. 

scissors  for,  129. 

treatment  of,  180. 
Vicarious  menstruation,  160« 
Vulsellum,  uterine.  20. 
Vulva,  abscess  of  the,  50. 

absent,  148. 

acne  of  the,  88» 
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acute  inJUmtnatioii  of  the,  47. 

apfathe  of  the,  37. 

boils  of  the.  40. 

cancer  of  the,  45. 

chancre  of  the,  44. 

condyloma  of  the,  44. 

congenital  malformations  of  the,  14S. 

cysts  of  the,  51. 

diphtheria  of  the,  37. 

ecxema  of  the,  38. 

flssnres  of  the^^. 

herpesof  the,  37. 

inflammation  of  the,  47. 

lichen  of  the,  38. 

lupns  of  the,  46. 

noma  of  the,  47.       ' 


(Bdema  of  the,  40. 

parasites  of  the,  39. 

pruritus  of  the,  40. 

thrombus  of  the,  58. 

varicocele  of  the,  52. 

▼ascular  caruncle  of  the,  5G» 

warts  of  the,  40,  45. 
VulTltus,  47. 

foUicular,  49. 

treatment  of,  49. 
WiATS  of  tbt  Tulya,  40, 45. 
Wier-Mitchell  treatment,  lU. 
Wells's  trocar,  456. 

clamp,  456. 
Wire  ecraseur,  78. 
Wounds  of  the  vagina,  123. 
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